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Preface 

In a global context of budget restrictions and deflationary policies, public 
expenditure is more carefully scrutinized than ever. Public and private 

funds for health promotion, health protection and disease prevention are be
coming increasingly scarce and their utilization is closely watched; this is 
reflected in the search for added efficiency and value for money. Simulta
neously, global demands for, and public expectation of, health action are 
placing added burdens on public and private health systems and on health
oriented nongovernmental organizations. 

Against this sombre background, tobacco control programmes have had 
to establish their niche within political and health systems. Probably more than 
for other major health problems, the lack of resources for preventing the use of 
tobacco is striking, especially when compared with the financial turnover of the 
tobacco industry and related advertising. Indeed, the gross revenue from the 
international tobacco operations of the largest company is equal to the gross 
domestic product of Bangladesh, a country of 115 million inhabitants, and 
represents a hundred times the total health budget of Ecuador. The lack of 
resources is striking also because tobacco control programmes are different 
from other health programmes in that they do not work to protect human 
beings against natural forces such as disease or catastrophe but rather against 
the ravages of a dangerous drug purveyed by other human beings. Tobacco 
control activities have to be re-evaluated regularly for effectiveness since 
the adaptive capacities of the tobacco industry constantly threaten their 
effectiveness. 

Tobacco control efforts in a growing number of countries have to contend 
with forces such as the rise in tobacco production by an average of2% each year 
and the legal and social acceptability of tobacco use which leads to public 
indifference regarding the need to curb tobacco consumption. To explain this 
lack of public interest, some have given the excuse of the apparent novelty of 
the problem since, prior to the publication of the first epidemiological studies 
on smoking and health at the beginning of the 1950s, smoking and other forms 
of tobacco use had not been identified as a major cause of death and disease. 
Yet the massive financial support that can be mustered in a few months to 
campaign against other diseases shows that the social acceptance of the use of 
tobacco, the dependence it engenders and the economic power of the multi-
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national tobacco companies are major contributing factors to the difficulty in 
properly funding tobacco control activities. 

Against this background, the need for the careful selection of tobacco 
control activities and the evaluation of their relevance, efficiency, effectiveness 
and impact has been recognized. Resolution WHA43.16 adopted by the Forty
third World Health Assembly in May 1990 required the Director-General of 
WHO to monitor and report biennially to the Health Assembly on the progress 
and effectiveness of Member States' tobacco control programmes. 

As one step in the implementation of resolution WHA43.16, this publica
tion provides general principles and tools for the evaluation of public health 
programmes aimed at controlling tobacco use. For the first time, an attempt is 
made to bring together in a single publication guidelines for evaluation of all the 
major tobacco control measures that have been adopted by countries. Some of 
the elements of the book, such as the suggested indicators, are generally 
applicable and can be integrated into the design of tobacco control pro
grammes or activities at an early stage. Other aspects will need to be adapted 
to local circumstances. 

The book is intended to help policy-makers, public health specialists and 
others in the public and private sectors of developed and developing countries 
to develop tobacco control programmes and activities. It is thus meant for use 
in a variety of national and regional situations, whatever the socioeconomic, 
political or cultural background. The fact that many examples are taken from 
industrialized countries reflects the amount of research done in this area. 
Nevertheless, many of these examples could be adapted to suit a variety of 
situations and countries. Such models will facilitate the development of exper
tise in countries where human resources for health programme evaluation are 
still scarce and where, consequently, evaluative efforts have so far been limited. 
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Introduction 

This book has four parts. The methodological information and recom
mendations in Parts 1, 2 and 3 include examples selected for the 

variety of evaluation approaches and techniques they offer. For those using 
the book for reference, it is possible to concentrate on the guidance given for 
the evaluation of specific types of tobacco control activities. Nevertheless, such 
readers are recommended to consult the definitions given in Part 1 since they 
provide general background information for the use of the monograph. 

Part 1 deals with the general principles of evaluation of tobacco control 
programmes. The first chapter summarizes the essential "tobacco-or-health" 
issues and the reasons for adoption of certain policies. Chapters 2 and 3 outline 
the main principles of evaluation and consider methodological concepts and 
practical constraints. In addition, Chapter 2 provides general indications on the 
design and timing of evaluation, and the procedures to be used, while Chapter 
3 deals with the complex issues of measuring outcome and making use of the 
results. 

The evaluation of measures addressing the protection of general popula
tions is dealt with in Part 2, which examines first the impact of tobacco on 
national economies and the validity of the use of economic measures such as 
price policy, taxation, and distribution controls. Age restrictions and measures 
to limit places where tobacco can be used are then analysed. Importance is 
given to the evaluation of bans on advertising and sponsorship and restrictions 
on tar and nicotine content. Finally, essential elements are given for the 
evaluation of the use of health warnings. 

Health promotion and education programmes are described in Part 3, in 
particular evaluation of the effectiveness of the use of mass media, the role of 
tobacco prevention programmes in schools and within the community, action 
by health personnel and the role of smoking cessation programmes. 

Within Parts 2 and 3, as far as possible, each type of tobacco control 
activity has been presented in a standard way: 

• After a short definition of what the activity may encompass, examples 
are provided of evaluations conducted in different national settings. 
Examples have been selected for their interest and because they demon
strate different evaluation methods and approaches with varying degrees 
of sophistication. Brief comments are then offered on the examples. 
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• The next section of each chapter focuses on the methods to be applied 
in an evaluation, the type of information needed and the process for 
evaluating the relevance, adequacy, efficiency, effectiveness, progress 
and impact of each activity. Emphasis is placed on simple approaches 
that can be applied in most countries. Whenever possible, indications 
are given on how to extend the evaluations and on where to find 
complementary methodological information. 

• Finally, indicators are established for the evaluations. These may be 
used not only for the evaluation of activities but also as a checklist by 
people developing tobacco control programmes at national level. 

Part 4 discusses how control measures could be strengthened by appropri
ate legislative provisions together with advocacy for tobacco control - such as 
contact with politicians, political promotion and lobbying -that has brought 
about changes in policies in a number of countries. The role of political leaders 
and their advisers in the development of national tobacco control policies and 
programmes and the steps that lead to the adoption of legislation do not easily 
lend themselves to evaluation. However, as these are often linked to legislative 
action, some criteria and information on this subject have been included in 
Chapter 18. Chapter 19 assesses the value of tobacco litigation in furthering the 
tobacco control movement. 

The art of evaluation is to be able to give the right judgement - not a 
verdict - on the basis of careful assessment and critical appraisal of given 
situations. It should lead to useful conclusions and proposals for future action. 
In this context, the guidance given in this publication should also be regarded 
as providing support for asking the right questions in order to make an enlight
ened judgement. For more detailed information on application of techniques, 
reference should be made to the lists of suggested reading at the end of each 
chapter. 
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Part 1 

General principles for evaluation of 
tobacco control programmes 

Evaluation is a systematic way of learning from experience, using the 
lessons learned to improve current activities and to promote better 

planning and allocation of resources by the careful selection of choices for 
further action. Evaluation is the key to better use of the scarce resources 
available for tobacco control. 

Part 1 provides the general background to the issues of "tobacco or 
health" and related control programmes and gives an overview of principles 
and methods that can be used for their evaluation. There is considerable 
potential in all countries for formulating simple evaluations based on sound 
design, adequate theoretical and empirical data, and objective measurement of 
outcome. To encourage evaluation and to make the publication useful to the 
widest group of persons involved in tobacco control, a number of concepts have 
been summarized or rapidly reviewed. 

Evaluation of tobacco control programmes requires input from a large 
number of disciplines such as behavioural and political sciences, sociology, 
economics, epidemiology, statistics and medicine. Furthermore, as for any 
policy evaluation, it requires a global vision of political, social, economic and 
human issues. As a number of situations may call for original approaches and 
methods, it is important to develop evaluations without preconceived ideas. 

Theory is one thing but its application generally calls for a number of 
adaptations. By giving specific examples of tobacco control programmes and 
activities it is hoped to encourage varied approaches to evaluation in all coun
tries and all types of programme. It is also hoped that the general description 
of tobacco control measures and some of the indicators developed as essential 
tools in the evaluation process will find application as planning tools. 



Chapter 1 

Tobacco or health: 
background information 

Tobacco use, diseases and deaths 

Though precise data on tobacco consumption and behaviour are available 
to governments only for a certain number of countries (mostly industrialized 
ones), reasonable estimates can now be given for most countries. 

In industrialized countries, between 20% and 40% of women smoke, 
particularly young women, among whom smoking is on the increase; 30-40% 
of men smoke, and this figure is generally on the decrease. In developing 
countries, between 2% and 10% ofwomen and between 40% and 60% of men 
use tobacco. However, there are exceptions to this general pattern and WHO 
has found it helpful to propose a classification of countries according to their 
stage in the development of the tobacco epidemic. This classification will also 
be fundamental in the selection of means for controlling the epidemic. The four 
stages are described in Box 1. 

In the 1990s, a world total of 3 million people will die each year from 
tobacco-induced diseases. About 2 million of them will be in industrialized 
countries and about 1 million in developing countries (Fig. 1). In industrialized 
countries as a whole, the annual number of smoking-attributable deaths has 
risen from about 700 000 in 1965 to around 1.5 million today for men, and 
from about 100 000 to 500 000 for women. 

In populations where cigarette smoking has been common for several 
decades, about 90-95% of lung cancer, 80-85% of chronic bronchitis and 
emphysema, and 20-25% of deaths from heart disease and stroke are attribut
able to tobacco. These percentage risks are lower in populations with less 
exposure. For the developed world as a whole, about 40-45% of all cancer 
deaths among men are caused by smoking. Among women the proportion is 
just under 10% but is rising rapidly. Each year, smoking is estimated to cause 
about 630 000 deaths from cardiovascular disease in developed countries. Of 
these deaths, around 450 000 are premature, occurring before 70 years of age. 
Numerous other health hazards, including other respiratory diseases, peptic 
ulcers, and complications of pregnancy, are also attributable to smoking. The 
adverse effects of smoking in pregnancy include low birth weight, increased 
incidence of spontaneous abortion, prematurity, stillbirth and sudden infant 

2 



PART 1. GENERAL PRINCIPLES FOR EVALUATION 

Box 1. The four stages of the tobacco epidemic 

Stage 1 
Th1s 1s the very beg1nn1ng of the smok1ng epidemic 1n a population Prevalence 
among males IS comparatively low (<15%) wh1le among females, largely because 
of sociocultural factors that discourage smok1ng among women, 11 rarely exceeds 
10% and may well be less than 5% Per cap1ta consumption IS also relatively low
generally less than 500 Cigarettes per adult per year Death and disease due to 
smok1ng are not yet ev1dent 

Stage 2 
Dunng th1s stage of the ep1dem1c, wh1ch may span 20-30 years, prevalence of 
smok1ng among men contmues to nse rapidly, reaching a peak of between 50% 
and 80%. The proportion of ex-smokers IS relatively low Smok1ng prevalence 
among women typ1cally lags behind that of males by 10-20 years, but 1s 1ncreasmg 
rapidly Smoking prevalence IS probably s1m1lar among different socioeconomiC 
groups but may be slightly h1gher among the better off Consumption of cigarettes 
per adult vanes between about 1000 and 3000 per year, the maJonty of wh1ch are 
still consumed by males (among whom annual consumpt1on would probably be in 
the range of 2000-4000 Cigarettes) 

Stage 3 
Prevalence of smokmg among males beg1ns to decline, falling to around 40% by 
the end of th1s stage, wh1ch may last for several decades Prevalence tends to 
be lower among middle-aged and older men, many of whom have become ex
smokers More importantly, the end of stage 3 1s characterized by an 1n1!1al decl1ne 
1n smok1ng among females Since knowledge about the health hazards of tobacco 
1s generally widespread by this time, the peak prevalence for women 1s likely to be 
at a considerably lower level than that for males Expenence from Canada, the 
Un1ted K1ngdom, the Un1ted States of Amenca, and other countries where smokmg 
has been common among women for some t1me suggests that the max1mum 
prevalence for women IS around 35-45% There IS also likely to be a marked age 
gradient in prevalence among women, w1th something like 40-50% of all young 
women be1ng regular smokers but with relatively few (<10%) smokers among 
women above 55-60 years of age 

Another charactenst1c of th1s penod 1s the rapid 1ncrease 1n smok1ng-related mortal
Ity, wh1ch nses from about 10% of all deaths 1n males to around 25-30% within three 
decades In middle age (35-69 years), the proportionate mortality of males due to 
tobacco 1s even h1gher (about 1 in 3 deaths). The tobacco-related death rate among 
women IS st1ll comparatively low (around 5% of all deaths) but ns1ng 

Stage 4 
Smoking prevalence for both sexes continues to decline more or less in parallel, but 
only slowly Some 20-40 years after reach1ng 1ts peak, prevalence among females 
m1ght have declined only 10-15 percentage po1nts and would typically be around 
30% Prevalence among males m1ght be expected to be sl1ghtly h1gher, perhaps 
33-35% Meanwhile, male mortality from smok1ng would be expected to peak early 
1n this period, poss1bly at around 30-35% of all deaths, as h1gh as 50% of deaths 
1n middle age W1th1n a decade or so, th1s proportionate mortality would fall below 
30% and contmue to decl1ne progressively 

Conversely, female deaths due to smok1ng w1ll nse rapidly 1n th1s phase as the full 
health effects of women's prev1ous smok1ng patterns become evident 
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Fig. 1 Tobacco-related deaths worldwide 
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death syndrome. Low birth weight is one of the strongest predictors of infant 
mortality. 

In developing countries, per capita cigarette consumption has risen on 
average by more than 70% during the past 25 years. If current trends continue, 
there will be some 7 million deaths a year from tobacco in developing countries 
within the next two or three decades. In China alone, on current trends, some 
2-3 million deaths a year from smoking are projected for the decade 2020-
2030, of which about 1 million will be from lung cancer. 

While tobacco use has brought more or less the same health consequences 
in developing countries as in developed ones, cigarette consumption in devel
oping countries has historically been lower and hence the mortality due to 
smoking is likely to be proportionately lower. In developing countries as a 
whole, communicable diseases are still the main cause of death, but cardiovas
cular disease had already become the second leading cause of death by 1985. 
In addition, where people have long used tobacco in traditional ways, such as 
tobacco chewing and bidi smoking, oral cancer is a major problem. This is 
particularly so in south-east Asia. Furthermore, when associated with smoking, 
several conditions increase the risks of certain tobacco-related diseases, as in 
the case of bladder cancer for smokers suffering from schistosomiasis and lung 
cancer for miners who smoke and experience occupational exposure to asbestos 
or radon. 

Tobacco control policy and programmes 

Soon after the publication of the first results of studies linking tobacco use 
to specific diseases, particularly lung cancer, a number of public health mea
sures were advocated. During the 1960s, 1970s and 1980s, most countries took 
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PART 1. GENERAL PRINCIPLES FOR EVALUATION 

policy measures and developed programmes with a view to decreasing tobacco 
use in their populations. 

As early as 1970, the World Health Assembly "conscious of the serious 
effects of smoking in promoting the development of pulmonary and cardiac 
disease, including bronchopulmonary cancer, chronic bronchitis, emphysema 
and ischaemic heart disease" requested the Director-General of WHO to call 
the attention of all Member States to the issue and to a number of control 
measures to be taken (Resolution WHA23.32). Since then tobacco control has 
been on the agenda of the Assembly almost every year. 

In 1978, a WHO Expert Committee on Smoking Control justified a 
number of concomitant actions aimed at reducing tobacco use. In its conclu
sions, the Expert Committee underlined that "No single smoking control 
measure can be expected of itself to solve the smoking problem. The measures 
recommended must always be seen as part of an overall strategy, of which 
legislation forms only a single, though essential, component". Resolution 
WHA39.14 (1986) emphasized that only an array of measures could properly 
combat behaviour which, although addictive, is legal and sustained by enor
mous advertising and promotion efforts. The resolution underlined these es
sential elements of tobacco control and urged Member States that had not yet 
done so to implement control strategies containing, at a minimum, the follow
ing nine elements: 

(1) measures to ensure that non-smokers receive effective protection, to 
which they are entitled, from involuntary exposure to tobacco smoke, 
in enclosed public places, restaurants, transport, and places of work 
and entertainment; 

(2) measures to promote abstention from the use of tobacco so as to 
protect children and young people from becoming addicted; 

(3) measures to ensure that a good example is set in all health-related 
premises and by all health personnel; 

( 4) measures leading to the progressive elimination of those socioeco
nomic, behavioural, and other incentives which maintain and pro
mote the use of tobacco; 

(5) prominent health warnings, which might include the statement that 
tobacco is addictive, on cigarette packets, and containers of all types 
of tobacco products; 

(6) the establishment of programmes of education and public informa
tion on tobacco and health issues, including smoking cessation pro
grammes, with active involvement of the health professions and the 
media; 

(7) monitoring of trends in smoking and other forms of tobacco use, 
tobacco-related diseases, and effectiveness of national smoking con
trol action; 

(8) the promotion of viable economic alternatives to tobacco production, 
trade and taxation; 
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(9) the establishment of a national focal point to stimulate, support, and 
coordinate all the above activities. 

More than 30 years after the first tobacco control measures and nine years 
after resolution WHA39.14, results of the effectiveness of these programmes 
can be seen in many countries. Trends in the United Kingdom provide an 
interesting example. Records oftobacco use in the United Kingdom date back 
to 1870 and it is reasonable to assume that smoking was predominantly a male 
habit at that time. The First World War boosted the consumption of cigarettes 
and other tobacco goods in the United Kingdom to around 4500 grams per 
head. During the Second World War, smoking became more popular among 
women and continued to increase in the population at large. By 1950, smoking 
prevalence was 77% for men and 38% for women. The total consumption of 
tobacco per capita, by weight, reached its highest around 1960, by which time 
almost 90% was in the form of cigarettes. 

During the past 30 years substantial efforts by people in many walks of life 
have been put into reducing the levels of smoking in the United Kingdom and 
considerable success has been achieved. However, there is a delay between the 
cause (smoking) and the effect (the smoking-related disease) and the high levels 
of disease and mortality that have occurred were the result of many decades of 
very heavy smoking. In the same way, a delay was to be expected between a 
decrease in smoking and the appearance of evidence of a downturn in the levels 
of smoking-related disease. Nevertheless, the efforts of 30 years have recently 
begun to show in a reduction in the incidence of smoking-related disease and 
mortality. 

High levels of smoking prevailed for more than a century in the United 
Kingdom. In the 1950s and 1960s it became evident that the country had a 
high level of lung cancer and tobacco-related deaths (Fig. 2). Lung cancer in 
men reached a plateau between 1975 and 1979 and the rate then began to 
decline. These observations are in accord with the changes in smoking habits 
and the expected time-Jag between cause and effect: the highest annual per 
capita cigarette consumption for adult males was 4030 in 1960 and the preva
lence of smoking in males has been falling since that date. Smoking-attributable 
mortality peaked some 15 years later and has been declining progressively since 
then. For women, no similar disease plateau is yet apparent, in keeping with the 
fact that the female per capita cigarette consumption continued to rise until 
197 4 when it reached 2630. However, trends in diseases not only differ for 
sexes but also for social classes, with rates of tobacco use (and consequent 
deaths from lung cancer and cardiovascular disease) diverging by social class. 
These are crucial factors for programme design. 

Successes such as this are usually due to a combination of tobacco control 
measures using a public health approach, legislation, specific health promotion 
activities, and economic measures. The first approach addresses the protection 
of the health of the population from the dangers of tobacco use, and the 
promotion of a healthy society in which abstinence from tobacco use is the 
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Fig. 2 Deaths attributable to smoking in the United Kingdom 
(all ages) 
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social norm. The second involves actJvltJes aimed at achieving a national 
policy through comprehensive tobacco control that addresses all issues (taxa
tion, advertising, health education) at national level, such as the Loi Evin in 
France. The third focuses tobacco control activities on certain groups, such as 
children or women, as in the current California programme on preventing 
adolescents from starting to smoke. The fourth involves the use of taxation 
and other fiscal inducements to discourage tobacco consumption. Other 
strategies might include encouraging alternatives to tobacco growing and 
manufacture. 

Diversity of the social partners 

The extent of the health and economic impact of tobacco consumption 
has convinced most governments to take the lead in tobacco control. Only 
public action has the scope and authority to reverse the growing prevalence of 
tobacco use. At the same time, this action has to be promoted and supported 
by individuals, groups, nongovernmental organizations (NGOs) and interna
tional organizations. 

International action can also act as a catalyst to inspire countries that may 
find it more difficult to take action. WHO's experience in development of 
tobacco control policy has shown that it is sometimes easier for a country to 
tackle politically and economically controversial issues through collective deci-
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sions rather than through individual actions. The role of international experts, 
either independent of or in association with WHO and the International 
Agency for Research on Cancer (IARC), is indispensable in validating scien
tific, epidemiological and policy information. Other international organizations 
such as UNICEF and the World Bank have recently joined WHO in supporting 
transnational and national strategies. 

The international tobacco control movement has been characterized by 
the active involvement ofNGOs. 1 These have proved to be essential instigators 
in dealing with specific diseases such as lung cancer and cardiovascular disease, 
or with specific entities such as hospital federations, medical societies or newly 
created bodies that concentrate on tobacco use as a risk factor. These NGOs 
promote tobacco control by a variety of measures: rapid and systematic trans
mission of specific information, using media such as newsletters and television; 
encouraging and supporting action by their members; setting general policies 
for individual professions; and publishing guidance on how to put tobacco 
control theory into practice. More recently, coalitions have been formed by 
some of these organizations to exert pressure at government level for the 
adoption of tobacco control legislation and for putting the "tobacco or health" 
issue on the agenda of political and scientific bodies. 

Experience has shown the importance of leadership in successful tobacco 
control policies and programmes at global, national and community levels. 
Identifying all those who have played a role (including those taking responsibil
ity for the coordination of national tobacco control programmes and of the 
activities of different authorities, national and international organizations, and 
NGOs) and mixing appropriately their input and output, giving them their 
correct value in the ultimate result, are essential elements of tobacco control 
programme development. 

Background reading 
Controllzng the smoking epidemic. Report of a WHO Expert Committee on Smoking Control. 

Geneva, World Health Organization, 1979 (WHO Technical Report Series, No. 
636). 

Peto R et al. Mortality from tobacco in developed countries: indirect estimation from 
national vital statistics. Lancet. 1992, 339:1268-1278. 

Respiratory health effects of passive smoking: lung cancer and other disorders. The report of the 
US Environmental Protection Agency. Bethesda, MD, National Institutes of Health, 
1993 (NIH Publication No. 93-3605). 

Tobacco use in California. A focus on preventing uptake in adolescents. Sacramenta, Califor
nia Department of Health Services, 1992. 

WHO Programme on Tobacco or Health: implementation of Resolutions WHA42.19 and 
WHA43.16: interim report by the Director-General. Geneva, World Health Organi-

1 In particular the Internation Union against Cancer (UICC), the International Union 
against Tuberculosis and Lung Disease (IUATLD) and the International Society and 
Federation of Cardiology (ISFC). 
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zation, 1991 (unpublished document A44/9; available on request from Tobacco 
or Health, World Health Organization, 1211 Geneva 27, Switzerland). 

World Health Assembly resolutions: 
WHA45.20 (13 May 1992). Multisectoral collaboration on WHO's programme on 

tobacco or health. 
WHA44.26 (15 May 1991). Smoking and travel. 
WHA43.16 (17 May 1990). Tobacco or health. 
WHA42.19 (17 May 1989). Tobacco or health. 
WHA41.25 (13 May 1988). Action programme on tobacco or health. 
WHA40.38 (15 May 1987). 7 April1988: a world no-smoking day. 
WHA39 .14 (15 May 1986). Tobacco or health. 
WHA33.35 (23 May 1980). WHO's programme on smoking and health. 
WHA31.56 (24 May 1978). Health hazards of smoking. 
WHA29.55 (19 May 1976). Smoking and health 
WHA24.48 (20 May 1971). Health consequences of smoking. 
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Chapter 2 

Design and management of tobacco 
control programme evaluation 

Managerial process and evaluation 

Health programme evaluation is part of a broader managerial process for 
health programmes. This process consists of an interlinked sequence that 
includes policy formulation, programme formulation and budgeting, 
programme delivery through various services and institutions, evaluation, and 
reprogramming as necessary, with information support throughout. 

In recent years extensive evaluation methodologies have been developed 
and complemented by an array of scientific modes of assessment. 1 These have 
been well reported. Issues related to evaluation design are broad and complex. 
This book makes no attempt to deal with evaluation design in its entirety; on 
the contrary, its purpose is to simplify the approach to evaluation and make it 
available to managers of tobacco control programmes at all levels to help them 
to make rational decisions. The general complexity of evaluation is com
pounded by the fact that tobacco control activities have social, behavioural, 

1 For example, those involved in evaluation may be confronted wnh a number of concepts, 
such as the notions of summatlve and formative evaluation. Questions about whether or 
not a programme has met its objectives or has had the mtended effects are appropriately 
asked at the end of a programme and form the basis of what is often called summative 
evaluation (or outcome). Summatlve evaluatwn is very much concerned with the questlon 
of success. It can be applied at different levels. Have the approaches used been adequate? 
What does the outcome mean? Has the programme been successful in the short term (e.g. 
in changing behaviour or implementing policy) and in the long term (e.g. in 1mproving 
health status or reducing morbidity and mortality). 

An invesngation into the implementation of a programme or the process involved in 
programme development 1s referred to as formative evaluation. Formative evaluation is an 
"early evaluation" concerned with deta1ls of the implementation of programmes or mnia
tives. It can examine alternatlve approaches and compare them in terms such as how 
acceptable they are to partlcipants, how easy they are to implement (and at what cost) and 
whether they are hkely to be sustained, w1th a view to maximizing the success of the 
interventwns. 

Another concept is that of evaluation ex-ante and ex-post. Ex-ante evaluation under
lines the role that evaluation can play, before any programme acnvny is undertaken, in the 
selection of programme priorities and of methods for programme implementation. For our 
purposes, ex-post evaluation, that is evaluation carried out after the programme, can be 
assim1lated with summative evaluation. 

These concepts are enurely compatible with the evaluation process and the methods 
described in the rest of this publication. 
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political and economic aspects and that it is often difficult to determine if the 
outcome of a programme is entirely due to specific health actions that have 
been undertaken or to a variety of positive or negative factors independent of 
health programmes. The evaluators are thus confronted with a variety of 
situations. Some evaluations can be rigorously designed to increase the objec
tivity of the information gathered from evaluation; in other cases, it may be 
almost impossible to use controlled experiments to rule out extraneous inter
vention. 

Micro-evaluation, macro-evaluation and meta-evaluation 

There are differences between evaluating the effectiveness of a 
tobacco control activity at the micro level (such as the effect of introducing a 
tobacco-free workplace) and evaluating the effectiveness of a policy at the 
macro level (such as a national ban on advertising of tobacco products). It is 
important to underline that, particularly in the field of tobacco control, 
macro-evaluation should not in any circumstances be a sum of micro
evaluations. Pilot projects or test projects, specific forms of micro-level activi
ties, are often more resource- and "energy"-intensive both from the side of 
delivery and from that of the consumer, thus creating an artificial climate and 
result. These projects have often become less effective when expanded to a 
larger scale. 

Meta-evaluations (analysis and evaluation of several evaluations) may be 
well suited to the field of tobacco control, either as critical reviews or analyses 
of previous evaluations or as comparisons of previous evaluations. They can 
improve methods or reduce costs of evaluation and may help to assess the long
term usefulness of certain types of evaluation. 

In developing the present guidelines, care has been taken to simplify the 
concepts as much as possible and to bring evaluation within the reach and 
understanding of all those concerned with tobacco control. The aim is to 
ensure that concern about methods does not prevent the evaluation. Evaluation 
must address the correct issue, ask the right questions, and apply common 
sense. The present chapter presents general explanations of the most common 
elements of evaluation of tobacco control programmes, together with a rapid 
overview of the process. 

Evaluation and information 

The use of information permeates evaluation just as it does the other 
components of the management process. It is therefore necessary to ensure 
adequate information support throughout evaluation in order to avoid delays 
stemming from lack of information. The best way to ensure information 
support is to specify information requirements at the planning stage of the 
tobacco control programme. It is also essential to make a good "baseline 
assessment" of the situation at the beginning of any activity. 
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Evaluation includes the overall strategy for deciding what information is 
to be collected, how, from whom, and when. There are different methods for 
collecting information, but all decisions about information should be deter
mined by three major factors: the question to be answered, the situation 
constraints, and the costs of collecting the information. Gathering information 
for evaluation should be neither daunting nor over-expensive, particularly as 
governments, the tobacco industry, and import and export departments all 
keep statistics that can be utilized for evaluation. Generally speaking, informa
tion gathering is least costly when the information emanates from the operation 
of programmes or services. It is easiest to use existing data and avoid, if 
possible, the creation of a new database. Sample surveys may also provide 
essential information at a reasonable cost. 

Depending on the nature of the topic, part of the information necessary 
for evaluation may be available from existing documents, such as government 
and United Nations reports on the political, economic and social situation; 
recent development plans, financial reports, major statements by political 
leaders and legal documents; periodic reports of the ministries of health, trade 
and industry; epidemiological information (from official national health statis
tical services) and research findings. Equally useful are "tobacco or health" 
country profiles (see also Chapter 4); demographic information, particularly 
vital statistics; data on the resources used and activities carried out within the 
context of the programme being evaluated; the tobacco control programme's 
formulation documents and plans of action for implementing programmes or 
establishing institutions and services. Documents emanating from the tobacco 
industry may also provide background information but should be used with 
caution. 

Other common ways of gathering information within a managerial con
text, which can be used alone or in conjunction with other methods, are: 

• Direct observation (such as counting minutes of tobacco advertising on 
television). 

• Monitoring of different types of records or programme-generated 
documents. 

• Randomized controlled studies to compare the effects of different ap
proaches or strategies. 

• "Before and after" studies (quasi-experimental designs) to control for 
factors other than the programme intervention that may influence 
changes in the programme area. These designs should meet three crite
ria: there must be a treated and untreated group; there must be pre
treatment and post-treatment measures; and there must be an explicit 
model that projects the difference over time between the treated and 
untreated groups. 

• Information gathered after the fact. If the evaluation has not been 
foreseen (and planned) as part of the tobacco control programme or 
activity, it is sometimes necessary to resort to this approach which, 
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however, presents a number of methodological dangers. It may give rise 
to problems in terms of both conscious and unconscious over-reporting 
of awareness of tobacco control campaigns or behavioural changes 
such as quitting or reducing smoking. For example, respondents may 
provide opinions on issues that they cannot possibly know about in an 
effort to save face. Hence such data often give an inflated picture of 
the net effect of a campaign and are, more generally, of questionable 
validity. 

Examples of these approaches are given in Parts 2 and 3. 
When specific approaches have to be devised, imagination and common 

sense should be used. Counting the number of minutes of indirect advertising 
during the broadcasting of sports events can be one way of demonstrating a 
breach of an anti-advertising law. In New Zealand, a simple monitoring proce
dure has been used to evaluate the immediate effect of a mass media campaign 
against tobacco. For a number of weeks and on a weekly basis, the number of 
cigarettes sold in 60 supermarkets scattered throughout New Zealand in areas 
of varied socioeconomic status was monitored. Because the beginning and end 
of a mass media campaign can be determined precisely, immediate changes in 
cigarette sales coinciding with the onset of the campaign can be attributed to 
the campaign (if other control measures known to influence cigarette consump
tion are not introduced simultaneously). Simple questionnaires are also good 
sources of information, but special methods, such as interviews may be needed 
if a large part of the population being studied is illiterate. However, there is a 
need for caution in presenting short-term results collected immediately after an 
intervention. It is the long-term results that are important as many interven
tions result in initially moderate to high smoking cessation rates, that drop 
sharply within the first three months. Thus there is a need to conduct follow
up reviews at longer intervals - 12 months at least. 

Evaluation has to be based not only on valid information but on 
information that is sensitive to the problems being dealt with. It is thus often 
necessary to cross-check the information. A good example of this is measuring 
tobacco consumed only by the number of cigarettes sold. This, in fact, can 
introduce many biases for the weight of tobacco in cigarettes may change, as 
may the tar and nicotine content. Thus a proper analysis of tobacco use in a 
society will take into account prevalence (by sex, age, race, ethnic origin, 
socioeconomic situation, education and so on), the average number of ciga
rettes smoked per person, tobacco sales (corrected whenever possible to in
clude the estimated number of cigarettes smuggled into the country and sold 
illicitly) and the weight of tobacco in cigarettes as well as the amount of tar, 
nicotine and other additives. Without cross-checking or use of multiple lines of 
evidence to confirm self-reported data, there is a potential problem of under
reporting. 

While the use of published data may be "safer" for the evaluation, in many 
cases unpublished data will be used to avoid delaying the evaluation. Further-
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more, considering the specificity of tobacco control programmes, there will 
often be a need for specific research or for a survey that must be properly 
planned and implemented. The cost of collecting these data has to be carefully 
considered in relation to the expected benefit ofthe survey. It is thus necessary 
to distinguish information that would be "nice to have" from information that 
is essential to the evaluation. 

It may also be necessary to interpret the information contained in a 
management database to suit the target group for which the data are intended. 
For example, for community action programmes, it may be sufficient - and 
more cost-effective- to have only minimal local data. Recipients must be able 
to understand the data that is gathered. Finally, data may not always be perfect, 
but as long as the biases are more or less consistent over time they may still be 
useful for indicating trends. 

The evaluation process 

At the beginning of the evaluation process it has to be assumed that the 
nature of the tobacco problem has been properly identified, that the pro
gramme proposes a potentially appropriate way of solving the problem and that 
suitable plans have been made for its implementation. The evaluation process 
will show if this is the case or if one of these prerequisites has not been covered 
and changes need to be made. 

With variations for each tobacco control programme and activity, the 
process of evaluation will consist of the following main elements, which can be 
used flexibly and adapted to different circumstances: 

• Specify the subject for evaluation. 
• Ensure information support. 
• Verify relevance. 
• Assess adequacy. 
• Review progress. 
• Assess efficiency. 
• Assess effectiveness. 
• Assess impact. 
• Draw conclusions and formulate proposals for future action. 1 

The subject for evaluation 

The numerous interactions influencing the impact of the different 
elements of tobacco control policies will make it difficult to determine the 
impact of any single measure. Yet to get the right mix of activities in response 
to different political, economic, social and cultural situations, it will be nee-

1 This element is discussed m Chapter 3. 
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essary to reply to the question "How useful is this measure for con
trolling tobacco use here and now?" The specification of the subject of 
evaluation is thus essential and is achieved by answering questions such as 
the following: 

• Should the subject for evaluation be a policy, a programme, a local 
service delivering a number of programmes (e.g. a school health educa
tion component) or an institution such as a smoking cessation clinic? 
Make sure that the subject is worth evaluating in terms of its size or 
potential importance. Is it necessary or justifiable, for instance, to 
evaluate minor activities outside the main programme, service or 
institution? 

• Will the evaluation be made at all appropriate structural levels so 
as to ensure that the results of the evaluation are implemented? 

• What is the purpose of the evaluation? Is it to justify the annual budget 
allocation or a new development plan, or is it for some ad hoc purpose? 
(See also p. 19) 

• What are the constraints that could limit the possibility of carrying out 
the evaluation or restrict its scope? Are these constraints important 
enough to impair the evaluation efforts? 

• When we have answers to the questions we intend to address, can we do 
anything about the situation? If so, what? 

Information support 1 

The importance of information has been described above. The need 
for information should be identified for each component of the evaluation 
process. For example, to evaluate the adequacy of programme or project 
formulation, it will be necessary to have a list of objectives and target groups; 
a description of the approaches being used to attain the objectives and meet 
the targets; a summary of the resources involved, including personnel, and 
budgeting and financial information; and a schedule of activities, including 
milestones or checkpoints and their due dates. Information requirements 
should be deduced from the criteria to be used or the questions to be asked. 

The selection of an optimum amount of information is a critical step 
in the evaluation process. Information should first be reviewed for its re
levance in that process. Care should be taken in collating only useful informa
tion. Irrelevant, too much or too little data could be costly to the evaluation 
process. 

1 See also p. 11. 
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Relevance 

Relevance relates firstly to the rationale for adopting tobacco control 
policies and programmes, in terms of their response to health, social and 
economic issues in the country or community concerned, and secondly to 
developing programmes, activities, services or institutions that respond to 
needs and priorities in the "tobacco or health" field. For example, the adoption 
of a pricing policy is relevant for a programme that seeks to curb smoking in 
young people. Existing programmes should be tested periodically for their 
continuing relevance. 

Adequacy 

Adequacy implies that sufficient attention has been paid to the develop
ment of the programme - the setting of objectives, targets and indicators, 
methods used, etc. - in relation to the requirements. For example, written 
warnings on tobacco packaging would not be a good approach in a largely 
illiterate population. 

Progress 

Progress is concerned with the comparison of actual with scheduled 
activities, the identification of reasons for achievements or shortcomings, and 
the indication of remedies for any shortcomings. The purpose of a progress 
review is to facilitate the monitoring and operational control of activities and 
the readjustment of the programme whenever necessary. A progress review also 
keeps track of milestones achieved, personnel matters, supplies and equipment, 
and money spent in relation to budgets allocated. 

Efficiency 

Efficiency is an expression of the relationship between the results obtained 
from the tobacco control programme or activity and the efforts expended in 
terms of human, financial and other resources. The assessment of efficiency is 
aimed at improving implementation and adds to the progress review by com
paring essential managerial elements obtained through monitoring with the 
progress apparent in programme implementation. Assessment of efficiency also 
involves keeping a check on such aspects as the appropriateness of existing 
plans of operations, work schedules, methods applied, personnel used, and the 
adequacy and use of financial resources. This is done with a view to improving 
these aspects, if necessary, at the least cost. 1 

1 Elements of progress and efficiency are sometimes grouped under the heading "Process 
evaluation". This is an approach for following up resources used and examining if planned 
approaches and methods are applied adequately and if milestones are achieved. In some 
quarters emphasis has recently been put on process evaluation (which is also closely linked 
to financial monitonng and quality control), but we nevertheless recommend following 
the sequence indicated here. 
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Effectiveness 

Effectiveness is an expression of progress towards the desired effect of a 
programme, service, institution or support activity in reducing the tobacco 
problem, as defined in the original goals. Effectiveness measures the degree of 
attainment of the predetermined objectives and targets. Where feasible, it 
should be quantified. Where this is not feasible, a qualitative analysis of the 
relevance and usefulness of what has been achieved has to be performed, 
however subjective such an analysis may be. The evaluation of effectiveness 
should also assess the satisfaction or dissatisfaction expressed by the commu
nity regarding the effects of the programme, service or institution. Measuring 
the effectiveness of a programme should also include a review of the equity of 
its distribution. For example, if the programme is intended to cover a total 
population, one should ask if its benefits have been properly distributed to 
everyone. Has care been taken to target all members of the community, 
including the poor, women and minority groups? 

Impact 

Impact is an expression of the overall effect of a programme, service 
or institution on the health and related socioeconomic development of 
the population concerned. Impact is thus the effectiveness of the interventions 
of a programme multiplied by the number of people the programme has 
reached. In the case of tobacco control programmes, the final impact 
(disease reduction and increased life expectancy) can be measured only 
after a relatively long period of time. However, it is unrealistic to attempt 
to manage tobacco control programmes and activities on only the expectation 
of, say, a reduction in lung cancer prevalence, and often such programmes 
are evaluated on the basis of their intermediate results, such as im
proved knowledge or reduction in the prevalence of tobacco use in a given 
population. 

Assessment of impact may also include unanticipated effects such as an 
increase in smuggling as a result of high prices for tobacco products. 

Comparing costs and outcomes of tobacco control 
programmes 

Economic choices are made on the basis of cost and the expected benefits 
from that cost. Choices will generally be made that optimize the benefits in 
relation to the cost. Economic analyses will allow the different options to be 
compared, either in terms of the quality of the outcome for a given cost or in 
terms of the costs for a desired outcome. As the analysis includes long-term 
behavioural changes associated with specific programmes, appropriate use of 
discounting should be made. 
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Calculating costs and benefits 

In some countries, community programmes have been developed at little 
cost. For example, a project in Sri Lanka has shown that basic economic 
analysis of the tobacco burden and essential tobacco control and cessation 
programmes can be effected on a voluntary basis by villagers without any 
monetary recompense for their labour. In other cases, actions initiated by 
voluntary groups such as the Lions Clubs or the scout movement have 
also achieved results at very little cost. When calculating the cost of a 
programme, due attention should be given to all costs involved, direct and 
indirect, including labour, supplies, training, infrastructure, time for people to 
attend, etc. 

It is unfortunate that tobacco control activities are often seen as rather 
costly; when compared with the financial and human costs of tobacco-related 
diseases and deaths, these costs are more than reasonable. Enormous differ
ences in the costs of programmes exist not only between developing and 
developed countries but also among developed countries themselves. These 
differences may reflect, among other things, the novelty of programmes and 
the quality and creativity of the persons launching and carrying out the 
activities. 

Calculating the benefits of a programme is more tricky. Benefits can be 
expressed in terms of years of life saved or, even better, years of life saved 
combined with the quality of those years. Benefit may also be the reduction in 
health care costs or the avoidance of losses of productivity due to poor health. 
In certain programmes, some economic benefits can be estimated directly, such 
as savings in cleaning of ashtrays and carpets, and reduced losses due to fires. 
The benefits to the individual will be greatly influenced by the health care 
insurance system and the system of reimbursement of health case costs to 
people by the state or by private companies. 

In a few cases, the confusion of social and health insurance with pension 
funds may lead to a perverse analysis of the system, concluding that public 
finances will be better if people die earlier. Thus, it is generally recommended 
that utmost prudence is used when trying to analyse the economic benefits of 
tobacco control programmes. 

Cost-benefit and cost-effectiveness 

The purpose of calculating the cost of the programme is, first of all, to see 
how feasible it is for public (and private) finances and how it compares with 
other public and social expenditures. Increasingly, because of countries' needs 
to use resources as economically and effectively as possible, evaluation includes 
a cost-benefit analysis. 

Cost-benefit is the relationship between the cost of an activity and the 
benefits that accrue from it, expressed in monetary terms. Cost-benefit is 
rarely easy to assess for health programmes since the benefit, though often 
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obvious, is difficult to express in monetary terms. Moreover, the benefits of a 
programme may extend beyond the achievement of the desired effect. Thus a 
programme designed to reduce the incidence and prevalence of smoking may 
also increase well-being or raise productivity. 

Cost-effectiveness is the relationship between cost and effectiveness. 
Analysis of cost-effectiveness aims to measure the relative costs of alternative 
ways of achieving an objective. 

Another term in use is cost-efficiency, which is concerned with whether 
a programme's resources are being used as well as possible, e.g. in terms of the 
level of services provided in relation to the cost. 

More recently, another analysis has appeared in the field of evaluation. 
This is cost-utility, a form of economic evaluation in which the costs are 
expressed in monetary terms but some of the consequences are expressed in 
units of utility, e.g. quality-adjusted life-years, or healthy days of life. 

Policy and financial evaluation 

To ensure that funds allocated to a tobacco control programme have been 
properly used, it is necessary not only to audit them normally but also to relate 
expenditure to policy decisions made when the programme was elaborated. 
The purpose of such policy and financial evaluation is to review the use by staff 
of the programme's resources in light of the policy and programme back
ground, with a view to improving the programme. The evaluation should trace 
how and by whom decisions to use resources were made, to what extent the 
activities implemented with the resources were in line with the original policies 
and what the activities have achieved. 

Management of evaluation 

Evaluation and its information component are least costly when under
taken as part of a management process. With regard to cost, a distinction has 
to be made between the setting up of an evaluation system in a given field such 
as tobacco control (whereby a database is established, data collection methods 
are set up and criteria, standards and other methodological tools are developed) 
and the more routine follow-up of activities and results, which should be done 
at minimal cost. The evaluation of experimental or pilot projects may deserve 
more time and funds to ensure maximum effectiveness before they are 
replicated. 

It is thus difficult to make a recommendation on the amount of resources 
(financial or otherwise) to be spent on evaluation at the initial stage, even in 
relation to the total cost of a programme. Later on, it is probably most effective 
to ensure that means of evaluation are built into the programme activities 
(particularly with regard to information gathering) and that regular reports are 
made to allow the development and implementation phase to be assessed. 
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Thorough analysis at pre-established intervals will allow effectiveness and 
impact to be assessed. If relevance and adequacy have been properly estimated 
at the planning stage, regular analysis will also allow decision-makers to reori
ent activities when necessary. 

Closely linked to the issue of cost is the problem of timing and frequency 
of evaluations. Some aspects of evaluation will require regular monitoring, e.g. 
prevalence of tobacco use. Short-term projects may be evaluated rapidly (see 
Chapter 13), while a longer-term perspective is needed to take stock of the 
effectiveness and impact of programmes. 

Crucial to the management of evaluation is the selection of the evaluators 
and the evaluation team. The fashion recently has been the "audit" style of 
evaluation, whereby outside groups of experts evaluate programmes indepen
dently to ensure objectivity. Yet the principle of conducting evaluation as an 
integral part of programmes and activities implies that the individuals and 
groups responsible for the development and implementation of the 
programmes should also be responsible for their evaluation. Groups of experts 
can then be included in the evaluation process, as necessary, to discuss with 
those involved the results of the programmes or activities and to offer a different 
angle or approach. 

Generally speaking, responsibility for evaluation should rest at local level 
with those in charge of programme development and implementation. In 
community programmes it will be essential to involve representatives of the 
community in the analysis of the appropriateness of the service that the com
munity has received. 

At the regional level or for the evaluation of an institution, responsibility 
will lie with the regional authorities or with the director of the institution. At the 
central level, evaluation may be the responsibility of the programme leader, the 
director-general of health services or perhaps the Minister of Health. In the 
case of a national programme it will also be useful to involve other ministries 
such as those for agriculture, finance and trade. 

An important reason for involving all concerned is to ensure that the 
recommendations from the evaluation are practical and constructive and will 
be applicable at a later stage. Another reason is to ensure that there is no self
defensive reaction on the part of the programme implementors against the 
evaluation. Furthermore, as some of the evaluation issues may be sensitive or 
controversial in nature, it is essential to maintain dialogue between all the 
people concerned. The evaluation activity and its findings should be made 
known to all those involved in the programme process, to reinforce the view of 
evaluation as constructive and not destructive (see also p. 27). 

The approaches to evaluation described in this book are self-contained 
and have been kept simple to allow them to be used by all concerned with 
tobacco control, whatever their training and whatever the setting of the 
programme. However, brief mention is made of various more sophisticated 
scientific approaches that may be used in evaluation if local circumstances 
permit. 
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Future improvements in information technology systems may permit 
continuous monitoring and evaluation in all circumstances. Techniques from 
other scientific disciplines 1 may be relevant to evaluation of tobacco control 
measures: 

• Epidemiology: prospective studies and surveillance systems; careful defi
nition of the population at risk; accurate recording of age and cause of 
death (globally only 30-35% of deaths are certified by a physician, 
which presents an important obstacle to scientific evaluation); reliable 
follow-up of the survival of smokers and non-smokers. 

• Economics: concepts of productivity; the effects of redistribution of 
income (as in many social programmes). 

• Medicine: health effects of active and passive tobacco consumption; 
diagnosis of tobacco-related morbidity and mortality. 

• Psychology (study of individual behaviour) plus sociology and anthropol
ogy (studies of the behaviour, norms and values of social groups, as well 
as social marketing). These three disciplines provide understanding of 
why some people change behaviour in response to a programme while 
others do not. 

• Statistics: random sampling; extension of social survey design method
ology; regression analysis; adjusting of data; correlation analysis; trend 
analysis. 

• Mathematics: information technology linking different data sets and 
various other analytical methods. 

• Chemistry: measurement of the condensation of nicotine vapour; mea
surement of smoke particles to assess the impact of an indoor measure 
for tobacco control. 

• Biochemistry: measurement of carbon monoxide, thiocyanate or 
cotinine in saliva or urine; this may be costly and sometimes difficult to 
effect, but can be useful to confirm self-reported abstinence rates in a 
sample of a population. 
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Chapter 3 

Measurement of outcome and 
utilization of the results 

Constraints in the definition of the outcome 

While the objectives of control programmes and related interventions 
can usually be clearly identified, the measurement of the outcome is more 
complex. Tobacco control policies and programmes often contain several of 
the essential elements listed in World Health Assembly Resolution WHA39.14. 
The simultaneous implementation of these elements makes it difficult to assess 
qualitatively or quantitatively the individual contribution of any one element to 
the desired outcome. Yet the need to continue tobacco control programmes, to 
finance them as economically as possible and to transfer some techniques to 
other countries makes evaluation indispensable. 

The final outcome of comprehensive tobacco control policies is not, in 
fact, the sum of the results of the individual activities. 1 Paradoxically, while 
diverse activities may not appear effective at first sight, the cumulative effect of 
these activities may be positive, not only in terms of increased knowledge but 
also in behavioural changes such as reduced consumption of tobacco. While 
each action may be insufficient in itself, the combination of messages, recom
mendations and obligations resulting from various activities and programmes 
may trigger positive overall effects. These effects may even be felt after differing 
periods of time. This fact contributes to the complexity of the evaluation of 
tobacco control progammes and makes it difficult to identify the contribution 
of specific components to overall knowledge or behavioural change. This 
situation is compounded by the fact that comprehensive tobacco control 
programmes often comprise both primary prevention activities (such as taxa
tion and restrictions on advertising) and secondary prevention (such as smok
ing cessation programmes). 

Which outcome should be measured? 

Evaluation of tobacco control programmes may address a variety of 
outcomes: 

1 See also comment on micro-evaluation and macro-evaluation on page 11. 
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• Political outcome measured by a number of programme and policy 
measures taken at local, regional and national levels. 

• Cognitive outcomes related to: 
- public opinion and awareness; 
- changes in knowledge and attitudes about tobacco consumption. 

• Behavioural outcomes concerned with: 
decrease in smoking prevalence; 
decrease in consumption; 
increase in self-protective behaviour; 
increase in personal involvement in tobacco control. 

• Economic outcomes, reductions in the cost of medical care, improved 
productivity and less damage to property, as well as impact on public 
finances. 

• Health outcomes (for smokers and non-smokers)! in terms of: 
improvement in quality of life; 
decrease in tobacco-attributable morbidity; 
decrease in tobacco-attributable mortality. 

Here it should be underlined that negative findings are as important as 
positive ones. If an intervention does not reach its objectives, it is important to 
recognize this fact and identify why it failed so that it can be modified or the 
funds can be allocated to another activity. 

The ultimate outcome demonstrating the success of tobacco control 
programmes is a reduction in tobacco-attributable deaths and diseases. How
ever, two difficulties that often arise are the time-Jag before a change is seen 
in attributable mortality and morbidity and the problem of disentangling 
the effects of each of the many components. As tobacco-related diseases 
may take more than 20 years to appear, tobacco control programmes may 
take years to validate completely and, even then, it may not be possible to 
ascertain the specific measures in the tobacco control policy that caused the 
change. 

Intermediate outcomes may thus be necessary to evaluate individual 
components of programmes. These intermediate outcomes will be measured in 
terms of knowledge or changes in tobacco use. For example, in the case of a 
tobacco control programme in the workplace, the final effect may be a reduc
tion in diseases caused by active or passive smoking among workers. Yet a 
number of intermediate or indirect effects may show the worth of the tobacco 
control programme in terms of cessation rates, increased attempts at quitting, 
an increased proportion of smokers who intend to quit, decreased absenteeism, 
perceived reduction in exposure to second-hand smoke, increased morale, 
reduced smoking-related problems at work (e.g. fires, litigation), and a transfer 
of knowledge to people in the particular work environment. 

1 The decrease in risks for non-smokers- i.e. potential pass1ve smokers- is a positive side
effect of many tobacco control programmes that IS generally not quantified. 
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Strategies and variations in outcome 

The personal choice that leads to tobacco consumption and nicotine 
dependence is based on a variety of factors. It involves inter alia personality 
characteristics, social influences, economic status and psychological condi
tions. These factors are not static; tobacco use is one of the rare health issues 
in which the adverse health conditions are created by human beings who are 
capable of adjusting their s~rategies in order to continue to assure a market for 
their product. The role of the tobacco industry in trying to maintain tobacco 
consumption will have to be taken into account when evaluating tobacco 
control strategies and recommending future action. A change of strategy by 
governments and tobacco control activists will soon trigger a new marketing 
strategy, product creation and possibly even litigation by the tobacco industry. 
Furthermore, it will often be necessary to evaluate tobacco control activities 
against an unstable socioeconomic background where various factors, such as 
unemployment and recreational activities, will be influential. The lifestyle 
attitudes inherent in tobacco use add to this complexity, as personal and social 
behavioural findings are not transferable from culture to culture and often 
not from one social group to another. Also, nicotine is an addictive sub
stance. Knowledge, incentive and motivation are often not sufficient when 
fighting the psychological and physiological factors involved in tobacco 
dependence. 

Variation of results with time 

When Boileau wrote "Vingt fois sur le metier remettez votre ouvrage", 1 he 
was not addressing tobacco control specialists. They are, however, a group for 
which such advice is most appropriate! 

Caught between social approval, dependence on nicotine, and promotion 
of new tobacco products, most smokers quit and relapse a number of times. 
The results of any control measure may be drastically different if evaluated after 
a few weeks, a few months or a few years. 

In tobacco control, perhaps more than in any other lifestyle programme, 
there is significant erosion of the effect of a measure over time. Many studies 
have typically found that tobacco control efforts have a major impact in 
populations with an initially high prevalence of smoking, in contrast to rela
tively modest or no effects in populations already well exposed to the tobacco 
control message. This may reflect a saturation of the potential for smoking 
reduction in populations. For example, a worksite non-smoking policy in an 
industrialized country may at one time have led to a reduction in the number 
of smokers by approximately 20% while a few years later the same policy might 
have difficulty reaching a reduction of 4-5%. As time goes by the more 

1 Bnng your work back to the workshop twenty times (Nicholas Boileau, L'Art poerique, I, 
172). 
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decided potential quitters are likely already to have stopped using tobacco. As 
society appears to be quickly sated with tobacco control messages and strat
egies, there is a strong need for novel approaches. The effectiveness of tobacco 
control measures will thus also vary over time and it is impossible to transfer the 
results of previous evaluations to present conditions without prior analysis and 
retesting. 

Measurement of outcome1 

Advantage of standardization 

There is significant value in employing standard protocols, indicators, sets 
of questions and sometimes chemical measurements to evaluate the outcome of 
tobacco control programmes. The first advantage of standardization is that it 
allows programmes to be replicated and their relative cost-efficiency esti
mated. Similarly, standard conceptual frameworks will promote comparability 
across studies. 

Complete standardization is not always possible, however, and interven
tion methods may face unexpected obstacles, particularly in developing 
countries. For example, telephone and mail surveys are commonly used to 
assess the effects of media campaigns and community interventions. Although 
it is possible to replace these by personal interview surveys in developing 
countries, reliable sampling may prove difficult. Thus, evaluation of pro
grammes in these circumstances will require ingenuity. For this reason, differ
ent methods appropriate for various levels and situations are described in Parts 
2 and 3. In addition, emphasis is put on defining indicators valid for developed 
and developing countries to overcome a number of limitations in different 
country settings. 

Information and measurement in tobacco control 

The use of information for evaluation has been described in Chapter 2. 
Evaluation often involves comparing results or expected results with a baseline 
situation. Thus proper and specific information on the situation at the begin
ning of the implementation of a programme is of the utmost importance. Pre
established indicators followed up in the course of the programme may 
facilitate evaluation and also provide a way to monitor the success of the 
programme during its implementation. Success could be indicated by, for 
example, an increase in the number of reports in the mass media or an increase 
in number of tobacco-free public places, workplaces or restaurants. 

Sources of information may be of limited reliability and cross-references 
should be made whenever possible to other sources in order to check accuracy. 

1 This section should be read in conjunction with the description of information support in 
Chapter 2 (p. 15). 
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For example, in interviews there is often under-reporting of tobacco use by 
women and children, especially in countries where social or religious taboos 
prohibit smoking by children. Observations such as surveys at sales points may 
help complement the interviews. 

WHO can assist Member States to validate some of this information 
(mortality and morbidity data, risk factors, and so on) as well as establishing 
norms and methods for the gathering of data. 

Reliability and validity of the results 

Reliability is a measure of consistency, i.e. the possibility, in principle at 
least, that the same action will produce the same results on different occasions. 
Validity has two aspects - internal validity and external validity. Internal 
validity reflects the extent to which a test or method measures what it is 
intended to measure, or how certain it is that what is claimed as a cause has 
actually produced the observed results. External validity is the extent to which 
the results of research can be generalized to other groups of people or settings. 
It is obvious that information from different sources will differ in reliability and 
validity. 

Current situation and trends 

The variation of results in the short term and the need to look at the long
term impact underline the importance of trend analysis when measuring the 
effectiveness of tobacco control programmes. Trend analysis can apply to 
mortality, morbidity and prevalence of tobacco use as well as to issues relating 
to opinion or knowledge. 

In most countries past trends based on historical data are clear enough to 
permit interpretation. However, care should be taken to allow for possible 
influences of changes in definition of terms, and in coverage or completeness of 
data. 

An analysis of the current situation can extend to data covering a few 
months or a year. Because data on behaviour and belief are important in 
tobacco control, evaluators are often better able to interpret current data than 
past trends. 

Projections of future trends are only as good as the underlying assump
tions, which are generally based on past trends. They should be used prudently 
and it is recommended to consider a number of possible variants in the 
evaluation. 

Use of results 

Evaluation may be unpopular. Those who have implemented an activity 
may see evaluation as a criticism, while policy-makers may feel that its high cost 
is compounded by the facts that the results are seldom put to use and are rarely 
accompanied by practical suggestions for action. 
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The dissemination of the results of evaluation is crucial. Dissemination 
should be planned from the design stage and the people or channels to be 
involved should be identified early. The importance of the presentation of the 
results cannot be overemphasized. Evaluators should tailor their reports to the 
audience they are addressing - politicians, scientists or the press. The ex
pected use of evaluation results should also influence the way in which these 
results are disseminated. The report should be made known to all those 
concerned with the programme. If well used, the report will strengthen team 
spirit, and if circulated to people working in similar circumstances may facili
tate networking. 

The most evident purpose of evaluation is to prove the worth of, or 
improve, the programme or activity. It may then lead to the decision to 
allocate resources for continuing the activity and, if necessary, for improving its 
management. It is equally important to discontinue ineffective interventions. 
Thus evaluation reports should contain both positive and negative results. 
Although evaluation of effectiveness may be only one of the factors that 
influence resource allocation, it generally encourages rational decision-making. 
Chapter 12 and Chapter 19 provide examples of evaluation recommend
ations that have led to immediate political action and subsequent legislative 
improvements. 

It is useful to publish results, not only for specialists or politicians but also 
to inform and motivate the general public. For this, the proper media support 
has to be enlisted and the information targeted to the readership. All too often 
the results of clinical trials have been published in a scientific journal and then 
forgotten, without ever being put into practice. Evaluation results can also be 
used to educate the health promoters and, possibly, to initiate dialogue on 
tobacco control issues. Practitioners tend to ignore conclusions about 
programmes if they are couched in erudite terms, contain complex statistics 
and appear only in specialized journals. Thus programmes may continue to be 
used long after their ineffectiveness has been demonstrated and useful new 
techniques may remain unused. 

It is useful for technical, political and information purposes to prepare 
evaluation reports on national and regional tobacco control programmes at 
regular intervals (say once or twice a year). 

Such evaluation reports can: 
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inform the public as to whether the problem is getting worse, getting 
better, or not changing; 
make public information on the costs of caring for patients suffering 
from tobacco-related diseases; 
inform the public of a variety of health and socioeconomic conse
quences of tobacco use, as analysed during the evaluation; 
tell the public whether tobacco control measures are working as 
intended; 
keep the need for tobacco control measures in the public mind; 
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alert the public to how much money is being spent on persuading 
smokers to smoke; 
let industry managers know that their promotion of tobacco is under 
public scrutiny; 
generate financial support and provide an argument for further control 
measures. 
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Part 2 

Health protection: economic 
measures and restrictions 

The risks associated with certain behaviour, lifestyles and exposures call 
for public intervention. A first step in efforts to tackle public health 

problems should be to inform the population concerned and promote voluntary 
changes in lifestyle, often at individual level. Unfortunately, in the area of 
tobacco control, the public receives mixed messages as a result of advertising 
of tobacco products, the increasing evidence of the direct and indirect dangers 
oftobacco use, and the common use of tobacco. This fact has led governments 
and other public authorities to intervene with a variety of economic and 
legislative measures to protect the health of their populations. 

Protection implies guarding against potential dangers and threats to 
health. In tobacco control, protection has involved, for instance, taking mea
sures to safeguard people against the hazards of particular places and situations. 
The level of protection imposed by government is a matter for philosophical, 
psychological and political debate. It could be set at any point along the line 
between an environment of utmost safety and an environment unacceptably 
hazardous to health, with the final point depending on the amount of control 
that society will accept for the sake of safeguarding health. In many cases, 
policies recognize that there is no safe level of exposure for certain hazardous 
substances. The subtlety of protection against tobacco lies in the fact that, since 
the product is not only a legal drug but is also ingrained in society, overprotec
tion would soon be regarded as an unacceptable pressure from the state. 

It is in this context that the policies and actions that ensure health 
protection have to be implemented and enforced, and their effects evaluated. 
Evaluation is an essential tool in ensuring that the policies and actions are 
strong enough to be effective without restricting essential freedoms. 

31 



Chapter 4 

Evaluating the impact of tobacco 
on national economies1 

Tobacco is an economic commodity that pervades different sectors of 
national economies. It is probably the only legal economic commodity that, if 
used as intended, kills one-third of its users and is the cause of much suffering 
and related financial expenditure. Thus, in considering the economic influence 
of tobacco in any country, a number of issues have to be analysed. 

The impact of tobacco on national economies 

Not only is tobacco an important economic commodity but, for a number 
of countries, it is an important source of income and foreign currency. For 
many governments tobacco sales offer an easy way to raise taxes and the 
industry serves as a source of employment. Such economic importance may 
make its control a difficult political issue. On the other hand, in many coun
tries, tobacco is the cause of tremendous costs resulting from illness, related 
absenteeism and loss of productivity. 

Tobacco is a lucrative short-term cash crop, and tobacco prices tend to be 
relatively stable compared with other agricultural products. However, this 
profitability is at least partly due to price support and other policy measures in 
the great majority of producer countries. These measures include production 
and supply management programmes, provision of seed, fertilizer and other 
inputs, as well as "soft" loans to tobacco farmers, guaranteed prices, premiums 
to buyers of domestic leaf, and export subsidies. These incentives are often 
provided by tobacco manufacturers, less frequently by governments, and some
times by both. 

The processing of tobacco and the manufacture of tobacco products also 
provide employment, as do related industries such as those providing agricul
tural equipment, transportation and engineering related to tobacco processing. 
Many people are employed in the tobacco wholesale and retail trade but it is 
difficult to estimate the number solely employed in the sale of tobacco prod
ucts. While tobacco may be a source of employment not only in the primary 
agricultural sector but also in the secondary (industrial) and tertiary (services) 

1 The support of Mr Neil Collishaw, Tobacco or Health, WHO, Geneva, Switzerland, in 
drafting of this chapter IS gratefully acknowledged. 
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sectors, it does not affect all countries in the same way. For instance, the main 
producers of manufactured cigarettes are not the main producers of tobacco. 
Tobacco is also a source of reduced productivity through various factors such 
as absenteeism, fires and disruption of work. 

• In reviewing the effect of tobacco production on countries' economies, 
there are comparative issues to take into consideration. For example, 
China, Brazil, India and the USA are the main producers of tobacco leaf 
but the economic significance of tobacco to each is quite different. In 
1987, China exported relatively little tobacco whereas the USA was the 
leader with 15% of tobacco exports worldwide, followed by Brazil with 
13%. By 1992, however, Chinese exports had grown sixfold and China 
had become the world's sixth leading tobacco leaf exporter after the 
USA, Brazil, Zimbabwe, Italy and Greece. 

• It is also of interest to consider the effect of tobacco on the trade balance 
in each country. Thus in Malawi tobacco is the backbone of the 
economy, with tobacco export earnings in 1990 accounting for almost 
70% of total income from exports; in Zimbabwe it accounted for 20%; 
but in Brazil exports of leaf tobacco have never exceeded 2-3% of the 
total value of all exports. Other developing countries spend more on 
importing tobacco than they earn in exporting it. A large number of 
developing countries (including some of the least developed countries) 
have a large deficit in their balance of trade for tobacco products. These 
countries include Angola, Bangladesh, Benin, Burkina Faso, Ethiopia, 
Papua New Guinea and Somalia. 

The benefit a country derives from tobacco production or use in terms of 
foreign exchange is difficult to assess. However, foreign exchange earnings are 
important to all governments and are critical to economic development efforts 
in many developing countries. Tobacco affects foreign exchange through im
ports and exports of leaf or manufactured products and of machinery and 
supplies used in processing. 

In some cases, special trade agreements or concessionary sales may alter 
the effects of tobacco or foreign exchange earnings. Recent political and eco
nomic realignments in the world have had a number of consequences for world 
tobacco trade. As recently as the mid-1980s, major transnational tobacco 
companies were important in only about one-third of the world's tobacco 
markets. Now, they operate almost everywhere in the world, including China 
(through joint venture agreements), some other countries of Asia and, more 
recently, some countries of eastern Europe where state monopolies had 
previously imposed import restrictions to protect their markets from foreign 
influence. 

Tobacco taxes are an important source of government revenue as well 
as an important health policy tool for discouraging tobacco consumption. 
Provided that smuggling is reasonably well controlled, that all tobacco products 
are taxed at similar rates, that taxes increase faster than inflation and that they 
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are effectively collected on all tobacco products, tobacco taxes have proved 
important in achieving both health and fiscal objectives. When tobacco taxes 
are rising, government revenues will continue to increase for many years, even 
as tobacco consumption declines. 

It would appear from the above that a good case can be made to show 
that tobacco has a significant economic impact on some countries by pro
viding income for farmers and other workers. However, if tobacco produc
tion and manufacturing were reduced, or if they had never been introduced, 
most, if not all, of the income would be generated in other ways. People 
who are involved in growing tobacco and manufacturing and distributing 
tobacco products would grow, manufacture and distribute alternative crops 
and other products. Assessments of crop diversification schemes in individual 
countries have shown their feasibility in various regions of Brazil, Canada and 
France. 

Tobacco production and use also involve a number of costs. In particular, 
in both the short and long term, society bears the costs of premature deaths, 
added morbidity and medical care. 

• In 1985, in the United States of America, the total direct health care 
costs associated with smoking were estimated at over US$ 12 thousand 
million or about 5% of all direct health care costs in that year. In the 
United Kingdom, each year smoking-attributable diseases cost the Na
tional Health Service more than £ 400 million, and are responsible for 
over 50 million working days lost. In Australia, the total health care 
costs of smoking in 1988 were estimated at 760 million Australian 
dollars, while "savings"(in comparison with non-smokers' additional 
years of costs) from premature deaths were 150 million Australian 
dollars, resulting in net costs of 610 million Australian dollars. In Japan, 
a study that linked the records of a health survey with medical insurance 
records estimated that in 1987 the medical costs for children living in 
households where there was a smoker were 30% higher than for those in 
non-smoking households (US$ 260 as against US$ 200 per child). In 
developing countries where an epidemiological transition from commu
nicable diseases to lifestyle illnesses is in progress, tobacco-related dis
eases are increasing. In Brazil, the cost of public information and 
personal smoking cessation services is estimated at 0.2-2.0% of per 
capita gross national product (GNP) for each year of life gained, while 
treatment for lung cancer costs 200% of per capita GNP per year of life 
gained. 

Although there are few data on the economic burden of smoking for most 
developing countries, it should be remembered that these countries have to 
bear the costs not only of communicable diseases but also of noncommunicable 
tobacco-related diseases. Some comparisons will need to be made on an 
international scale as the costs and benefits of tobacco production and con
sumption do not necessarily occur in the same countries. 
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There are also environmental costs of tobacco production: 

• Soil degradation. In relation to other crops, tobacco is very demanding of 
nutrients. It depletes soil nutrients faster than other crops, which is an 
important consideration in developing countries - particularly those 
where soils are characterized by their low nutrient content. To maintain 
soil fertility, this extraction of nutrients must be balanced by suitable 
inputs of costly and, in many cases, imported fertilizers. Where tobacco 
is cultivated on land with minimal rotation, there is a tendency for the 
soil to become exhausted and for crop pests to become endemic. The 
alternative to replenishment is to exhaust soil fertility and then clear new 
land for cultivation. In the past this shifting cultivation has been respon
sible for deforestation and, to some extent, still is today. 

• Use of pesticides. Although tobacco grows like a weed, the production of 
good-quality leaf is notoriously beset by problems requiring the use of 
herbicides, nematocides, fungicides, insecticides and other chemicals. 
The use of complex chemical compounds carries the possibility of crop 
contamination with inherent danger to those who smoke or chew 
the leaf, contamination of land and water-supply with danger to local 
communities, and occupational hazards for farmers and their families. 

• Use of wood. There is increasing concern over deforestation and associ
ated environmental problems such as soil erosion, siltation, flooding 
and drought as well as over the depletion and extinction of wildlife. 
Countries where fuelwood is an important input to tobacco production 
include Bangladesh, Brazil, Kenya, Malawi, Malaysia, Pakistan and the 
United Republic of Tanzania. However, tobacco production is respon
sible for depleting forests in a number of ways other than the use of 
wood for curing purposes. Firstly, trees are felled to provide land for 
tobacco cultivation. Secondly, wood is used in the construction of barns 
for flue-cured and air-cured tobaccos, as well as for ancillary equipment 
used in the curing process. Thirdly, wood-based materials are used for 
packaging tobacco and in cigarette manufacture. 

While tobacco brings added revenue to governments through taxes, it is 
also a source of expenditure to governments through subsidies. For example, of 
all the crops supported by the common agricultural policy of the European 
Communities, tobacco has seen the highest increase in expenditure. 

In earlier decades there have been cost-benefit analyses, in the form of 
balance-sheet studies, that attempted to determine if tobacco .was beneficial 
or detrimental to the economy of a country. However, this approach raises 
several moral issues. The health effects of tobacco consumption make it almost 
impossible to evaluate the cost to society without making estimates for certain 
types of social and health consequences. Unfortunately these estimates are 
difficult to make. In addition, the very principle of a cost-benefit analysis 
of a product that is dangerous involves a question of ethics that cannot be 
solved. 
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Thus, tobacco cannot be considered as a normal economic commodity, 
the production of which has only to follow the laws of supply and demand and 
which might be an acceptable product if the cost of disease, suffering and death 
it caused did not exceed the production and marketing costs. It is easy to see 
the danger of such reasoning. 

This chapter shows how the general economic background in which 
tobacco control measures have to be taken can be evaluated. It will serve to 
identify the factors related to tobacco use and to measure the various economic 
parameters of tobacco production and consumption and their effects. Their 
influence on the economy of a country can then be evaluated, with a view to 
developing the most economically appropriate tools for tobacco control. It will 
fuel the economic arguments that are involved in the adoption of legislation 
and regulations and it will show the need for substitute crops and employment. 
Policy-makers need these economic arguments, including those related to 
health and human costs, before embarking on any tobacco control measure. 

Examples 

Three examples have been selected to show: (1) crop substitution in a 
developing country, (2) crop substitution in a developed country, and (3) the 
calculation of the cost of smoking in a country. 

Crop substitution in Bangladesh1 

One outstanding example of a crop substitution programme integrated 1nto a 
broader community tobacco control strategy occurred 1n Bangladesh, one of 
the world's poorest countries. The project successfully accomplished 1ts objec
tives and was financed entirely by locally-generated funds. The project began 
as an 1n1t1at1ve of the Bangladesh Cancer Soc1ety Particularly noteworthy were 
the Society's efforts to raise funds locally and to conduct local demonstration 
projects. 

The Bangladesh Cancer Society operated a modest demonstration project 1n a 
rural commun1ty of 15000 people in Kushtia District. In an in1t1al phase, tobacco 
use in the community was surveyed and about three-quarters of adults were 
found to be tobacco users, with smok1ng of bidis or hand-rolled cigarettes being 
most common among men and chew1ng most common among women. To
bacco growing was also Widespread in th1s agricultural community The Inter
vention consisted of conv1nc1ng religious leaders, teachers, health care workers 
and other op1n1on leaders in the community of the importance for good health of 
discouraging tobacco use throughout the commun1ty Agricultural extension 
workers were enlisted to offer information and advice to local tobacco farmers 

1 Crop substitution: a success story. In: Tobacco alert, special issue 1995. Geneva, World 
Health Organization, 1995 (available on request from Tobacco or Health, World Health 
Organization, 1211 Geneva 27, Switzerland). 
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on how to switch from tobacco production to the production of food crops such 
as bananas, okra and ma1ze 

Three years later, 1n 1992, preliminary evaluation results 1nd1cated 
that the prevalence of tobacco use had fallen dramatically from baseline levels. 
Assessment showed crop substitution to be very successful. Okra production, 
in particular, was yielding farmers four times more money than they had earned 
growing tobacco. Furthermore okra, a nutritious food crop, was being sold 
locally by the farmers, thereby enhanc1ng both the nutr1t1onal status of the 
community and the control the farmers had over the sale of their products. 
Prev1ously tobacco had been sold to traders for further process1ng, resulting in 
loss of control by the farmers over the marketing of their product The success 
of okra production created new agricultural jobs to ass1st in the planting, 
maintenance and harvesting of the crop. In a case of success breeding further 
success, only people who did not smoke or chew tobacco were eligible for 
employment in okra production. 

Crop diversification in Canada1 

As part of Canada's comprehensive tobacco control policies, a Tobacco Diver
sification Plan was launched by the Canad1an Department of Agriculture in 
1987. The a1m was to provide Incentives to Canadian tobacco farmers to cease 
tobacco production The plan was developed 1n response to decreased de
mand for tobacco 

The Plan had two components: the Tobacco Trans1t1on Adjustment ln1t1ative 
(69.5 million Canadian dollars), and the Alternative Enterprise Initiative (15 
m1ll1on Canadian dollars). The latter provided financial assistance for spec1f1c 
alternatives to tobacco farm1ng, such as the establishment of a tomato growing 
and processing enterprise by a group of former tobacco farmers, while the 
former programme made cash payments to qualifying tobacco farmers who 
agreed to stop growing tobacco. 

Overall, the programme was highly successful. The number of farms producing 
flue-cured tobacco in Canada decreased from 2916 1n 1981 to 1326 1n 1992, a 
55% decline in 11 years 

A careful evaluation of the programme conducted for the Canadian Department 
of Agr~culture found the Tobacco Transition Adjustment ln1t1at1ve to have been 
the more successful of the two components. Several methods of evaluation 
were used, Including structured Interviews conducted after implementation of 
the programme, w1th programme benef1c1ar1es as well as w1th tobacco farmers 
who chose not to take advantage of the programme In add1t1on, administrative 
and financial data from the programme were analysed and trends 1n general 
economic indicators of the tobacco-growing reg1on were examined. lt 1s impor
tant to note that programme participation required the submission of a cons1d-

1 Tobacco or health: status m the Amerzcas: a report of the Pan American Health Organizatwn. 
Washington, DC, Pan American Health Organization, 1992, pp. 94-95. 
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erable amount of information by the appl1cants. This information, in turn, facili
tated the completion of the programme evaluation 

The cash payments permitted most of the retiring tobacco farmers to adapt 
qu1ckly to other forms of economic activity and to choose the act1v1ty they would 
pursue. Not all of them continued 1n agriculture; many moved to employment 1n 
the manufactunng and service sectors 

The Alternative Enterprise ln1t1ative was less successful Not all the available 
funds were ut1lized and not all the businesses established by former tobacco 
farmers were financially successful 

Nevertheless, offering financ1al Incentives to tobacco farmers to retire from the 
bus1ness was found to be a valuable component of Canada's comprehensive 
tobacco control policy The policy was particularly effect1ve because the Cana
dian tobacco market was clearly in decl1ne and could no longer support nearly 
3000 farmers. 

The economic costs of smoking in the United States of America1 

Smoking-attributable fractions (SAF) for d1rect medical care and indirect mor
bidity were derived from the 1987 National Med1cal Expenditures Survey 
(NMES). This survey collected data on demographics, med1cal care, health, 
access to care and nsk behaviour among 35000 Un1ted States residents Cost 
data were collected on reported serv1ces. Estimated marg1nal costs attnbutable 
to smok1ng were based on multistage econometnc models and were weighted 
to represent the population age.d 19 years and over. The final models were 
controlled for ethnic group, poverty, marital status, education, medical Insur
ance status, reg1on, seat-belt use, body mass index and chronic med1cal 
conditions Estimates of indirect morbidity were based on excess lost workdays 
for smokers. Indirect mortality costs were based on the years of l1fe lost and 
income foregone by people killed by smoking 

Some 400 000 deaths 1n the United States in 1990 were attributable to cigarette 
use. The SAF for ambulatory care, prescnpt1on drugs, hosp1tal care, and home 
care in 1987 among persons aged 19 years and over was 7.1% 

The study showed that c1garette smok1ng accounts for a substantial fraction of 
all medical care costs in the Un1ted States If th1s fraction is applied to 1993 
health care costs, the total cost attributable to smoking IS US$ 50 thousand 
million. 

Comments 

Crop subst1tut1on studies 1nd1cate that, 1n both developed and developing 
countries, there are crops that can match or exceed the level of return from 
tobacco. However, some crops that give high returns, such as fruits and 
vegetables, have limited potential because of market constraints and unstable 

1 Medical-care expenditures attributable to cigarette smokmg-United States, 1993. JVIor
biduy and mortality weekly report, 1994, 43(26):469-471. 
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pnces Farmers may be reluctant to produce alternative crops unless they have 
a guaranteed market for them. G1ven these factors and those mentioned on p. 
32-36, it is clear that specific evaluations will be required for individual countries 
or even provinces lt is necessary to adopt a country-by-country approach when 
cons1denng the economic 1mpact of tobacco production and consumption on 
the economy, the enwonment and health Furthermore, different trading poli
cies may Influence the Interest 1n and benefits to be denved from tobacco 
production All successful instances of crop substitution have involved complex 
packages of public pol1cy measures at the national and international levels 
developed on the bas1s of local knowledge 

Guidelines for evaluation 

Expected outcome of the activity 

Evaluation is expected to give a complete analysis of the influence and 
impact (positive and negative) of tobacco on the national economy along the 
lines proposed below. 

Where and how to find the necessary information1 

The economic data on tobacco in a given country will usually be 
well documented in national accounts, government reports and reports 
from departments of agriculture, employment, industry and trade. The num
ber of people employed in the agriculture or retail sectors may be difficult 
to estimate as it is often poorly documented and may not be regularly 
updated. 

Mortality and morbidity data will be a prime source of information on 
health costs. Insurance companies may also have useful information and a 
number of estimates will have to be made regarding absenteeism, cost of 
manpower and other factors. 

The length, details and apparent difficulty of some of the concepts 
examined below should not discourage attempts to produce an economic 
description of the "tobacco or health" situation in individual countries. 
Some parameters may not be applicable in every country. Also, if data are not 
readily available for each item mentioned, acceptable estimates may be rela
tively easy to make. 

Methods for evaluating the "tobacco or health" situation 

To evaluate the situation in individual countries, the process outlined in 
Chapter 2 should generally be followed and the most appropriate methods 
selected from Chapters 2 and 3. The following is presented as a checklist to 
assist evaluators. 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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Evaluating the impact of tobacco on agriculture, trade and 
industry 

• Agricultural sector: 
nature and extent of tobacco growing, 
trends in revenue, production, sales and employment, 1 

agriculture's share of consumer expenditure on tobacco, 
direct and indirect subsidies, 
possibilities of alternative forms of economic activity for tobacco 
producers, 
government role in encouraging (subsidies) or discouraging the 
growing of tobacco. 

• Manufacturing: 
nature, amount, varieties and proportions of tobacco products 
manufactured, 
trends in revenue, production, sales and employment, 
direct and indirect subsidies, 
manufacturers' share of consumer expenditure on tobacco, 
possibilities of alternative forms of economic activity for tobacco 
manufacturing workers, 
diversification of tobacco manufacturers, 
government role. 

• Wholesale and retail trade: 
type and system of distribution of tobacco products, 
trends in revenue, sales volumes and employment, 1 

wholesalers' and retailers' share of consumer expenditure on 
tobacco, 
possibilities of alternative forms of economic activity for tobacco 
distribution workers, 
government role. 

• Marketing of tobacco products (national): 
nature and extent of promotional, advertising and sponsorship 
activities, 

1 In the current world economic situation, employment is an important factor and should be 
considered when determining the importance of tobacco for the economy of any country. 
However, employment generated by the tobacco sector cannot always be taken as a benefit 
since in certain cases this employment could be generated by other commodities or by 
other economic activltles. The situation will vary according not only to the country but also 
to the type of employment. For instance, in a country where the agricultural sector IS 

already depressed, it may be more difficult to find alternative employment for those 
previously employed in the agricultural sector. On the other hand, it is very common for 
retail sellers of tobacco products to sell other goods and it may be easier in that case to 
replace tobacco products by other products or to diversify. In considering the number of 
people working for the tobacco sector, it would be useful to indicate the average revenue 
or range of revenue in each category. 
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trends in revenue, sales volumes and employment related to tobacco 
advertising, 1 

advertising firms' share of consumer expenditure on tobacco. 
• International trade: 

- nature and extent of imports and exports of tobacco leaf and manu
factured tobacco products, 
trends in revenue, sales volumes and employment related to tobacco 
importing and exporting,1 

contribution of international tobacco trade to balance of payments 
surplus or deficit and hard currency supply, 
smuggling, 
government role and revenues accrued by this sector. 

• Tobacco taxation: 
nature and extent of tobacco taxation, including national and 
subnational tobacco taxes, 
trends in tobacco taxation and the effect of tobacco taxes on nomi
nal, real and effective tobacco prices, 
equity, incidence and distribution of tobacco tax burden, 
limitations of tobacco taxation (substitution, smuggling), 
use of tobacco-generated income, earmarked tobacco taxes and 
use of earmarked tax revenue or increased budgets for tobacco 
control, 
parallel increases in tobacco control revenue and expenditure, 
use of tobacco taxes to influence price and consumption of tobacco 
products, 
import and export taxes. 

Estimating the costs of health and non-health effects of tobacco use 

A large number of estimates of the costs of the health effects of smoking 
have been made in several industrialized countries. These estimates require a 
wide variety of data and the results can be quite sensitive to the data available, 
the methods used and the assumptions made. 

Three principal caveats apply to this kind of study. Firstly, the serious 
health effects of smoking start to become evident only after smoking has 
been widespread in the population for a number of years, and then only 
in populations where most people survive into their fifties. This is when 
smoking-related disease and death become very prevalent. Costs are unlikely to 
be burdensome until these health consequences become prevalent. Only a 
minority of the world's populations, mainly in industrialized countries, are 
in this category. Thus, for most of the world, where smoking has become 
widespread only in the past 20 years or so among younger people, estimates of 

1 See footnote on previous page. 
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the current cost of smoking would underestimate the possible future cost of 
smoking. 

Secondly, there is so much heterogeneity among countries in the 
various components of the economic costs of smoking - medical care 
costs, non-medical costs, the cost of premature mortality, costs to 
families, transfer payments and so on - that no single method of estimation 
can be universally applied. Lastly, in most developing countries and some 
industrialized countries, available data are inadequate to carry out such cost 
estimations. 

These limitations are sufficiently severe that it is unlikely that a full 
estimate of the costs of the health effects of tobacco use could be carried out in 
most of the countries for which such estimates have not yet been prepared. 
Currently such an estimate would be possible only in some, but not all, 
industrialized countries. Nevertheless, estimation of at least some of the health 
costs of smoking may be possible in other countries, and estimations that are 
not possible now may become possible in the future. For these reasons, there 
may be wide interest in looking at the various components of the costs of the 
health effects of tobacco use presented below. 

• Annual or lifetime costs? Prevalence-based approaches to the meas
urement of health costs (annual cost to the society or the smoker) or 
incidence-based approaches (lifetime costs). The advantages and dis
advantages of each approach need to be considered and the one that is 
most appropriate to the intended purposes selected. 

• Direct costs. Medical care costs include: 
- physicians' services, 

services of nurses, physiotherapists, dentists, pharmacists and other 
health professionals, 
hospitalization, 
pharmaceuticals, including smoking-cessation aids, 
therapy, including smoking-cessation therapy, 
medical devices, including smoking-cessation devices, 
long-term medical care in nursing homes or at home. 

• Non-medical costs include: 
- transportation to health care facilities, 
- home care of the chronically ill, 

fire damage to property and forests caused by smoking, 
extra costs of personal and property insurance due to widespread 
tobacco use, 
costs of operating smoking control programmes including costs to 
governments and NGOs. 

• Indirect costs: 
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- mortality costs, including the loss of future earnings and the loss of 
benefit of future unpaid work due to premature mortality from 
smoking-related illnesses, 

- non-medical costs, including extra costs related to maintenance of 
fire-fighting capacity, cleaning and maintenance of indoor environ
ments, and reduced productivity in the workplace because of the loss 
of trained and experienced workers suffering from smoking-related 
illness. 

• External costs. Effects on non-smokers of involuntary exposure to to-
bacco smoke include: 

increased risks of disease and death among adults, children, infants 
and fetuses, 
annoyance and irritation, 
litigation and disruption of work. 

• Costs that are difficult to quantify. Pain, suffering, grief, and social and 
emotional upset may be caused among: 
- smokers suffering from tobacco-related illnesses that are not rapidly 

fatal, 
- smokers suffering from tobacco-related illnesses that are rapidly 

fatal, 
- friends and relatives of sick, dying and dead smokers. 

• Transfer payments: 
- influence of the health insurance system (Who pays the cost? Who 

gets the benefits?), 
taxes, including taxes paid by smokers when they purchase tobacco 
products and taxes smokers do not pay by reason of premature 
illness and death, 

- pension benefits, including the extra value of pensions paid to the 
survivors of prematurely dead smokers and the reduced value of 
pensions not paid directly to prematurely dead smokers, 
disability benefits and other payments made to smokers who have 
smoking-related illnesses or to their surviving relatives. 

Cost-benefit analysis at a macroeconomic level has already been men
tioned (p. 35). Cost-benefit analysis of micro elements, such as comparative 
analysis of different types of taxation measures or price increases, is described 
in Chapter 5. 

Indicators to support the evaluation 

In evaluating the impact of tobacco production and consumption on the 
economies of individual countries, a number of indicators may help. 
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Economic ratio 

Comparison of the contributions of tobacco to certain key sectors of the 
economy and the total value of these sectors may provide important indicators 
of the ease or difficulty of implementing tobacco control policies. Examples can 
be found by asking the following questions: 

• How many people are employed in growing, transporting and marketing 
tobacco? How does this number compare with the total national 
workforce? What is the rate of unemployment in the country? 
What is the percentage of tobacco exports (manufactured or leaf) in 
relation to total national exports? 

• What is the ratio of imported to exported tobacco products? 
• What is government income emanating from all types of tobacco 

taxation? 
• What is the cost of tobacco-related illnesses and deaths? What pro

portion of the total population do these affect? What share of health care 
expenses can be attributed to tobacco use? 

Influence on demand for tobacco products 

• What are the nominal, real and effective prices of tobacco products? 
Again, examples of indicators can be found by asking questions such as 
the following: How do these prices compare with standards of living and 
monetary income? 

• Is average income increasing rapidly? Is this also the case for women and 
young people? Are the prices of tobacco products also increasing? 

• Are there economic incentives for the non-use of tobacco products 
(such as reduced insurance premiums)? 

Background reading 

Barnum H. The economic burden of the global trade in tobacco. Tobacco control, 1994, 
3:358-361. 
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Centre, 1992 (National Agency for Welfare and Health Research Report 16 
1991). 

Peto R et al. Mortality from tobacco in developed countries: indirect estimates from 
national vital statistics. Lancet, 1992,339:1268-1278. 

Tobacco farming: sustainable alternatives? Volume 1. East Grinstead, International To
bacco Growers' Association, 1992. 
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1995 (unpublished document A48/9; available on request from Tobacco or 
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Chapter 5 

The use of economic control 
measures: subsidies, taxes and 
individual economic incentives1 

For the sake of clarity, the evaluation of different economic measures 
has been divided into three main categories - taxation and pricing, tobacco 
subsidies and price support, and individual economic incentives. 

Taxation and pricing 
What is the rationale for taxation and pricing as 
tobacco control measures? 

The arguments for increasing cigarette excise taxes are notable on several 
fronts. First, most econometric studies show a convincing initial decrease in 
consumption as tax rates increase. Second, taxes on tobacco products (widely 
and inappropriately known as "sin" taxes) 2 are often used to fund health 
promotion programmes or health care services. Third, in developing countries 
such taxes are often more easily and more efficiently collected from dis
tributors and wholesalers than taxes on income, imports or business transac
tions. Fourth, such taxes are viewed as "user fees" that partially offset the costs 
to society of the health effects of smoking. 

The rationale for raising cigarette excise taxes is the concept of negative 
price elasticity of demand. Simply put, as the price of cigarettes increases, 
the population's consumption (or demand) decreases. Mathematically, the 
elasticity is calculated by dividing the percentage change in demand by the 
percentage change in price. Empirical evidence from two decades of research 
suggests that a 10% increase in the price of cigarettes can reduce the consump
tion of cigarettes by 5-8%. 

Tobacco taxes have been assailed as regressive - that is, they place a 
more significant tax burden, as a percentage of income, on those in lower 
socioeconomic brackets. In some countries such as Canada and the USA, 

1 The contribution of Thomas E. Novomy, Assistant Dean for Public Health Practice, 
Berkeley School of Public Health, University of California, to the drafting of tbis chapter 
IS gratefully acknowledged. 

2 Tobacco taxes should not be called "sin" taxes. This terminology designates the v1ctim of 
tobacco use as a "sinner", whereas it is the tobacco mdustry that should be blamed for the 
widespread use of cigarettes. 
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people with the least income and the least education are most likely to smoke 
and it is therefore these same people who might benefit from anti-tobacco 
education and tobacco control campaigns. 

In a number of countries cigarette taxes are part of a comprehensive 
approach to tobacco control, in which taxation is linked to restrictions on 
advertising, decreased accessibility to tobacco products by young people, phas
ing out of tobacco growing, improved warnings on tobacco products, and 
protection of non-smokers from exposure to tobacco smoke. In Australia, 
tobacco taxes are used to replace sponsorship of sporting events formerly 
provided by tobacco companies. This is a good example of an instance where 
a programme of integrated tobacco control activities can help prevent anti-tax 
sentiment from undermining the purpose of the tax. Another consideration for 
countries wishing to increase the cost of cigarettes is to eliminate tax deductions 
for advertising and promotion of tobacco products. Legislation to eliminate this 
deduction was proposed in the USA in 1992 but failed to be adopted (by a 
smaller margin than expected) in the face of intense lobbying from the tobacco 
industry.This proposed legislation would also have provided for the increased 
government revenues generated by this action to be applied to tobacco control 
programmes at state level. 

Tax increases are good fiscal policy in that they can deliver revenue to 
governments efficiently and with a minimum of administration. Because of the 
dependence smoking produces and the widespread social and economic sup
port for smoking behaviour, taxes are still a reliable source of income. Tax on 
tobacco is difficult to evade because it is levied at the level of the manufacturer, 
importer or distributor. However, in many developing countries, tobacco 
manufacturing is a cottage industry (as is the case with bidi, pan and other 
products in India) and may thus evade tax. While manufactured and imported 
cigarettes are more readily taxed, they are less likely to be consumed by those 
with low incomes. It is thus probable that in such countries tax increases would 
be less effective as health policy. Problems in the evaluation of tax and price 
changes are caused by the lack of an infrastructure to collect the requisite data. 
However, a study in Papua New Guinea estimated that the effects of increasing 
taxes would be higher than in the USA ~ that is, the elasticity' would be 
greater. Taxation can also help decrease the balance of trade deficit in countries 
that do not export tobacco. 

Taxes may be established through various mechanisms, according to 
government structure. Legisiatively, tax increases may be difficult to introduce 
because they may be viewed as economic deterrents. In addition, the adver
saries of such actions are usually well funded and well organized, whereas 
health activists generally have only modest funding and organizational re
sources. In several parts of the USA, citizen-organized referenda have resulted 

1 For a listmg of elasticity studies, see Smoking and health m the Amencas: a 1992 report of the 
Surgeon-General, m collaboration with the Pan American Health Organi:::atwn. Atlanta, GA, 
Centers for Disease Control, 1992 (DHHS Publication, No. CDC 92-8~19). 
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in tax measures being put to the vote. These endeavours are costly and require 
aggressive, carefully planned political strategies. Many states have met with 
stiff, well-funded resistance from the tobacco industry. 

Examples of evaluation 

Most evaluations of the effects of tax on tobacco consumption use the 
concept of negative price elasticity of demand (see p. 46). Approaches to 
assessment will vary according to the development status of the country. 

Developing countries1 

A study on the effects of excise taxation on c1garette and non-cigarette tobacco 
was earned out in Papua New Guinea using data from the period 1973-1986. 
With a population of 4 million and a per capita GNP of US$ 700, Papua New 
Gu1nea is one of the world's poorest countries. The only known prevalence data 
on tobacco use came from a small survey done 1n 1981 which found a smok1ng 
prevalence of 85% among men l1v1ng 1n coastal areas and 80% among highland 
women in Goroka. In a 1975-76 survey, purchase of tobacco products ac
counted for 5.2% of average household expenditure The first attempt to intro
duce smoking control policies and programmes was the Tobacco Products 
(Health Control) Act of 1987, wh1ch 1s still largely unenforced 

The authors of the study were unable to elicit information on the contributions 
of wholesale and retail mark-ups to retail price. However, data on the volume 
of cigarette and non-cigarette tobacco consumed and the excise revenue 
obtained from these were available for the period from 1973 to 1986 Re
gression analysis was appl1ed to tobacco excise, cigarette exc1se and 
1ncome 

Results showed that 10% increases in cigarette and non-c1garette tobacco 
exc1se were assoc1ated w1th an approximately 7.1% fall 1n demand 
for cigarettes and a 5% fall 1n demand for tobacco As tax elast1cities would 
normally be significantly smaller than price elasticities, these flnd1ngs 1mply that 
consumption of c1garettes and tobacco in Papua New Gu1nea are much more 
responsive to prices than is the case 1n developed countries Excise is therefore 
an Important and practical Instrument for the control of consumpt1on The study 
also supports tobacco taxat1on as health policy in that it does not depend on 
costly media 1ntervent1ons, linguistic abilities or the d1vers1on of funds from other 
health priorities 

The authors suggested that, if demand charactenst1cs 1n Papua New Guinea 
were typ1cal of developing countries, the1r f1nd1ngs m1ght have enormous impli
cations for smoking control 1n the developing world 

1 Chapman S, Richardson J. Tobacco excise and declining tobacco consumption: the case 
of Papua New Guinea. Amencan Journal of publzc health, 1990, 80:537-540. 
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Developed countries 

In California, USA, part of the tax on tobacco was used to fund med1cal care for 
1ndigent populations Of the total additional tax (US$ 0.25 per pack of ciga
rettes), 45% was assigned to pay for unfunded medical care, 5% to tobacco
related research, and 25% to tobacco control activities, the remaining 25% was 
not allocated and could be used for any of the programmes This tax provided 
millions of dollars for support of health programmes in California. A study later 
suggested that not only did tax and price effects cause changes 1n cigarette 
consumption 1 but that other programmes, specifically media campaigns, 
funded by the tobacco tax also caused changes in consumption. The validity of 
th1s finding awaits confirmation 

Recent stud1es in California have demonstrated what might seem common 
sense: the effects of tobacco taxation on c1garette consumption d1m1nish with 
time 2 A model descnb1ng changes in cigarette consumption in a time-series 
intervention in1t1ally ignored the effects of Interventions other than tax, but the 
mvest1gators suggested that the decline 1n tax effects was due both to the 
eroding effects of Inflation and to smokers' adaptation to higher pnces Because 
smok1ng is a behaviour that produces dependence, changes 1n behaviour are 
qu1te inelastic. For those w1th less adaptable incomes (young people or poor 
people), higher taxes will lead to a decrease in c1garette consumption. The 
investigators further suggested that to maintain declining consumption an ad 
valorem tax is needed which 1ncreases as the price of cigarettes goes up. This 
type of tax could, as a minimum, be indexed to inflation At best 1! could be 
1ncreased to offset price cuts by tobacco companies and to discourage switch
ing to less expensive forms of cigarettes (generic brands and roll-your-own 
tobacco). In Michigan, USA, an ad valorem tax was added to cigarettes at 48% 
of wholesale price. Thus, as the pnce lev1ed by the tobacco manufacturer 
increases, taxes will increase New Zealand now indexes tobacco taxes to 
inflation, with prices adJusted every s1x months No data on the effect of these 
taxes are yet available 

Guidelines for evaluation 

What outcomes of the programme will need to be checked? 

To determine whether fewer persons would begin to smoke in response to 
an increase in cigarette taxes, four items of information are needed: 

1 In developed countries most studies report price elasticity of approximately -0.40 for 
adults and approximately -1.4 for teenagers. In Canada, where tobacco tax policy is 
clearly linked to health policy, preliminary elasticity estimates range from -0.6 for adults 
to -1.4 for teenagers beginning to smoke and -1.6 for numbers of cigarettes smoked by 
teenagers. Consumption of tobacco in Canada has fallen faster than in the USA (3.52 to 
2.48 kg per adult, as against 3.21 to 2.48 kg per adult from 1980 to 1989). 

2 Hu TW et al. The zmpact of a large tax mcrease on czgarette consumption: the case ofCahfonzia. 
Berkeley, CA, University of California, 1991 (Working Paper No. 91-174). 
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the change in the real (inflation-adjusted) price of cigarettes; 
the responsiveness of smoking participation to higher prices (the nega
tive price elasticity of demand); 
smoking prevalence among the target group; 
the size of the target group population. 

These four items can give an estimate of the change in the number of 
people beginning to smoke in a population. The results are usually presented as 
the number of teenage smokers not beginning to smoke as the result of a given 
increase in cigarette prices. 

Where to find the information 

Careful reporting of excise tax and consumption is necessary. The avail
ability of these data varies around the world, with most data reported by the 
United States Department of Agriculture, industry analysts, consultants to the 
tobacco industry and often by national government agencies as well. 

Of the four items of information listed above, the first, third and fourth 
are relatively easy to obtain. The second - price elasticity - will need to 
be calculated on the basis of cigarette prices and not just taxes. Elasticity 
models incorporate both economic and non-economic determinants, such as 
family characteristics, demographics, economic resources and prices of other 
commodities. 1 

Little change in consumption is likely if increments in the cigarette excise 
tax are small. Substantial increases will, however, lead to changes in consump
tion. It appears that tobacco taxes lose their negative effect on demand over 
time, and thus these taxes need to increase to offset both the acquired tolerance 
to higher prices among smokers and the effects of inflation. Studies of tax 
effects must look at both long-term and short-term effects. These will be 
moderated by hoarding, inflation, wholesale price changes, marketing of lower
cost brands and changes in per capita GNP. 

In addition, economists have developed complex models that incorporate 
several important variables into what is known as a "demand function," de
scribing changes in tobacco consumption over time. These equations are 
usually set up by regressing the quantity of the commodity demanded against 
the price of the commodity, the price of its close substitutes and disposable 
income. Other variables that influence demand may be included, such as 
seasonal variation, smuggling, population income, regulation and tobacco de
pendence. This sophisticated approach reinforces the notion that dependence 
behaviour sustains consumption in the long term and that taxes decrease 
consumption in the short term. 

1 Multiple regression analyses are used to Isolate the separate effects of these components; 
more sophisticated models also mcorporate some measure of the dependence-producing 
potential of cigarettes. 
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Evaluation methods 

The most important element in evaluating the effects of cigarette excise 
taxes on consumption is adequate data on taxable tobacco sales, which in 
general reflect per capita consumption. Significant disparities between taxable 
sales and actual consumption result from widespread illegal manufacture and 
smuggling. These conditions exist in emerging economies and in areas where 
access to imported cigarettes is restricted through protectionist tariffs. The 
effects of an increase in cigarette excise taxes may be masked if tobacco sales are 
not monitored. Countries with lax control over collection of cigarette taxes and 
importation unnecessarily lose revenue, which could be used to offset the costs 
of illness induced by tobacco as well as to support the functions of government 
in general. 

Another important consideration in evaluating the effects of cigarette 
excise tax is the wholesale price of cigarettes and the relative contribution of the 
tax to the overall price. In the USA, tobacco has become more affordable to the 
average consumer since 1964. Cigarette taxes have not kept pace with inflation, 
and the percentage of the retail price accounted for by taxes has actually 
decreased from 50% in 1964 to 25% in 1992. Two other factors cloud analyses 
of tax effects. First, manufacturers have often accompanied tax increases with 
wholesale price increases, thus in effect camouflaging price increases with tax 
increases. Second, increased marketing and sales of low-cost generic and 
discount brand cigarettes is evident in the USA, with packages containing 10 or 
15 cigarettes promoted as lower-cost alternatives to regular 20-unit and 25-unit 
packs. 

Indicators to support the evaluation 

The following questions provide indicators to support evaluation of taxa
tion and pricing as measures for tobacco control. 

Preparing for the tax increase 

• What is the trend in per capita consumption of cigarettes? Obtain data 
from importers, manufacturers, tobacco industry analysts and interna
tional agencies such as WHO. 

• What is the prevalence of smoking by socioeconomic status in the 
population? A broad estimate of differences in prevalence is sufficient to 
predict the effects of a tax increase. 

• What is the average price per pack of various brands of cigarette? What 
percentage of the household expenditure is spent on tobacco? 

• What is the expected negative price elasticity of demand for various 
subgroups of the population (in particular adults versus adolescents)? 

• What is the current level of illegal tobacco sales and what impact are 
increases in price expected to have on this? 
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• What percentage of the average cigarette pack price is accounted for by 
tax? 

Implementation 

• Are the data on sales and consumption accurate, are they reported in a 
timely fashion, and do they take into consideration estimates of smug
gling and illegal sales? 

• Are other behavioural survey data available to substantiate changes in 
per capita consumption? 

• What measures for enforcement might need to accompany tax 
applications? 

• Is a portion of the tax earmarked for tobacco control activities? 
• What methods can be used to separate analyses of the effects of taxation 

from those of a concomitant tobacco control programme? 

Tobacco subsidies and price supports 

What is the rationale for removal or maintenance of 
subsidies to tobacco growing? 

Tobacco leaf is grown in at least 120 countries, and the majority of 
the world's tobacco crop is produced in developing countries. In many of 
these countries, governments provide subsidies and price support for farmers 
who grow tobacco. In many others, multinational and national tobacco com
panies help farmers to increase production, guarantee purchase of their 
crops, and provide more general support to struggling economies in the 
form of agricultural technology (see also Chapter 4). In developing nations, 
tobacco generally yields a higher net income to small farmers than food 
crops. Prices may be negotiated before planting so that price fluctuations do 
not affect the farmer. In this way, financing and loans for farmers may be 
more readily guaranteed. Subsidies may distort the agricultural market by 
encouraging a shift of resources from other crops, leading to a need to import 
food. 

In developed countries this type of programme may be similar to price 
support or supply restriction programmes for other crops and dairy products. 
In Australia, tobacco growing was subsidized at 3000 Australian dollars per 
hectare in 1981. The subsidy declined in the 1980s, and a recommendation 
was made in 1989 to phase out state funding for the tobacco subsidy 
programme by 1993. Although a trend towards vigorous tobacco subsidies has 
surfaced in the European Community, equally vigorous condemnation of the 
practice has appeared in medical literature. 

In the USA, the Federal Tobacco Program is quite complex. It is founded 
on the rural, agrarian traditions, especially those of the southern United States, 
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and it basically assures tobacco farmers a buyer at a guaranteed minimum price 
in exchange for an agreement to limit production through land allotments and 
quotas developed by the US Department of Agriculture. 1 Agricultural price 
supports breed dependence and encourage rural constituencies who may im
pede policy interventions against tobacco use by their support for small farm
ers. In 1990, subsidies in the European Union amounted to £ 7 40 million 
among the eight tobacco-growing countries of the region, whereas tobacco 
control programmes received only £ 5 million in funding. 

Effectiveness of programmes to eliminate subsidies: 
some examples 

The effects of eliminating subsidies are rarely evaluated but, because of 
WHO recommendations and the work oflocal activists, some improvements in 
these programmes may be expected. 

Developing countries 

Because some developing countnes are dependent on fore1gn exchange gen
erated by export of tobacco products, two cond1t1ons are necessary before crop 
substitution or removal of either governmental or nongovernmental subsidies 
can be effected. These conditions are an agncultural situation that perm1ts the 
grow1ng of alternative crops and markets to absorb these alternative crops 
Research on alternative crops has been supported by WHO; 1n Brazil it has 
been found that sweet potatoes and maniac are more profitable than tobacco. 
Hybnd crops grown 1n lnd1a can also be more profitable than tobacco Yet 
tobacco has an advantage because subs1d1es are still provided by many 
governments and because advanced market1ng, guarantees and d1stnbut1on 
systems are supported by tobacco manufacturers. Consc1ous decisions, such 
as that of Thailand, to decrease the area devoted to tobacco growing may also 
affect the ab1l1ty of tobacco farmers to stay in bus1ness. 

Developed countries 

In the USA, publ1c 1nd1gnat1on about the tobacco subs1dy succeeded 
in changing the structure of the law to support a concept of no net cost 
to the taxpayer. At f1rst, each of the two million or so tobacco farmers received 
the equivalent of US$ 5000 ·In tax support for growing tobacco. Legislation 
removing the net cost from the taxpayer was not the key to shifting this burden 
Rather the burden was shifted as a result of the chang1ng world market for 
tobacco from the United States, wh1ch led to Increased exports, and to the 
paying back of loans guaranteed by the Un1ted States Government to support 

1 Warner KE. The tobacco subsidy: does 1t matter? Journal of the Nanonal Cancer Institute, 
1988, 80:81-83. 
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prices Removal of subsidies would make tobacco less profitable as a crop, 
decreasing the number of small farms. Th1s decrease would, in turn, d1m1n1sh 
the influence of politicians who speak out on behalf of farmers in states where 
tobacco 1s grown. 

Elimination of the Un1ted States tobacco support programme could very conser
vatively result 1n an increase in tobacco production and a decrease 1n tobacco 
price Most of this cheaper tobacco would be exported and would be highly 
competitive w1th tobacco produced abroad. Tobacco produced 1n other coun
tries would then be less profitable, and the economies of these smaller tobacco 
producers would be damaged The subsidizing of United States tobacco has a 
significant effect on the tobacco markets of many other countries. Removal of 
the subs1d1es might encourage tobacco consumption elsewhere since United 
States tobacco is in h1gh demand worldwide 

Comments 

Pr1ce support and subs1d1es encourage tolerance of an economic system that 
offers short-term benefits to small farmers, especially in developing countr~es, 
while in effect creat1ng false markets for a product that w1ll 1nev1tably decline 
1n use, in which prices are maintained. Pr1ce support and subs1d1es under
mine off1cial support for tobacco control programmes and impede policy 
changes through the political process Thus, as tobacco control programmes 
mature, the tobacco subsidy and price support programmes of both developed 
and developing nations must be addressed. Subsidies are much less Important 
than other economic or policy interventions, such as Increasing tobacco 
taxes 

Guidelines for evaluation 

What outcomes of the programme will need to be 
checked? 

While a number of crop substitution studies have shown the feasibility 
and cost of replacing tobacco by other crops, little information is available on 
the outcome of programmes to eliminate subsidies and price supports. It is 
likely that farmers growing tobacco will turn to other profitable crops if prices 
decline and the substantial assistance, in terms of guaranteed prices, techno
logical assistance and other nongovernmental support programmes, is reduced. 
When tobacco consumption declines to levels that will not support farmers' 
profits, subsidies will not matter. Unfortunately, world markets for manufac
tured cigarettes are expanding, particularly in developing countries. Thus it is 
likely that price supports and subsidies will cloud the tobacco control arena for 
some time. Careful economic studies of their effects are warranted, in particu
lar to show that price supports and subsidies foster dependence among farmers 
and not free trade, impede the passage of legislative policies against tobacco 
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use, and ultimately contribute to economic deficits associated with tobacco
related disease. 

The data elements necessary for evaluation of changes in price support 
programmes are as follows: 

data on total government funds used to support tobacco prices; 
data on nongovernmental contributions to farmers growing tobacco, 
from purchasers, multinational manufactures and national tobacco 
companies; 
geographical distribution of tobacco price supports; 
per hectare prices and profits for tobacco crops; 
estimated number of hectares dedicated to tobacco growing; 
estimated total arable land dedicated to tobacco growing; 
total expenditures dedicated to tobacco control programmes (for 
comparison). 

Where to find the information for the evaluation 

Data on tobacco growing are usually obtained from government agricul
tural agencies. In the USA, the Department of Agriculture (USDA) Foreign 
Agricultural Service publishes a series (World tobacco situation) that reports 
country-by-country data on tobacco cultivation, export, import and produc
tion. Data are collected by "overseas emissaries" of the USDA, attached to 
United States embassies abroad. However, these data are usually compiled 
from national sources and problems with the data have been observed (includ
ing apparent lack of validity and non-comparability) .1 

Data from tobacco industry sources can be used to monitor the effects of 
public health programmes against tobacco and to determine the level of na
tional support to the tobacco industry through subsidies and price supports. 
However, most information on a particular country must be obtained from in
country sources and verified, if possible, through centrally available data 
sources. 

What kind of studies to conduct 

Questions to be answered in evaluating the effect of price support and 
subsidy programmes include: 

• What is the mechanism for funding the support programme? 

1 The 1992 Report of the Surgeon-General (Smoking and health zn the Amen·cas) and the 
companion PAHO document (Smoking or health: status zn the Amencas) contain data 
collected by several other tobacco industry and consulting sources, including The Econo
mist Intelligence Unit, The Maxwell Consumer Report, ERC Statistics International of 
London, and the journal Tobacco international. 
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• What is the burden of these programmes on the taxpayer or general 
public? 

• What effect will the elimination of these support programmes have on 
the welfare of tobacco farmers? 

• What other agricultural technology benefits are provided by the tobacco 
industry to tobacco farmers or other farmers? 

• What effect will the elimination of support programmes have on the 
price and availability of tobacco products locally? 

• How can official government price support programmes be linked to a 
coherent health policy with regard to tobacco use? 

For these data elements to be obtained, collaboration is needed between 
health officials and agricultural officials. This collaboration may not be easy but 
it is necessary to bring a sense of consistency to official decision-making. If such 
collaboration is established, a major shift in understanding of motivation, 
rationales and needs may result. 

Indicators to support the evaluation 
For evaluating the effects of programmes to remove subsidies or provide 

alternative crop options to tobacco farmers, the following indicators can pro
vide information: 

• What is the amount of direct government subsidy per farmer per given 
weight of leaf tobacco produced? 

• What is the amount of indirect subsidies per farmer, in terms of 
fertilizer, technical assistance and equipment, provided by tobacco 
manufacturers? 

• What trends are noted in prices paid to farmers for leaf tobacco (essen
tial for plotting trends and estimating elasticity of price)? 

• What is the per hectare profitability of tobacco compared with food 
crops when both are unsubsidized? Here, local growing conditions and 
markets must be analysed. Local markets for food will support farmers 
more reliably than international markets which may fluctuate 
unpredictably. 

• What is the amount of government subsidy borne by taxpayers - per 
farmer, per taxpayer, per pack of cigarettes sold? 

• What per unit drop in price is expected from the elimination of all 
subsidies? 

Individual economic incentives 

What is the rationale for individual economic 
incentives against tobacco use? 
One of the principal reasons for the proliferation of economic incentives 

against smoking is that smoking is costly to the individual, to the employer and 
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to society in general. Numerous studies on the economic costs of smoking to 
society have been carried out in developed countries. These studies include not 
only the direct medical care costs associated with tobacco-related diseases, but 
also the indirect costs of disability, morbidity, lost workdays and premature 
death due to these illnesses. The costs are substantial, particularly in countries 
where medical care is expensive, as in the USA, and justification for aggressive 
tobacco control programming often cites the "per pack" health costs of smok
ing incurred by smokers. 1 

Two principles emerge in response to such cost shifting, whereby the 
differential health, premature mortality and disability costs generated by smok
ing are borne by smokers, and to economic incentives to non-smoking, 
whereby "benefits" are provided for non-smokers and smokers who wish to 
quit. In Canada, the USA, and several European countries, differential mortal
ity rates for smokers and non-smokers have led to actuarial studies demonstrat
ing a fiscal basis for different risk ratings for life assurance. All life assurance 
companies in the USA offer discounts to non-smokers and, where actuarial 
data are available in Europe, discounts by life assurers may range from 10% to 
70%. Thus the differential cost of life assurance is borne by smokers. 

In addition, in a few countries such as the USA, a growing percentage of 
insurance companies offer non-smoker discounts for health and property insur
ance. This concept is difficult to justify for many policy-makers because it 
appears to defeat the purpose of insurance, which is based on distributing risk 
throughout the population and thereby lowering the costs of insurance for all. 
In addition, if employers pay differential rates of health insurance or commer
cial property insurance for a non-smoking workforce, this may lead to differen
tial hiring, firing and promotion policies. Nevertheless, smoking is associated 
with higher health care costs, greater likelihood of damage to property from 
fire, and increased rates of accidents. 

It is clear that stopping smoking can save money not only for smokers but 
also for their employers through reduced absenteeism, reduced loss of 
worktime in smoking breaks, and reduced costs for cleaning and air purifica
tion. More and more employers view health promotion programmes as oflong
term benefit to the entire population, independent of the financial saving for 
their own particular business. Such programmes add to the compensation 
package for prospective employees but the fundamental point is that health 
promotion serves to change social norms to support healthier lifestyles, with 
subsequent improvement in the health of society as a whole. 

1 For example, the most recent estimate of smoking-attributable economic costs in the USA 
performed by the US Office of Technology Assessment, was US$ 20 775 thousand million 
for direct costs, US$ 6 885 thousand million m morbidity costs, and US$ 40 298 thousand 
million in indirect mortality costs. This is equal to US$ 2.59 per pack of cigarettes sold m 
the USA in 1990. Given that federal, state and local government sources fund approxi
mately 43% of direct smokmg-attributable health costs (US$ 8.9 thousand million), 24 
cents for each package of cigarettes sold is paid by taxpayers for smokmg-attributable 
medical care. 
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Effectiveness of individual economic incentives: 
some examples 

Differential health insurance 

There are no data to suggest that a small differential in health Insurance rates 
alone w1ll cause a smoker to qu1t. Currently, few health Insurance companies 
offer discounts based on smoking. Group policy discounts based on the rate of 
smok1ng 1n a given workforce are used in part as a marketing tool to win clients. 
For example, in Contra Costa County, California, 1f a company is shown to have 
90% non-smokers in 1ts workforce, a 15% discount on the group health Insur
ance prem1um is offered Some Insurance companies, 1n an attempt to support 
healthy lifestyles, also offer benefits that include smoking cessation 
programmes (in King County, Washington, this benefit 1s US$ 500 maximum per 
person, with a 25% copayment by the insured) 

Smoking cessation at work 

An economic incentive to qu1t m1ght also be the prov1s1on of smoking cessat1on 
services (such as classes or n1cot1ne substitution therapy) to employees. These 
are usually 1nst1tuted concurrently w1th policies limiting smok1ng in the work
place. Variable results of such economic Incentives have been reported In the 
USA, works1tes with policies for clean indoor air are more likely to have smok1ng 
cessation programmes for the1r employees The economic benefits of indiVIdual 
programmes of th1s k1nd can be measured using a variety of modelling 
procedures. 

A computer simulation model of the economic impact of employee smok1ng on 
an employer was developed using hospital nurses at Johns Hopk1ns University 
in the USA 1 Net economic impact on the employer was measured using a 
model that Included data on number of staff, percentage of smokers, annual 
employee turnover rate, number of smokers interested 1n quitting, cost of a 
cessation programme, expected success of the programme, spontaneous quit 
rates without a programme, and employer-borne costs of employee smoking 
The cumulat1ve benefits of a cessation programme went from US$ 4000 to US$ 
51 000 over eight years If a restnctive hiring policy favounng non-smokers was 
added to the programme, the cumulative net economic Impact could increase 
from US$ 358000 to US$ 684000 Marg1nal benefits of a smok1ng cessation 
programme obviously depend on the population of workers. If the proportion of 
smokers 1s decreased through a change in smoking rates among incoming 
workers, then there w1ll be Increased benefits to the employer This study 
1nd1cated that individual smoking cessat1on programmes for workers are, at 
worst, a break-even intervention. Differential hinng of smokers and non-smokers 
provided the most Important economic benefit to the employer- a f1nd1ng that 
may eventually translate into a very spec1f1c Individual economic Incentive to 
future employees. 

1 Swank RT, Becker DM, Jackson CA. The costs of employee smokmg: a computer 
simulation of hospital nurses. Archives of mtemal med1czne, 1988, 148:445-448. 
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Guidelines for evaluation 

What outcomes of the programme will need to be checked? 

The evaluation will need to check firstly the differential health care costs 
for smokers and non-smokers and, secondly, the increase in attempts at 
cessation, and the success rates in response to economic incentives and disin
centives. 

Data on differential health care costs may help establish a mechanism by 
which smokers pay their own health care costs. Data broken down according to 
demographic variables, health insurance, risk factors and other key parameters 
will help quantify the true effect of differential utilization and morbidity for 
smokers while accounting for confounding variables. In countries where data 
on health care utilization are not collected as part of a national health care 
financing programme, such data may be difficult to obtain. Estimates of the 
rates of utilization of health care by smokers compared with non-smokers are 
important in planning health policy and tobacco control programmes. Such 
data are very visible to policy-makers ap.d to the general public. 

Ultimately, the purpose of individual economic incentives is to increase 
the number of attempts by smokers to quit, and the number of successes. These 
results may be difficult to pick out from national survey data because the 
programmes are often part of a comprehensive approach to tobacco control. 
Their existence indicates a general concern on the part of insurers, the health 
care financing system and health providers to support a non-smoking norm. 
Economic disincentives may shift health and insurance costs from non-smokers 
to smokers, but this may reinforce a sense of polarization between the two 
groups. It may be more effective to publicize the programmes in the context of 
supporting a non-smoking norm, benefiting not only smokers but society as a 
whole. 

How to evaluate 

Two types of study are needed to assess the effectiveness of economic 
incentives in the context of a broad and comprehensive approach to tobacco 
control. The first need is for a sensitive measure of cessation activity and 
success. This may be achieved by using a "quitting continuum" (see Table 1) 
in questions on smoking behaviour in population-based surveys. Such a con
tinuum would be able to identify shifts in the population towards making an 
increased number of attempts to stop smoking and towards increased periods 
of time without smoking. 

Periodic surveys using this continuum are far more precise than simply 
ascertaining the proportions of the population who are current smokers or 
former smokers, or who have never smoked. The surveys provide an indication 
of the population shift along a continuum. Worksite-based programmes (see 
Chapter 9) can evaluate individuals in much the same manner. 
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Table 1. History of qu1tt1ng smoking in the United States, 1986 
an example of the quitting continuum 

Category 

(1) Long-term qu1tters (abstinence for 3-12 months) 

(2) Short-term quitters (abstinence for <3 months) 

(3) Current smokers (qu1t attempt lasted ?:.7 days 
before relapse) 

(4) Current smokers (qu1t attempt lasted 1-6 days) 

(5) Current smokers (no attempt 1n last 12 months) 

(6) ProportiOn w1th maJOr qu1t attempt 
[(1) + (2) + (3)] I [(1) + (2) + (3) + (4) + (5)] 

(7) Proportion who succeeded for at least 
3 months (1) I [(1) + (2) + (3)] 

Total 

o/o of smokers 
in last year 

64 

98 

12 2 

64 

65 2 

28 3 

22.5 

Estimated 
number 

(millions) 

3 56 

5 46 

6 79 

3.59 

36 42 

15 81 

3 56 

55 83 

Source Hatz1endreu EJ et al Quilling smok1ng 1n the Un1ted States 1n 1986 Journal of the National 
Cancer Institute, 1990, 82 1402-1406 

The second need is for public opinion surveys. These surveys should be 
conducted yearly to ascertain shifts in social norms. Additional surveys can be 
carried out as needed in preparation for policy initiatives. Questions on opin
ions, beliefs and attitudes towards various tobacco control policies help inform 
decision-makers about the environment in which tobacco control is being 
implemented and indicate directions that are likely to be successful in the 
policy arena. 

Questions for public opinion surveys on economic incentives and disin
centives might include the following: 

• Are you aware of the costs of smoking to society and to individuals? 
• In your opinion, should insurance rates (health, life, injury) be higher 

for smokers than for non-smokers? 
• Should employers pay for smoking cessation classes at the worksite? 
• Should cigarette excise taxes be used to pay for medical care? 

Such surveys indicate not only what public opinion is on a particular 
issue, but also whether the health care community has succeeded in framing the 
issue effectively and educating the public about the value of the intervention. 

In comparing and analysing the results of these two types of evaluative 
study and in putting them within the context of other tobacco control measures 
taken at the same time, it may be possible to estimate the influence of individual 
economic measures on the rate of quitting smoking. 
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Indicators to support the evaluation 

Evaluation of individual economic incentives will be supported by the 
following indicators: 

• Number of quitting attempts, and movement along the "quitting con
tinuum" for current smokers in the general population. 

• Comparison of quitting activity among smokers subject to individual 
economic incentives compared with those not subject to such 
incentives. 

• Short-term (one month), medium-term (six months) and long-term 
(five years) success rates among participants in smoking cessation 
programmes provided by employers or public health agencies. 

• Economic costs of health care, absenteeism and premature death 
among smokers compared with non-smokers. These costs could be 
obtained from insurance records if data on smoking are collected as part 
of the physical examination required for insurance. Longitudinal studies 
of health care utilization, disability, work loss and medications taken 
should include smoking status in order to compare smokers with non
smokers. The data should then be adjusted for access to care, other risk 
factors such as alcohol use, and demographic factors in order to obtain 
the true marginal cost of morbidity due to smoking. Such data sets do 
not currently exist. 
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Chapter 6 

Restrictions on tar and nicotine 
content 

In countries where there are no strong social pressures against smoking, 
legislation to reduce tar, nicotine and carbon monoxide levels in both domestic 
and imported cigarettes may be useful. Publicity given to the measure may also 
be an effective way of drawing public attention to the major public health 
problem involved. Like water chlorination and pasteurization of milk, legisla
tion authorizing the government to set maximum levels of tar, nicotine and 
carbon monoxide yields is a visible public health measure to try to improve the 
environment of the community without requiring change in behaviour or 
individual action. As this chapter demonstrates, however, such a measure may 
not be sufficient to have a definite health impact on tobacco users. 

Setting upper limits for harmful substances 

There are more than 43 known human or animal carcinogens in tobacco 
smoke. In addition, the carcinogens and other chemicals in tobacco smoke 
increase the risk of other diseases, such as cardiovascular and respiratory 
diseases. Manufacturers have developed techniques that enable them to adjust 
the yields of tar, nicotine, carbon monoxide and other substances as required, 
and in many countries the average tar and nicotine yields have been signifi
cantly reduced. 

Three types of legislation have been enacted to control harmful sub
stances in tobacco: legislation to control the composition of tobacco; legislation 
authorizing the government to inspect and approve tobacco products; and 
legislation authorizing the government to set maximum tar and nicotine levels. 
In addition, voluntary agreements have been made with the tobacco industry 
on tar and nicotine levels, both in countries without legislation to control use 
and in those with comprehensive legislation. 

Legislation granting general powers to control the composition of tobacco 
products may be made under a consumer products statute, under a law to 
regulate toxic substances or under legislation concerned specifically with the 
control of tobacco. 

Setting upper limits for harmful substances in commercial tobacco prod
ucts is important and, as recognized by the WHO Expert Committee on 
Smoking Control in 1979, developing countries may find the use of such 
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legislation more efficient than other means in lowering yields. 1 But, in the 
words of Sir George Godber at the Fourth World Conference on Smoking and 
Health, "There is no hope of finding a safe cigarette ... If reduction of tar and 
nicotine levels gives some slight gain, it is trivial compared with the benefits 
from cessation of smoking". 

A number of studies have shown that low-yield cigarettes do not offer 
protection because smokers tend to compensate for the reduced dose of nico
tine by smoking more. At the same time, it is contended that low-tar, low
nicotine cigarettes encourage young people and women to start smoking and 
may influence smokers to continue in the belief that the product offers some 
protection. This chapter gives some indications of how to proceed with an 
evaluation of the effects of setting limits on certain substances. 

Evaluating the effects of setting upper limits for 
harmful substances 

Low-tar/low-nicotine cigarettes and cancer (meta-eva/uation) 

The International Agency for Research on Cancer has published a senes of 
monographs on the evaluation of the carcinogenic r~sk of chemicals to humans. 
One volume of that series IS devoted to tobacco smoking and includes Informa
tion relative to tar levels of cigarettes. The data are limited mainly by the lack 
of studies that have quant1f1ed tar levels and the association w1th cancer 
risk Quite often, data have been analysed separately for filter and non-filter 
cigarettes, as well as by type of tobacco (dark, blond or mixed) but only 
rarely has the precise tar content of cigarettes been taken into account. The 
monograph concluded that the risk of lung cancer associated w1th the types 
of cigarettes commonly smoked before the mJd-1950s was greater than that 
associated w1th modified cigarettes with "low tar" levels, which are now 
available 1n some countries The health benefits from stopping smoking, 
however, greatly exceed those to be expected from changes in c1garette 
composition. 

Lung cancer 2 

Selected studies published between 1985 and 1992 are summarized 
below. 

• A prospect1ve epidemiological study of 16 270 regular cigarette smokers and 
42 113 persons who had never used tobacco showed that the risk of cardio
vascular d1seases was higher 1n smokers of higher yield Cigarettes than in 
smokers of lower yield c1garettes, but the difference was very small after 
adJusting for other r~sk factors. 

1 Controllmg the smoki11g epzdemzc. Report of the WHO Expert Comnnttee 011 Smoking Control. 
Geneva, World Health Organization, 1979 (WHO Technical Report Series, No. 636). 

2 Analysis by Dr A. Sasco, Unit of Analytical Epidemiology, International Agency for 
Research on Cancer, Lyon, France. 
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• A population-based case-control study conducted among white males in 
New Jersey, USA, estimated risk of lung cancer as a function of cigarette tar 
content, evaluated as a time-weighted average tar level of cigarettes smoked 
Although unadjusted estimates of risk were significantly low for smokers of 
the lowest-tar cigarettes compared with the highest tar levels, adjustment by 
age, quantity smoked and years of smoking rendered the reduction in risk 
insignificant. In addition, the authors noted that persons who smoked low-tar 
cigarettes compensated by increasing the number of c1garettes smoked per 
day 

• At about the same time, results of a case-control study conducted among 
men in the west of Scotland were published The only group for which there 
was a statistically significant reduction 1n risk of lung cancer associated w1th 
low tar level was those who smoked fewer than 15 cigarettes a day. By 
contrast, a case-control study conducted 1n Canada and the USA found a 
relative risk of 3 for med1um tar level and 4 for high tar level compared with 
smokers of low-tar cigarettes, after controlling for potentially confounding 
factors. Similarly, a prospective study in the USA found that for a given 
number of cigarettes smoked per day, the nsk of lung cancer increased with 
increasing tar yield. lt was noted that, even among smokers of cigarettes with 
the lowest yields, risk far exceeded that of ex-smokers and non-smokers. 
Another cohort study, also conducted 1n the USA, described weak positive 
associations between overall mortality from all causes and durat1on of ciga
rette smoking as well as tar and nicotine levels. 

Cancer of sites other than the /ung1 

A number of epidemiological stud1es have shown a reduction in risk of cancer 
of the oral cav1ty, pharynx, larynx, oesophagus and the urinary bladder for 
smokers of "light" cigarettes, as compared to smokers of "heavy" cigarettes. 
However, most of these studies did not distinguish between tar and nicotine 
content and other aspects of "light" versus "heavy" smok1ng, such as use of 
blond or black tobacco, presence or absence of filter, and degree of Inhalation. 
So far, only three epidemiological stud1es have presented specific results on 
risk of cancers of s1tes other than the lung and smok1ng of c1garettes with 
different tar and nicotine content 

• In a large cohort study based on one m1ll1on volunteers in the USA smokers 
were classified according to tar and nicotine content of the cigarettes they 
smoked. High tar/nicotine was defined as more than 2 Omg of nicotine and 
more than 25.8 mg of tar. Low tar/nicotine was defined as less than 2 0 mg of 
nicotine and less than 17.6 mg of tar Other cigarettes were classed as 
intermediate. Table 2 shows the relative risks of death from cancer for the 
smoker of cigarettes with low and intermediate tar/nicotine levels. Although a 
reduction 1n risk was found for all cancers, only a few relative risks attained 
statistical s1gn1ficance 

1 Analysis by Dr P. Boffetta, International Agency for Research on Cancer, Lyon, France. 
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Table 2. Relative risks of cancer mortality and tar/nicotine levels 

Site of Sex Smokers of low tar/ 
cancer nicotine cigarettes• 

Oral cavrty, M 0 56 
pharynx F 0 50 

Oesophagus M 0 88 
F 0.32b 

Larynx M 0 30 
F 

Bladder M 0.70 
F 0.41 b 

Pancreas M 0 91 
F 0.95 

' Relatrve to smokers of hrgh tar/nrcotrne crgarettes 
bP< 005 

Smokers of medium tar/ 
nicotine cigarettes• 

0 69b 
0 52 

0.89 
0 65 

0.67 
0 68 

0 78 
0 58 

0.89 
110 

Source Lee PN, Garfrnkel L Mortalrty and type of crgarette smoked Journal of ep1demwlogy and 
commumty health, 1981, 35 16-22 

• In a case-control study in Spa1n, 1n whtch 430 cases of bladder 
cancer were compared with 405 hospital controls and 386 general population 
controls, smokers of light cigarettes (solely or mixed with medium-strength 
crgarettes) had a relative risk of 0.5 (95% confidence interval, 0.3-1.0) com
pared w1th smokers of medium-strength cigarettes only 

• In a hospital-based case-control study in northern Italy, 291 men with cancer 
of the oral cavity and pharynx, 288 with oesophageal cancer and 162 with 
laryngeal cancer were compared to 1272 controls. Smokers of high-tar ciga
rettes (22 mg or more) had a consistent Increased rrsk tor all types of cancers 
compared With smokers of low-tar ctgarettes. 

lt should be noted that only the Spanish study was able both to separate the 
effect of low tar and ntcotine content from the other aspects of "light" cigarettes 
mentioned above and to control tor the total amount of tobacco smoked. Other 
possible confounding factors such as social class were controlled tor 1n the two 
recent case-control studies, but not 1n the early United States cohort study. 

Scottish Heart Health Study1 

For many years the cigarettes on sale 1n the United Kingdom have been 
class1f1ed according to the1r tar group, as indicated on the packet. The 
use of tar as a measure of safety has been questioned on two counts. 
Frrst, although less tar is extracted from a low-tar cigarette than from a htgh-tar 
ctgarette by the same smok1ng method (such as the method used by a smoking 

1 Summarized from Woodward M, Tunstall-Pedoe H. Do smokers of lower tar cigarettes 
consume lower amounts of smoke components? Results from the Scottish Heart Health 
Study. British ;ournal of addiction, 1992, 87:921-928. 
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mach1ne), 1nd1V1duals may, in fact, alter their method of smoking to extract more 
nicotine from "weaker" c1garettes (through more frequent puff1ng, greater depth 
of inhalation, leaving a shorter stub, and so on) Since tar and n1cot1ne y1elds are 
closely related for most cigarettes, the result may be that the amount of tar 
extracted 1s s1m1lar for all tar groups A second concern 1s that, even if low-tar 
cigarettes do result m a lower tar consumption, this does not necessanly imply 
a lower consumption of other smoke components such as carbon monoxide, 
thiocyanate (a metabol1te of hydrogen cyanide) and cot1n1ne (a metabolite of 
nicotine) Some of these products may be particularly related to the develop
ment of certain diseases. lt has, for example, been suggested that the gaseous 
constituents of tobacco smoke, such as carbon monoxide and hydrogen cya
nide, may be Important in the development of coronary heart d1sease 

Data on 1133 men and 1621 women who smoked solely c1garettes with 
a known tar y1eld were extracted from the baseline populat1on of the Scottish 
Heart Health Study The carbon monoxide, serum thiocyanate and serum 
cot1n1ne levels 1n exp1red air were compared between smokers 1n three tar 
groups: low tar (below 13 mg per cigarette), middle tar (14-15 mg per ciga
rette), and h1gh tar (above 15 mg per c1garette) An index of tar consumption 
was calculated, assum1ng that the Intake levels of the different smoke compo
nents were 1n proportion to their concentration 1n the exp1red a1r Carbon 
monox1de and cot1n1ne were found to peak in the middle-tar group. Thiocyanate 
tended to increase from the low-tar to the m1ddle-tar group for women and from 
the middle-tar to the high-tar group for men. Tar consumption increased with tar 
y1eld of the c1garettes smoked but the increase was much lower than would be 
expected 

In this population, therefore, the differences 1n the extraction of tobacco prod
ucts between smokers of cigarettes of different tar y1elds were not what would 
be expected from the tar content of the c1garettes In particular, smokers of 
middle-tar cigarettes may actually consume more of some smoke components 
than those who smoke high-tar cigarettes. S1m1lar d1spant1es have been found 
1n many other stud1es, Including population stud1es, although none have used 
such a large sample 

In conclusion, the tar y1eld of the c1garette smoked is not necessarily a good 
indicator of a person's consumption of smoke components, even after account
ing for overall c1garette consumption. Smokers of relatively low-tar cigarettes do 
indeed consume less tar for the same number of cigarettes smoked, but the 
decrease is much less than the off1c1al y1elds would suggest. The consumption 
of other smoke components 1s not necessarily less among those smok1ng 
relatively low-tar cigarettes, and may even be higher for middle-tar cigarettes 
than h1gh-tar ones Health professionals should be aware of these limitations of 
tar y1eld as a measure of cigarette strength. 

Comments 

The conclusions of the studies presented above po1nt to two main 
issues F1rstly, although low-tar c1garettes may not entail as great a nsk 
as h1gh-tar cigarettes, particularly for lung cancer, the health consequences of 
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active and pass1ve smoking are so overwhelming that the best solution 1s clearly 
to recommend total abstinence from tobacco use 

Secondly, scientists are st1ll uneasy with a number of 1ssues related to the 
differences between low-tar, medium-tar and h1gh-tar c1garettes. The first con
cern is how to measure the tar level of a cigarette and establish globally 
acceptable cntena. Related to this is the correlation between tar and nicotine 
levels and other factors that may influence the effect of smoking, such as filter 
use Another area of concern is the fact that, despite the outstanding number of 
studies on cancer caused by tobacco consumption, there is a much smaller 
number of stud1es related to the other health effects of tobacco use. 

In addition, in the evaluation of long-term trends in lung cancer occurrence, 
factors other than the increasing use of filter cigarettes or low-tar tobacco 
products should be taken into account. For example, 1t would also be useful to 
have data on any change 1n levels of air pollution, either outdoors or Indoors, 
as well as 1n exposure to other lung carcinogens (asbestos, radon, 
b1schloromethylether and so on) 

In the studies presented above, the sc1ent1f1c facts are descnbed. However, the 
effects of low-tar cigarettes on increasing consumption and 1n encouraging 
young people and women to start smok1ng are not considered. 

Guidelines for evaluation 

Expected outcome of the policy 

The immediate outcome of a policy of setting upper limits on harmful 
substances is the exclusive marketing of cigarettes with a limited quantity of tar 
and nicotine. However, in putting restrictions on tar and nicotine content, 
authorities aim to reduce diseases caused by tar (particularly cancer) and 
nicotine (particularly cardiovascular disease). To be effective in the long term 
the measures should also eliminate the sale of high-tar and high-nicotine 
cigarettes from foreign countries. As indicated in Part 1, it may take years 
before the impact of such measures on the health of tobacco users is seen. Some 
immediate effects can be evaluated earlier, as in the Scottish Heart Health 
Study outlined above. Yet benefits from reductions in tar and nicotine have to 
be weighed against the risks that the strategy may encourage some people to 
start smoking and others to delay quitting. 

Another approach to evaluation is to assume that a reduction in levels 
of harmful substances to which tobacco users are exposed will sooner or 
later improve health and therefore to monitor only the various doses de
livered. However, caution should be exercised as there is no consistent dose
response relationship for these substances, and some studies have shown 
that there is a phenomenon of compensation through altered patterns of 
smoking. 

Tobacco control through the use of a policy restricting tar, nicotine and 
additive levels is relatively easy to establish in most countries. Measures have 
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even been taken on a regional basis, such as in the European Communities. 
These measures provide good platforms from which governments can launch 
other tobacco control measures. 

It has been shown, however, that the tobacco industry can manipulate 
both the policy and public attitudes by changing the focus from "no safe level" 
to standards of safety. The shift by the tobacco industry from "smoking is safe" 
to "smoking low-tar cigarettes is safer" is intended to give smokers an excuse to 
continue smoking. To counter this, industry should be required to specify all 
cigarette contents. The burden of proof has often been placed on government, 
scientists and public health workers, but this approach is now being reversed in 
many countries. 

Information for evaluation1 

Information relating both to the intermediate outcome (effective applica
tion of the law restricting tar and nicotine content) and to the ultimate outcome 
(reduction in tobacco-related diseases) is difficult and expensive to obtain. 
Various types of study will be necessary to determine the results of this tobacco 
control measure. Ideally prospective studies would be used to monitor progres
sive epidemiological changes in the population where the control measure is 
being applied. Various approaches, such as those described in the examples, 
will also be of use. Checking the tar and nicotine content of cigarettes will have 
to be done in specialized laboratories. 

Guidance for evaluation 

To evaluate programmes restricting tar and nicotine content, the process 
outlined in Chapter 2 should generally be followed, and the information 
contained in Chapters 2 and 3 used whenever necessary. The following meth
odological and practical advice is more specific to the policy of setting upper 
limits on harmful substances. 

In countries where such evaluations are not yet common and where the 
necessary resources may not be available, a minium evaluation of the 
programme could include three components: 

• The relevance and validity of the policy could be assessed by, for 
example, comparing the tar and nicotine levels set in the country with 
levels set in other countries. 

• The implementation of the restrictions could be evaluated by monitor
ing the contents of cigarettes and tobacco commonly sold in the country 
(including imported tobacco). One of the difficulties of such an ap
proach is that many countries do not have laboratories where systematic 

1 General information for evaluation and its sources is described in Chapters 2 and 3. 
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analysis of samples of tobacco and cigarettes can be carried out. In such 
situations, "twinning" with laboratories in wealthier countries is a prac
tical solution. WHO could serve as a go-between to facilitate this 
approach. 

• The evolution of tobacco-related diseases in the population could also 
be monitored. 

When more technical support is available, not only can tar and nicotine 
content of cigarettes be monitored more regularly but also the effects of the 
policy on the behaviour of the population can be evaluated. One could aim to 
find out, for instance, what has been the shift in opinion as a result of that 
particular measure. 

Impact on health can also be measured more specifically, as was done in 
the examples given above (pp. 66-71). In examining the impact on health, all 
possible health consequences of tobacco use should be taken into consider
ation, including those not directly related to the tar and nicotine content (as in 
the Scottish study, p. 67). 

The cost-efficiency of systematically reducing tar and nicotine content, as 
well as carefully controlling the additives in tobacco, can be relatively high, as 
it is not an expensive measure for the government; however, the final health 
impact is somewhat uncertain. 

Indicators to support the evaluation 

When evaluating (or setting) government policy on upper limits of 
tar, nicotine and other substances in tobacco, a number of criteria can be 
used. 

Programme relevance 

• Have similar restrictions in other countries been investigated to ensure 
that the measures taken are efficient? 

• Tar and nicotine content are often limited but increasing concern is 
being expressed about the various additives that are used in processing 
tobacco, especially for low-yield cigarettes. Is there any measure limit
ing the number of additives or requiring the disclosure of the additives 
used? 

Adequacy of policy formulation 

• Are the limitations also used to restrict the marketing of new tobacco 
products? 

• Have the various authorities in the country (medical associations, medi
cal schools etc.) and at international level been consulted for a scientific 
opinion regarding the establishment of the policy? 
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• Have appropriate laboratories been set up and methods used elsewhere 
studied to ensure that there is no unacceptable variation in techniques 
for measuring tar and nicotine content? 

• Have provisions been made to avoid the dumping of tobacco from other 
countries not following the same rules or restrictions on levels of tar, 
nicotine and other substances? 

• Have measures been taken to ensure that the standards for cigarettes 
exported from the country are the same as those in operation for 
cigarettes sold within the country? 

• Have provisions been made to ensure the regular sampling and 
testing of the tar, nicotine and additive contents of cigarettes on the 
market? 

• Have provisions been made to eliminate the positive images of "light" 
cigarettes portrayed in advertising? 

• Have provisions been made to avoid systematic targeting of women and 
children by advertising for "light" cigarettes? 

Efficiency 

• Does the government regularly inspect and approve tobacco products in 
order to evaluate the implementation of the policy? 

• Are standardized methods applied to: 
evaluate at regular intervals the effects of the policy (through, for 
instance, randomized controlled trials for short-term effects)? 
evaluate results on a long-term basis (by setting up, for instance, a 
prospective study in the country concerned)? 

Effectiveness 

• Is the policy respected? 
• Are the limitations on harmful substances in tobacco used as a means to 

wider tobacco control measures? 
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Chapter 7 

Reducing availability of tobacco: 
age restrictions 1 

What is age restriction? 

Age restriction refers to a series of generally legislative measures establish
ing the age at which children or adolescents may buy and consume tobacco 
products. 

Age restrictions aimed at decreasing young people's access to tobacco not 
only limit tobacco consumption but also act to delay the uptake of smoking and 
the use of smokeless tobacco. Studies of tobacco use in industrialized countries 
show that by about 18 years of age, most of those destined to become daily 
smokers later in life are already smoking and that people who try smoking as 
teenagers are 16 times more likely to become adult smokers. 

Easy access to a supply of tobacco appears to be one of the factors 
fostering tobacco use among teenagers. Yet the question of the role of the 
availability of cigarettes in limiting smoking prevalence in young people is at 
present still largely unanswered. There are several reasons for this uncertainty. 
Children's smoking is not a simple issue. It is influenced by a variety of factors 
related to the wider environment (such as restrictions on advertising, price and 
availability) and to the child's immediate situation (personal and social factors). 
Some of these elements will be more important than others, but each has a part 
to play and is therefore worth considering. 

Legislation aimed specifically at preventing smoking by young people 
takes several forms: 

- prohibiting sales of tobacco products to minors; 
- banning or restricting sales of cigarettes from automatic vending 

machines; 
- prohibiting smoking in schools or other places frequented by young 

people; 
- prohibiting the free distribution of samples and loose cigarettes; 
- prohibiting cigarette advertising at times and in places where children 

and adolescents are likely to be influenced. 

1 The contribution ofDr Anne Charlton of the Cancer Research Campaign's Education and 
Child Research Group at the University of Manchester to the draftmg of this chapter is 
gratefully acknowledged. 
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These measures are generally complemented by various forms of health 
education. 

While there is a general feeling that restriction of access to cigarettes, even 
to a limited degree, must be part of the fight against children's smoking, very 
few countries in Europe at present have legislation that prevents sales to minors 
and in some countries this is by no means seen as a priority. Canada and the 
USA have progressed much further with this issue. Legislation banning sales to 
minors differs from country to country in the age at which purchase of ciga
rettes is legal. Colombia, for example, prohibits sales of cigarettes to children 
under 14 years. Most jurisdictions, such as Hong Kong and all states of 
Australia except Western Australia, prohibit sales to persons under 16. In Japan 
the prohibition applies to all under 20. A few statutes, such as those of Western 
Australia and Uruguay, prohibit sales to persons under age 18. In the United 
States, the age for legal purchase of tobacco products is 19 years in three states, 
18 in 36 states, 17 in four states, and 16 in one state and the District of 
Columbia. 

Effectiveness of age restriction measures: 
some examples 

In May 1989, a law was passed 1n Woodridge, lll1no1s, USA, that strengthened 
measures for the restnct1on of tobacco sales to m1nors, with provisions for 1ts 
enforcement The law also made provisions for the evaluation of its effects on 
vendors. This example is important because 1t is probably the first case of a 
community attempting to reduce cigarette sales by leg1slative means and mea
suring the effect on smok1ng prevalence among teenagers. Two other examples 
descnbed below show different approaches to th1s type of evaluation 

Reinforcing legislation by education and active police 
enforcement1 

The Cal1forn1a State law prohibits the sale and purchase of tobacco products to 
and by anyone under the age of 18 years. Retailers breaking th1s law are f1ned 
US$ 200 for a f1rst offence, US$ 500 for a second offence and US$ 1000 for a 
th1rd offence M1nors caught purchas1ng tobacco are f1ned US$ 50 or required 
to perform 25 hours of commun1ty work Four c1t1es in Solano County, California, 
were involved 1n a combined programme to evaluate the effects of educat1on 
and enforcement The1r populations ranged from 25000 to 100000. 

The first Intervention 1n Solano County used community education and publ1c1ty 
as well as packages of information mailed to tobacco retailers The second 
Intervention was the add1t1on of law enforcement to th1s educational programme 

1 This example IS taken from: Fe1ghery E, Altman DG, Shaffer G. The effects of combining 
educatiOn and enforcement to reduce tobacco sales to minors. Journal of the Amerzcan 
Medica/AssoCiation, 1991, 266(22):3168-3171. 
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Follow1ng announcements in the local press, four operations were conducted by 
three pol1ce departments. Each operation was given eight hours of each 
department's time - four hours VISiting stores and four hours of paperwork A 
total of 90 stores were vis1ted 1n this operation by under-age police cadets 

The pre-test. From June to August 1988, 20 young people aged 14-16 years 
were escorted to 169 stores m the four c1t1es. The young people attempted to 
buy c1garettes in the stores. 

The f1rst educational InterventiOn was carried out in September. 

The first post-test. In December 1988, a random selection of the same stores 
was visited by some of the same young people. Over-the-counter sales had not 
fallen s1gn1f1cantly 

In November 1989, the police took action to enforce the law. Out of 90 stores 
VIsited, 34% sold tobacco products and were charged with the offence 

The second post-test. In May 1990, after police enforcement and continued 
education, 15 different young people aged 14-16 visited 104 stores from the 
original sample (the other 45 stores had gone out of business or changed 1n 
some way). 

The results. In the pre-test, 72% of stores sold tobacco to m1nors, this figure 
was 62% at the first post-test and 21% at the second post-test Vend1ng 
machine sales were 84%, 93% and 83% at the pre-test and f1rst and second 
post-tests, respectively 

The researchers followed some of the retailers who were caught sell1ng tobacco 
to m1nors through the courts. In most cases the judges were lenient because 
they d1d not wish to establish a cnm1nal record for the salesperson, the fine was 
seen as too high for a salesperson on low wages, and violation of this law was 
not considered to be as serious as some of the other crimes they had to deal 
with 

A test-purchase study in Japan1 

Smok1ng among minors has been proh1b1ted in Japan s1nce the 1900 Act for the 
Proh1b1tion of M1nors from Smok1ng wh1ch is one of the world's oldest pieces of 
legislation for such purposes This Act comprises four articles. (1) persons 
under 20 years of age (minors) are prohibited from smok1ng; (2) if these people 
are caught smoking, tobacco and paraphernalia for smok1ng shall be confis
cated from them; (3) a parent who permits smok1ng by his or her child shall be 
f1ned up to 1000 yen, and (4) anybody who sells tobacco to minors know1ng that 
the tobacco is for the purchaser's own use shall be fined 4000-8000 yen. 
Tobacco retailers therefore have the responsibility to ascerta1n the age of 
customers who appear to be minors and also whether the tobacco is for the1r 
own use. 

1 Illegal sale of tobacco to minors m Japan. Japanese Journal of public health, 1993, 
40:49-52. The summary here was prepared by Dr Yumiko Kobayashi of the National 
Cancer Research Institute, Tokyo, Japan. 
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The Act therefore penalizes the parents of young people who smoke and the 
retailers who sell cigarettes to them Although this is a Widely accepted law in 
Japan, the actual number of arrests or prosecutions 1s quite few Furthermore, 
smoking prevalence among minors 1s quite high 1n Japan, reach1ng 15-40% for 
h1gh school boys and 5-15% for high school girls, w1th most of them acquiring 
cigarettes from reta1lers or vend1ng machines 

To evaluate compliance with the Act, a test purchase was conducted 1 using 
under-age buyers (a 17 -year-old girl and a 14-year-old boy) dressed 1n their 
school uniforms These two young persons approached all retailers found 
during a three-hour cycle tour 1n two towns. The two young persons tned to buy 
a pack of the most popular brand of cigarettes sold 1n Japan and were in
structed, if asked, to give the1r ages and to say that the purchase was for their 
own use They also checked if vending machines were placed near the retail 
shops A total of 38 retailers were surveyed and 30 (80%) had vending ma
chines Among them, 35 (92%) were willing to sell cigarettes to minors over the 
counter Two retailers suggested that the young persons should use a vending 
machine and only one refused to sell them cigarettes because of their age. The 
purchase success rate (97%) was higher than that of any other study on test
purchase ever published 

The authors attributed the low compliance to the Tobacco Industry Law wh1ch 
promotes and protects the tobacco Industry in Japan. They also suggested 
that their f1nd1ngs support any recent (though extremely rare) prosecution of 
offenders under the Act of 1900. They concluded that urgent enforcement of the 
Act of 1900 was necessary, not only by the pol1ce but also by society as a 
whole 

Comments and critical analysis 

There 1s no single formula for taking act1on on illegal sales to minors in terms of 
e1ther legislation enforcement or evaluation. Each country, state, c1ty and town 
is different Most have the1r own legislative procedures and have different 
attitudes to tobacco sales to minors. Some have laws that are not enforced, 
others have laws that need rev1s1on, and yet others have no legislation on th1s 
issue at all 

In a small town, such as Woodridge, where a law can be rev1sed fa1rly s1mply 
and qu1ckly through the efforts of a small group of em1nent citizens, the outcome 
is also much more easily mon1tored and evaluated than for a whole country. 2 lt 
1s relatively easy to carry out spot checks to assess the extent of illegal sales 
before and after legislation is passed. Concentration on retail outlets and vend
Ing machines 1n a small area, where the method and extent of enforcement of 
the law are known, could be a useful strategy 

1 As an evaluation method, test purchase also has an important side-effect, since disclosure 
of the survey data can help in law enforcement. 

2 See also Chapter 18. 
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Personal committed leadership appears to be the key to success. A way has to 
be found to win the support of the community and the vendors through personal 
and public involvement and awareness raising. A Important element appears to 
be to take action in small un1ts, such as in individual towns, so that c1v1c pride 
and personal commitment can carry enforcement forward Demonstration of 
successful results through some form of evaluation or monitonng IS important. 

Consideration of the permanence of th1s effect is also important Is any reduc
tion simply a short-term effect wh1le the legislation is new? One evaluation of an 
aggressive campa1gn to alert vendors to cigarette laws showed that the cam
paign was followed immediately by a reported drop in sales to m1nors from 74% 
to 39% but that sales from vending machines were unaltered One year later, 
shop sales had risen to 60%. Constant reinforcement of the message and 
monitoring are needed, as is longer-term evaluation. 

Guidelines for evaluation1 

What outcomes of the programme will need to be checked? 

In order to determine intermediate outcome, the following questions 
should be asked: 

• Is legislation acceptable and enforceable? 
• Do vendors know the law and do they keep the law? 
• How many vendors are breaking the law, and why? 
• What needs to be changed? 
• Has the law reduced the prevalence of tobacco use among young 

people? 

The ultimate outcome can be evaluated by asking the following: 

• Does prohibition of sales to minors lead to a reduction in smoking 
prevalence among minors? 

• Does prohibition make smoking appear more adult and daring and 
therefore more attractive to young people? 

Where to find the information for the evaluation 2 

Checking vendors at regular intervals through test purchase (perhaps 
every 3-6 months) may be feasible. As shown in one of the examples above, 
and as has been the experience of other countries, such as New Zealand, 
checking of vendors can easily be carried out, for example by young people as 
a school project. 

1 Some studies provide excellent examples of evaluation programmes (see reference sources 
at the end of this chapter). 

2 General informatiOn for evaluation and its sources are descnbed in Chapters 2 and 3. 
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Checking smoking prevalence may be more complex. In most countries, 
a simple questionnaire can be administered to children in the same geographi
cal area as the stores surveyed. Whenever feasible, the following points should 
be taken into account: 

• Children are probably much more likely to lie if smoking, purchasing or 
possessing cigarettes is a punishable offence. It would be necessary to 
use physiological validation which is expensive and could be seen as 
intrusive, especially in these circumstances. 

• Many factors affect children's smoking. It would be necessary to take all 
of them into account in the questions asked and carry out a complex 
analysis to separate out the relative association of smoking with each of 
the background factors. 

• Children's beliefs should not be neglected. It has frequently been shown 
that it is a common opinion among young people that smoking makes 
a person look more grown-up. 

Checking whether the law is enforced may also be complex. As the 
examples show, prosecution is one thing while sentencing is another. The 
weight given in the evaluation to the sentence should be seen in the context of 
general law enforcement in the country. 

Methods for evaluating the programme 

To evaluate the effect of a programme for reducing availability of tobacco 
to young people, the process outlined in Chapter 2 should generally be fol
lowed, and the information in Chapters 2 and 3 used whenever necessary. The 
following methodological and practical advice is more specific to the evaluation 
of age restrictions. 

Relevant !egts!ation 

It is always interesting to look at the experiences of countries where 
evaluation has shown the effectiveness of legislation and enforcement. 
However, circumstances vary from country to country and, in view of the fact 
that many measures affecting tobacco use by children may be taken simulta
neously, sophisticated analysis would be required to distinguish the effects of 
sales restrictions from those of education, price, advertising bans or other 
measures. 

It will be necessary first to find out if a legislative approach to the issue 
of reducing smoking prevalence among young people is relevant to the 
sociopolitical and cultural situation, if enforcement is feasible, and how 
the legislation and its application have been planned. For instance, have all the 
necessary procedures to permit enforcement been carried out? Who is respon
sible for informing people about the legislation and who is responsible for 
enforcing it? Is the law being enforced? If not, check the route or mechanism by 
which enforcement can be developed, modified or completed. 
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Checking the relevance of legislation is particularly important in countries 
where the tobacco distribution system consists of a variety of retail outlets, from 
special tobacconists' shops to supermarkets, street vendors and other informal 
means. The relevance of the law and its potential effectiveness can both then be 
questioned at the outset and, if the law does not seem to be relevant, other 
means of influencing the behaviour of young people, such as price increases, 
will have to be sought. 

Progress and efficiency 

The methods used in the examples above provide indications of how 
to undertake an evaluation of progress and efficiency. Are vendors aware of 
the legislation? Is the law being broken? If so, by whom and to what 
extent? 

To measure effectiveness and impact, it is necessary to find out if the 
smoking prevalence among under-age groups has decreased since the applica
tion of the law. It will also be interesting to monitor young people's beliefs to 
find out if their views of smoking have changed. 

Some people are so convinced that a law prohibiting sales to minors must 
contribute to reducing smoking prevalence that they are willing to accept it 
without evaluation of the effect on prevalence. Enforcement can then be 
evaluated very cheaply ~ simply by sending children into shops of various 
kinds to buy cigarettes. The attitudes and beliefs of children can vary so much 
according to social, cultural and perhaps educational factors that it is often 
more effective to carry out evaluation at the local level. In addition, enforce
ment is often a community responsibility, which is another reason for evalua
tion based at community level. 

The cost-effectiveness of such localized community evaluations can be 
quite high. However, complementary programmes of community education or 
police intervention as means of gaining compliance with the law do cost money. 
Where sufficient technical support is available for evaluation, it may be possible 
to undertake studies to distinguish the respective importance of the various 
factors that influence the prevalence of tobacco use in children. More precise 
evaluation, by questionnaire or interview, of young people's smoking habits will 
be useful but will need to be checked for accuracy. Physiological tests for 
validation offer more precise indications but are expensive. Opinion surveys of 
young people may be useful in showing what they consider to be adult and how 
to combat their smoking. 

If the evaluation shows that the legislation is effective in both prohibiting 
sales to young people and reducing smoking prevalence, every effort should be 
made to maintain enforcement at its current level. Iflegislation is not successful 
in these ways, or if it actually makes cigarettes seem more desirable to young 
people, it should be adapted and re-evaluated, or another approach should be 
selected. 
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Indicators to support the evaluation 

The following questions may help pave the way for assessing the relevance 
and adequacy of the policy of restricting access to tobacco. Other ques
tions should be developed by the evaluation team in keeping with local 
circumstances. 

Assessing the relevance of the policy 

• Has the influence of restrictions on access to tobacco products in the 
community been ascertained? 

• If there is legislation that prohibits sales of cigarettes to young people, 
will the idea that smoking is an adult activity be reinforced and thus 
make the habit more attractive to them? What are young people's beliefs 
about the adult attributes of smoking? 

Assessing the adequacy of the policy 

• Does legislation prohibiting sales to minors exist? If it does, what 
does it contain? Is it adapted to the economic and cultural charac
teristics of the society? Does the existing law need to be revised 
and strengthened? How does the law need to be enforced, and by 
whom? 

• Do the licensing of vendors and the possibility of withdrawal of licences 
discourage sales to minors? Are identification cards showing minors' 
ages effective? 

• Is there adequate education about the legislation for vendors, buyers 
and enforcers? If education is required, what is practical and affordable? 

• Have incentives or disincentives been worked out to support the appli
cation of the law? 

• Does the present restriction of sales of tobacco to young people also 
prevent them from obtaining cigarettes by other means (e.g. from older 
friends, from vending machines, or by stealing them)? 

• Is the punishment for the retailer selling tobacco to minors adequate? 
• Have provisions been made to review the application of the law at 

community level at regular intervals? 

Assessing effectiveness 

• Have the measures contributed to discouraging smoking by young 
people and strengthening their view of smoking as dangerous? Or, 
on the contrary, have the measures given smoking a more adult image? 
What are the effects of the measures in the short term and in the long 
term? 
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Chapter 8 

Tobacco-free environment in 
public places and transport1 

There is increased recognition by the public of the right to breathe air 
that is free from the harmful effects of tobacco smoke when in public places. 
For the purposes of this chapter, public places are defined as indoor enclosed 
spaces to which the general public has relatively free access. 

Restriction of smoking in public settings is influenced by a wide range of 
economic, cultural and political factors. Such restrictions may be in the form of 
one or more of the following: 

• A complete ban on smoking. (The discussion of smoking restrictions in 
public places generally focuses on exposure to environmental smoke, 
but consideration of public safety as a result of a risk of fire may be a 
further motivating factor.) 

• The provision of separate areas for smokers and non-smokers. (The 
areas may or may not have separate ventilation systems.) 

• Rigorous restrictions on smoking in all public places without enforce
ment. (Experience with the restriction of smoking in public places 
suggests that local or municipal restrictions are generally more compre
hensive and stronger than state or federal restrictions. If the initiative for 
restriction occurs at community level, a local structure is usually estab
lished to monitor or enforce the regulations.) 

Communities may differ as to how they define a public space for legisla
tive purposes. Government buildings, banks, schools, hospitals2

, shopping 
malls, retail stores, service establishments, auditoriums and sports arenas are 
typically viewed as public places. Private homes and businesses2 are generally 
excluded. Bars, cafes and restaurants are also public places but are different 
from other public places because of the association of cigarette smoking with 
eating and drinking. In places where food and drinks are served, resistance to 
the implementation of smoking restrictions tends to be greater. However, 

1 The contributiOn of Mr Wayne Millar, Statistics Canada, Ottawa, Canada, to the drafting 
of this chapter is gratefully acknowledged. 

2 Because of their specific features m relation to tobacco control measures, workplaces are 
dealt with in Chapter 9. Hospitals and health facilities are treated separately in Chapter 
10. 
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places where food is prepared have normally been subject to laws restricting 
tobacco use, which are generally well applied through food safety regulations. 

Public transport, including underground services, was one of the first 
areas to be subject to anti-smoking legislation. This is probably because the 
close confinement usually associated with public transport exacerbates the 
discomfort and risks caused by smoking. Tobacco smoke is one of the most 
common harmful air pollutants found indoors and even the air-conditioning 
systems of modern aircraft do not efficiently extract it. In 1992 the Interna
tional Civil Aviation Organization (ICAO) adopted a resolution requiring all 
airlines to be completely smoke-free by 1996. 

It is often the responsibility of municipalities or local transport authorities 
or companies to decide whether or not smoking will be permitted in buses and 
trains. It is difficult to survey this area of transport since it covers a vast number 
of specific cases. Nevertheless, more than 80 countries have buses or trains that 
are completely smoke-free or have smoke-free areas. Vehicles that carry chil
dren, particularly school buses, are required to be free from tobacco smoke in 
most countries. 

Many fires in public places (such as hotels, restaurants, nightclubs and 
even aircraft) are related to smoking. 

Examples of evaluation 

Population survey on legislative measures to 
restrict smoking in Ontario1 

A study was conducted in Ontar1o, Canada, to assess the following. knowledge 
of ex1sting restr1ct1ons on smok1ng and of the adverse health effects of act1ve 
and passive smok1ng, attitudes towards a range of restrictive measures aga1nst 
smok1ng and changes 1n restrictions 1n specific sett1ngs, attitudes towards 
responsibility for enact1ng and enforc1ng such measures, and the predicted 
effects of such restr1ct1ons on behav1our 

The target population included all residents of Ontario of voting age (18 years 
and older) The sampled population consisted of all residents of Ontario living 1n 
households w1th a telephone (excluding the 1% who lived on Indian reserves). 
To obtain a representative probability sample from the target population, a 
three-stage stratified cluster design was used 

The survey des1gn Involved a telephone survey of the adult population of 
Ontario, us1ng random d1g1t dialling. The survey used a known probability 
sample wh1ch produced weighted est1mates of population character1st1cs The 
size of the sample and the analysis of the data were mod1f1ed to take 1nto 

1 Summarized from Pederson Let al. A population survey on legislative measures to restrict 
smokmg in Ontario: 2. Knowledge, attitudes and predicted behaviour. Amencanjournal of 
preventive rnedzcme, 1986, 2(6):316-323. 
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account the un1que survey des1gn, which produced larger variances than a 
s1mple random sample 

The study used Independent data both in the des1gn of the survey (census data, 
household sampling frames) and for the analysis (labour force smoking sur
veys). In the analysis of the survey data, test-retest reliability of responses was 
carried out using a part1al Interview procedure. The validity of the data was also 
assessed at the survey development stage by measuring thiocyanate levels 1n 
exp1red air in a random sample of respondents The study des1gn permitted 
comparisons of the effect of ex1st1ng by-laws because of the presence of control 
groups compr1sed of persons who lived in c1t1es with no by-laws. 

The results of the survey demonstrated Widespread support for smoking 
restrictions. 

• The support for restrictions vaned by location There was a greater degree of 
support for restrictions 1n schools, health care fac1l1t1es, day care facll1t1es and 
stores than in other locations (such as workplaces and restaurants). 

• The population favoured local responsibility for the enactment of measures 
• The study recommended that restnctions be introduced first in places where 

there is most support and where restnct1ons could be accompanied by 
education on the health effects of active and passive smok1ng. In addition, the 
discussion of f1nd1ngs stressed the importance of not introducing restrictions 
until the public's v1ews had been obtained 

The response of Winnipeg retail shops and restaurants to a 
by-law regulating smoking in public places 1 

In the c1ty of Winn1peg, Canada, a clean indoor a1r by-law was Introduced in 
September 1983. The by-law banned smoking 1n all shops except tobacco 
stores, and required restaurants with more than 30 seats to provide a non
smoking section Before the introduction of the by-law only a few shops were 
non-smok1ng and only a handful of restaurants had a non-smoking sect1on. In 
1986 a survey was conducted to assess the response of retail stores and 
restaurants to the new regulations, to assess business awareness of the new by
law, to assess the means by wh1ch businesses complied with the new regula
tions and to assess customer and respondent reaction to the by-law 

Methods 

Two types of reta1l groups were targeted small retail shops and restaurants For 
the first group, all shops (except department stores belonging to nat1onal 
cha1ns) 1n major shopping malls were v1sited, as well as small reta1l shops along 
the maJor city routes lead1ng to the shopping malls For restaurants, a one-in
three sample of all dining establishments l1sted 1n the bus1ness telephone 

1 Summarized from Stanwick RS et al. The response of Winnipeg retail shops and restau
rants to a bylaw regulating smoking in public places. Canadzan journal of public health, 
1988, 79:226-230. 
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directory of Winnipeg was chosen using a table of random numbers. An inter
viewer-administered questionnaire was used to collect survey data. The survey 
involved direct quest1on1ng by the interviewer as well as observation (v1s1b111ty 
of signs, presence of ashtrays in non-smoking areas, smok1ng by staff or 
customers 1n non-smoking areas during the interview, sale of tobacco by the 
bus1ness). 

Results 

Of the 683 businesses approached, the owners of 490 retail stores and 161 
restaurants agreed to an interview, giv1ng a response rate of 95%. Some of the 
major findings were 

• A high proportion of respondents were aware of the existence of the by-law 
(87%). 

• About 14% of respondents who knew of the by-law did not know the s1tes 
where the by-law applied (c1ty and school buses, taxis, service lines, eleva
tors, escalators, reception areas, bus shelters) 

• Only 22% of respondents who knew of the by-law were aware that there was 
a penalty for non-compliance 

• The new by-law required businesses to post signs of spec1f1c d1mens1ons 1n 
conspicuous locations to adv1se the public of the regulations. Only 28% of 
businesses were in compliance with these requirements. 

• When asked how they would respond to someone smoking in a non-smoking 
area, 42% of respondents said they would do nothing. 

• Two and a half years after the ordinance came mto effect, two-thirds 
of stores had non-smok1ng retail sales areas and over 90% of restaurants had 
non-smok1ng sect1ons, w1th 24% of seats being in such sections 

Comments 

Each of the above studies was carried out to address spec1f1c questions about 
the impact of legislated smoking restnct1ons in an urban area. The types of 
questions asked focused on 1ssues that would Interest specific target groups. 
The concerns of the non-smoking public, small business owners, politicians 
and programme managers may be quite different because each group has 
its own frame of reference The information derived from evaluation stud1es 
may improve the implementation and conduct of smok1ng restriction 
programmes 

The Ontario population survey had a number of desirable features as 
an evaluation study. First, the survey design produced a sample 1n wh1ch the 
probability of inclusion was known for each 1nd1vidual Second, the survey used 
existing information to produce we1ghted est1mates for the general population 
Third, the authors were aware of the complex nature of the survey and took 
precautions both 1n the determination of the final sample size and also 1n the 
manner in which the data were analysed. 

Both surveys were cross-sectional. Because of this it is not possible to deter
mine whether differences between control and expenmental groups are attrib-
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utable to increased regulation of smoking or to chang1ng soc1al attitudes to the 
implementation of restrictions. 

Guidelines for evaluation 

Expected outcome of programmes 

Most of the effects of programmes to restrict smoking in public places will 
be immediate, such as: 

better information for the public on the health risks associated with 
tobacco use, and public support for restrictions on smoking in public 
places; 
an awareness by the community of the existence of smoking restric
tions in public settings; 
compliance with smoking restrictions in public settings; 
a reduction in the exposure of the public to smoke in public settings. 

However, in the long term, such programmes can also be expected to have 
indirect effects, by increasing smoking cessation rates, deterring the onset of 
smoking and improving the health of the general population. While these 
objectives will be difficult to assess, the effect of restrictions on smoking in the 
workplace, public settings and transport services could be expected to help 
current smokers to stop. 

Where and how to find information for evaluation1 

Before a regulation is adopted, its acceptability can be measured on a 
sample of the population. A telephone survey yields valid results and may prove 
cheaper than personal interviews. 

In order to measure progress in terms of an increased number of smoke
free public places, information may be found in the minutes of municipal 
government meetings or in the reports of smoking prevention agencies or 
groups. Examination of local newspapers may provide an indication of the 
context in which changes in smoking behaviour are occurring. 

Finally, a smoking ban covering public places and public transport is often 
the first tobacco control measure taken. Its impact on tobacco use can be 
estimated through simple questionnaires. 

Methods for evaluating the programme 

To evaluate the success of a programme in creating a tobacco-free envi
ronment in public places and transport, the process outlined in Chapter 2 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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should generally be followed, and the information contained in Chapters 2 and 
3 used whenever necessary. The following methodological and practical advice 
is specific to programmes for restricting smoking in public settings. 

Measures to limit smoking in public settings are based on internationally 
validated information about the harmfulness of passive smoking and sometimes 
on resolutions of international organizations such as WHO and ICAO. Thus 
the methods used for evaluation should focus on the relevance and applicability 
of the measures to local circumstances. Judgement and good sense are essential 
elements of such evaluations. The evaluations can be carried out in the same 
manner in all countries, except that the surveys may be more sophisticated 
where human and financial resources are more easily available. In countries 
where such evaluations are not yet common, a number of issues can neverthe
less be addressed using local surveillance methods. 

Evaluation of relevance may address public opinion on the need for 
restricting smoking, public readiness to comply with intended legislation, and 
the type of legislation to enact. The movement to restrict smoking in public 
places is taking place mainly in countries where the prevalence of smoking in 
the general population has diminished dramatically over the last two decades. 
When introducing smoking restrictions in countries where smoking rates are 
high, it is important to find out whether the population would support the 
restrictions. This is an essential element of an evaluation of the relevance of 
such measures. 

To evaluate the adequacy of the programme, the regulations, by-laws and 
laws should be examined, to make sure that all major public places and 
transport are included and that proper provisions have been made with the 
authorities for the enforcement of the law. 

Methods for evaluating the progress, effectiveness and impact of the law 
will consist of checking implementation and enforcement of the law and, in the 
long term, smoking cessation rates. Although comprehensive evaluations can
not always be conducted because of economic or operational constraints, well 
designed surveys before and after implementation, with a control group, may 
be possible. Although the introduction of smoking restrictions in public settings 
aims to reduce exposure to environmental smoke, to date there has been little 
study of the actual reduction in exposure to suspended particulate matter in 
public buildings (with the exception of some studies on aircraft and in work
places). Given the wide variation in the methods by which non-smoking areas 
in public settings are established and given the differences in, for example, the 
ventilation systems of public buildings, the effects of smoking restrictions may 
differ. In countries where technical support is available, impact studies should 
include evaluation of reduction in exposure to suspended particulate matter in 
public places. 

The cost-efficiency of such measures may appear to be high. However, 
it is difficult to measure the cost and time spent in campaigning for the 
enactment of such regulations, by-laws and laws. In addition, it is difficult and 
costly both to assess the diminution in exposure to passive smoking, except 
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perhaps in very specific closed places, such as aircraft, where measurements can 
be carried out, and to assess the reduction in smoking prevalence induced by 
such measures. 

Indicators to support the evaluation 

Evaluation of programmes to restrict smoking in public places and on 
public transport will need to address the issue from a variety of standpoints. 

Relevance 

• Is the scope of restriction of smoking in public settings comprehensive 
enough? 

• Have surveys been made to assess how smoking restrictions affect 
business in stores and shopping malls or affect use of public transport? 
Will restrictions result in reduced sales? Can counter measures be 
taken? 

• Have smokers, as well as non-smokers and those who favour a ban, been 
consulted before the measures are implemented? 

Adequacy 

• Have preliminary steps been taken to improve support within the com
munity for legislated smoking restrictions? 

• Who will enforce the legislation? How comprehensive will the protec
tion be? Have measures been taken to promote voluntary compliance 
with the rules rather than compulsory enforcement? 

• Have the most effective ways of building consumer awareness of 
smoking restrictions been devised? What factors will be used to 
create and sustain the view that the rights of non-smokers must be 
protected? 

• Has the policy been well publicized? Are signs designating public areas 
as smoke-free used to increase compliance with non-smoking. (Visible 
signs help to convey the message that smoking is not permitted. Signs 
also reduce the potential for conflict, as they promote voluntary compli
ance with non-smoking regulations.) 

• Have the policy measures been strengthened by health promotion 
programmes explaining the reasons for not smoking in public places? 

Efficiency and progress 

• To assess the continuous implementation of the policy, the following 
factors should be taken into account: 
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- public awareness of the health hazards of environmental tobacco 
smoke; 

- public attitudes towards restriction of smoking in public places; 
factors that promote or inhibit public compliance with smoking 
restrictions; 
attitudes of managers of small businesses towards restrictions; 
perception by the public that restrictions are being adhered to and 
enforced; 
perception by smokers that restrictions are causing them to reduce 
the number of cigarettes smoked per day. 

Effectiveness and impact 

• Is smoking in public places less of a hazard as perceived by the general 
population, and as measured by criteria for environmental tobacco 
smoke after introduction of the programme? 

• What proportion of smokers state they have reduced their consumption 
of cigarettes as a result of smoking restrictions in public places? 

• Has the evaluation been designed to produce practical suggestions to 
improve the programme? 

• Is there an increased demand for smoke-free public places and 
transport? 

• Can a shift in perspective be observed? For example, has non-smoking 
become the general rule, so that signs in public places now indicate 
where smoking is permitted in exceptional circumstances. 
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Chapter 9 

Reducing exposure at the 
workplace1 

What is a tobacco-free policy at the workplace? 

There are many variations in restrictions on tobacco use at the place of 
work. Laws and regulations differ. Some merely require employers to adopt 
policies on smoking without specifying the kind of policy; some State laws in 
the USA go as far as to stipulate such details as the minimum distance between 
smoking and non-smoking areas; and regulations in France require minimum 
ventilation rates for smoking areas. This chapter will consider workplace re
strictions that cover one or more of the following: 

- prohibition of smoking on employer's premises; 
- smoking only in designated areas; 
- smoking only at designated times; 
- prohibition of smoking in the presence of clients and the public, or in 

meetings with other employees; 
- smoking restricted to areas with separate ventilation systems; 
- workplace ban in conjunction with employer-sponsored smoking ces-

sation programmes; 
- preferential hiring of non-smokers. 

Many organizations that introduced restrictions on smoking in the work
place in the past did so because there was a risk of fire, explosion or damage to 
property and equipment, or because of hygiene considerations such as in the 
preparation of food. The workplace is becoming an increasingly popular target 
for health promotion activities. The amount of time many people spend at 
work, the economic and other incentives for employers to invest in health 
promotion, and the opportunity to mobilize colleagues to change health habits 
have made the workplace an important focus for health promotion. 

Restrictions on smoking in the workplace (see Box 2, p. 101), especially 
when strengthened by a smoking cessation programme, may encourage a 
number of smokers to quit. They may also prove cost-beneficial for the 

1 The contributions of Mr Wayne Millar, Statistics Canada, Ottawa, Canada, and Dr 
Hermann Brenner, Department of Medical Sociology, University ofUlm, Germany, to the 
drafting of this chapter are gratefully acknowledged. 
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enterprise. The direct economic benefits to be considered in the analysis of 
workplace initiatives include reductions in health care costs, life insurance 
premiums, short-term and long-term disability, workers' compensation, sick 
pay, staff turnover and absenteeism, and improvements in productivity. Atten
tion should also be given to indirect benefits such as increased employee 
morale, job satisfaction, company image and the value of better employee 
health. Direct costs that are measurable include the cost of the programme 
(labour, supplies) and the cost of employees' time off work to attend health 
promotion sessions. 

Examples of evaluation 

Evaluation of smoking restrictions in a government work setting1 

In May 1985, sen1or management at Health and Welfare Canada initiated a 
survey to assess the prevalence of smok1ng among employees, to measure 
employee attitudes and opmions about smoking 1n the workplace, and to solicit 
suggestions for a fa1r and effective smoking pol1cy. The motivation for the survey 
stemmed from the Increasing body of ev1dence regarding the effect of pass1ve 
smoking on non-smokers, the health nsk of smoking to smokers, and concern 
about the possible legal impl1cat1ons of permitting smoking 1n the workplace. 

In August 1985, a questionnaire was d1stnbuted to all Health and Welfare 
employees in the Ottawa region through the departmental mall system The 
questions in the survey sought data relating to the prevalence of smok1ng 1n the 
workplace, employee perception of smok1ng as a general nuisance, symptoms 
ascribed to smoke 1n the workplace, the prevalence of specific health condi
tions exacerbated by smok1ng, employee attitudes towards smok1ng cessation 
programmes based 1n the workplace, and the extent to wh1ch employees would 
support vanous policy options regarding smok1ng 1n the workplace 

In January 1986, a new smoking policy was Introduced, banning smoking in the 
workplace except in specially designated areas such as cafeterias in most 
worksite locations. Concurrent with the introduction of the new policy, employ
ees were offered two self-help smok1ng cessation programmes ("T1me to qu1t" 
and "Butt out") conducted by public health service nurses. 

In February 1987, a second survey obtained data on smok1ng prevalence, 
attempts to quit smoking, use of the smoking cessation courses, and attitudes 
towards the eff1cacy of the new smoking policy The employee population 
numbered 4200 persons. The response rate was 62% in the first survey and 
53% 1n the follow-up survey 

In add1t1on, all employees who registered for smok1ng cessation courses during 
the year following the Introduction of the new smok1ng pol1cy were interviewed 
by telephone at six weeks, s1x months and at the end of one year. The telephone 

1 Millar WJ. Evaluation of the impact of smoking restrictions in a government setting. 
Canadzan Journal of public health, 1988, 79:379-382. 
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follow-up was conducted by health students employed by the department for 
their work term. The primary cnterion of success was continuous abstinence 
from smoking for one-year. Other parameters exam1ned included the number of 
people who had abstained continuously for six months, the proportion of people 
who had stopped smoking at s1x weeks, SIX months and one year, and the 
reduction 1n the number of cigarettes smoked per day at work and 1n total 
Respondents who were lost to follow-up were classified as smokers. In the year 
following the Implementation of the new smoking restrictions, the prevalence of 
smoking 1n the employee population decl1ned from 29% to 24%. 

Study of a national sample of the German population1 

In a study conducted in the Federal Republic of Germany in 1987, the relation
ship between prohibition of smoking at the workplace and smoking cessation 
was assessed 1n a national sample A cross-sectional study of smoking hab1ts 
and worksite smoking regulations was nested within a national sample survey, 
w1th data collection through standardized personal Interviews. The sample 
consisted of 734 employees aged 22-65 years who were actively engaged in 
the workforce for at least 20 hours a week and were e1ther current or former 
smokers. 

Among men, there were only m1nor differences between employees in smoking 
and non-smoking workplaces. After jointly controlling for the effects of age, 
mantal status and education, men working at places where smoking was pro
hibited were less likely (odds ratio 0 8, 95% confidence Interval 0 44-1.45) to be 
current smokers than men work1ng where smok1ng was permitted, but the 
difference was not statistically s1gn1ficant. For women, the effect was more 
apparent. Women working in non-smoking env1ronments were only about 22% 
(95% confidence Interval 9-50%) as likely to smoke as those working where 
smoking was permitted (Table 3). Cessation rates were also much higher 
among older people and those w1th higher levels of educat1on. 

S1nce these data are from a s1ngle cross-sectional survey, they do not reveal the 
temporal sequence or causal relationship between workplace smoking policies 
and quitting smok1ng. They reveal only an association between the vanables, 
particularly for women. Nevertheless, the results suggest that prohibition of 
smoking in the workplace IS associated w1th a higher frequency of smoking 
cessation, particularly among women 

Comments 

The examples above illustrate some of the major problems encountered 1n this 
kind of research 

1 Brenner H, Mielck A. Smoking prohibition in the workplace and smoking cessation in the 
Federal Republic of Germany. Preventive medtcine, 1992, 21:252-261. 
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Table 3. Adjusted odds ratios for current smoking among 
people who have ever smoked cigarettes 

Odds ratio (95% confidence interval) 

Men 
Smoking at workplace· 

allowed 1 ooa 
not allowed 0 80 (044-1 45) 

Age 
21-35 years 1.ooa 
36-50 years 0 71 (0.36-1 37) 
51-65 years 0 37 (0 18-0 78) 

Marital status 
never married 1.ooa 
mamed 0 89 (044-1.78) 
w1dowed/d1vorced 0 52 (0.14-1 97) 

School educat1on 
:59 years 1.ooa 
10-11 years 0.89 (0 44-1 78) 
;o-12 years 041 (0 22-0 75) 

Women 
Smok1ng at workplace 

allowed 1 ooa 
not allowed 0 22(0 09-0 50) 

Age. 
21-35 years 1 ooa 
36-50 years 0 74 (0 28-1 95) 
51-65 years 0 29 (0.06-1 35) 

Marital status 
never mamed 1.ooa 
mamed 0 69 (O 26-1 86) 
widowed/divorced 0 55 (0 14-2 18) 

School education 
:59 years 1 ooa 
10-11 years 0 26 (0 10-0 71) 
;o-12 years 0 20 (0.06-0 62) 

' Reference group 

Study design 

Like most other studies, the example from Canada does not prov1de 
an adequate comparison group, making 1t d1ff1cult to separate the effects of 
smok1ng pol1cy from general trends Furthermore, 1n th1s study and in others 
presented elsewhere in this book, no effort was made to separate the effects of 
the smok1ng pol1cy from the potentially confounding effects of additional health 
promotion or protection measures, such as offers of smok1ng cessation classes. 
The example from Germany is an exception 1n that it refers to smok1ng regula
tions that typically have been m effect over long periods for legal or safety 
reasons F1nally, most studies are earned out in highly selected popula\IOns 
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(usually special occupational groups) which makes it d1ff1cult to generalize from 
the findings, but the German study was conducted in the "general population". 
Furthermore, in th1s second example, employees w1th workplace restrictions 
were compared w1th employees without workplace restrictions. 

Sample 

The two examples given above were based on relatively large samples and had 
modest to satisfactory response rates, unlike most studies where unsatisfactory 
response rates contribute to selection bias. 

Results 

Most of the studies that have addressed the impact of workplace restrictions on 
the smok1ng habits of active smokers have found some reduction 1n the average 
number of cigarettes smoked per day, although results are less consistent with 
regard to the reduction of smok1ng prevalence. 

Guidelines for evaluation 

Expected outcome of the programme 

It is important to consider the range of effects that result from the 
introduction of a workplace smoking policy. Effects may be anticipated or 
unanticipated, direct or indirect. A comprehensive evaluation of worksite 
smoking restrictions should consider a variety of outcomes, both qualitative 
and quantitative. Direct outcomes to be evaluated include: 

- acceptance of and compliance with the restrictions; 
- reduction in exposure to environmental tobacco smoke (measurement 

of respirable suspended particulate matter); 
- reduction of annoyance of employees by environmental tobacco 

smoke; 
- reduction of smoking prevalence among employees; 
- reduction of average number of cigarettes consumed per smoker. 

Potential indirect effects include the following: 

- decrease in absenteeism; 
- reduction in cleaning and maintenance costs; 
- increase in morale; 
- increase in attempts to stop smoking; 
- increase in proportion of smokers who intend to quit; 
- reduction in smoking-related problems at work (e.g. fires); 
- perceived reduction in exposure to second-hand smoke; 
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- reduced personnel turnover; 
- improved health. 

Where and how to find information for the evaluation1 

The implementation of tobacco-free policies In workplaces is often pre
ceded by a survey of the number of smokers, providing baseline information for 
evaluation. Such a survey is easy to carry out since a captive and usually stable 
population is involved. Thus, if the costs of the evaluation have to be kept to a 
minimum, a simple survey of the number of smokers, done at regular intervals, 
may be sufficient. 

If technical support, money and time permit, the following activities may 
prove useful: 

• Conduct cross-sectional studies, with detailed retrospective informa
tion on smoking habits and worksite regulations, to evaluate existing 
measures. 

• Conduct prospective longitudinal studies to evaluate newly introduced 
smoking policies with a minimum follow-up of 2-5 years. Include 
comparison groups with different smoking policies. Whenever possible, 
it may prove worth while to allow for the effects of other tobacco 
control measures implemented at the same time on the population in 
question. 

• Include study populations that are heterogeneous with respect to 
baseline smoking behaviour, smoking regulations at the worksite and 
access to other preventive measures (such as smoking cessation classes). 
A minimum requirement should be to include appropriate questions in 
national health surveys. 

• Validate information on smoking habits and regulation of worksite 
smoking wherever possible. 

• Carry out a routine check-up at the workplace to collect smoking 
information. 

Methods and steps for evaluating the programme 

To evaluate workplace policies and programmes restricting tobacco use, 
the process outlined in Chapter 2 should generally be followed, and the 
information in Chapters 2 and 3 used whenever necessary. The following 
methodological and practical advice is specific to this chapter. 

Whatever the specificity of the studies carried out, it is useful to address 
all the direct outcomes listed on p. 97 and to include indirect effects whenever 
possible. 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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In circumstances where such evaluations are not yet common, it will be 
necessary to assume that the long-term health effects are positive for those 
quitting and for those not exposed to second-hand smoke (see also Chapter 8). 
The evaluation will thus centre on the quality and outcome of the workplace 
programme itself. 

To demonstrate that the approaches and methods employed are relevant 
and adequate, it will be necessary to assess the ethical and legal implications of 
the restrictions, the role of labour unions and other smoking restrictions in the 
workplace. The cost per capita and per person who stops smoking should be 
compared with similar programmes. The evaluation should consider if the 
programme has progressed according to schedule and has been efficiently 
implemented according to the original schedule. 

Finally, the evaluation should assess the overall effectiveness and impact 
of the programme, and of specific components such as economic incentives and 
support for smoking cessation. The effectiveness and impact should be seen 
from the points of view of both the employees and the employer. 

Most of the elements of a workplace policy can be implemented and 
evaluated with little difficulty and without external experts. Prohibition 
of smoking at the workplace might be a particularly cost-effective public 
health measure, since it costs little, provides effective protection from invol
untary exposure to tobacco smoke, and may encourage some smokers to quit. 

Indicators to support the evaluation1 

In the evaluation of a smoke-free policy at the workplace, the following 
indicators may be used for the elements mentioned above. 

Relevance of the policy 

Have all policy options been explored? These include: carrying out 
environmental alterations (separating smokers with physical barriers); 
restricting smoking by employees; combining these policies by permit
ting smoking except in designated no-smoking areas or by prohibiting 
smoking except in designated smoking areas; and banning employee 
smoking completely at the worksite. 

Adequacy 

• Has the original plan been developed with support from management 
and employees? Has a working group representing a wide range of 
management and employees been established? 

1 A number of the indicators mentioned in Chapter 8 can also be used for this evaluation. 
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• Does the plan provide adequate information, give advance notice and 
offer assistance with quitting? Does it emphasize the advantages to both 
management and employees? 

• Has there been a review of the present policy, including an examination 
of the suitability of the present facilities as smoking and non-smoking 
areas? 

• Have the views of the workforce been assessed after proper explanation 
of all aspects of the policy? Has a survey of the staff been conducted to 
find out the ratio of smokers to non-smokers, their attitudes and their 
recommendations? (The best guarantee that a non-smoking policy will 
be successful is that it reflects as closely as possible the wishes of the 
workforce.) 

• Have the overall objectives of the policy been established (written 
formal policy is preferred)? 

• Has the information campaign been well planned? Will it continue 
throughout the policy implementation period and even beyond it? Does 
it emphasize that the issue is a health problem, that it is smoking and not 
the smoker that is being controlled, and that no one is forcing smokers 
to quit? 

• Is the implementation of the policy adequate? Has the date for 
starting been announced? Have relevant signs and other notices been 
adequately displayed? For example, signs announcing the policy should 
appear at every entrance to the facility and, if smoking is restricted to 
designated areas, signs should indicate where those areas begin and end. 

• Has the policy been well designed? Is the ban simple? Is it clear 
where and when smoking is or is not allowed? Have alternatives 
been provided for those whu cannot change their smoking pattern 
overnight? Have measures been planned for the enforcement of the 
policy? 

• Is the policy explained when new employees are being recruited? 
• Have incentives been created for employees to quit smoking? 
• Has proper assistance been planned to provide support to those wishing 

to quit smoking? 
• Have plans been made to keep the policy under review, to evaluate it at 

regular intervals and refine it accordingly? 

Progress 

• Is the policy progressing according to schedule? 
• Is the policy flexible enough to be adapted to changing situations? 

Effectiveness 

• Is the policy proving effective? If not, are the specific shortfalls being 
analysed with a view to modifying the policy? 
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• Has the number of smokers diminished? 
• Has environmental tobacco smoke decreased? If so, by how much? 
• Has absenteeism decreased? 
• Has productivity increased? 

Box 2. How to create a smoke-free workp/ace 

Governments and the pnvate sector are 1ncreas~ngly adopting or strengthening 
pol1c1es restnctlng tobacco use at places of work Over the past few years, some 
elements have been found to be cntical for success 1n the elaboration and imple
mentation of such pol1c1es 

• The f1rst cnt1cal element IS to prov1de the nght Information to employers and 
employees on the dangers spec1f1c to the particular place of work, l1nk1ng smok
ing with the occupations concerned 

• Employee part1c1pat1on 1n the elaboration of the policy is a key factor, wh1le top 
management support 1s a condition for 1ts follow-up Ideally, a JOint work1ng group 
compns1ng representatives of management and employees, smokers and non
smokers, should be set up to steer the development of the pol1cy from the initial 
op1n1on survey through to 1mplementat1on. 

• Prior not1ce of the policy or a phas1ng-in period is important to allow people 
to change the1r attitude Smoking cessation programmes should be offered 
simultaneously. 

• The cont1nu1ng adm1n1strat1on of the pol1cy, after 1ts adoption, Includes un1versal 
enforcement w1th1n the premises and poss1ble adaptat1on and strengthening, 
when necessary 

Numerous practical guides on how to create a smoke-free workplace have been 
elaborated on the basis of the current leg1slat1on and regulations 1n Individual 
countries The gu1des are adapted to the particular socioeconomic and cultural 
backgrounds of these countnes but some basic steps are common to most of them 
They can be summanzed as follows. 

Develop a plan Obta1n support from management and employees, prov1de 
adequate 1nformat1on, give advance not1ce and offer ass1stance w1th qu1tt1ng 
smok1ng Emphas1ze the advantages to both management and employees 
Establish a work1ng group representing a w1de range of management and 
employees 

2 Rev1ew present policy Examine the suitability of the present facilitieS for adap
tation as smokefree areas. 

3 Establish overall pol1cy obJectiVes A wntten formal policy 1s preferred Do not 
comm1t the company to a spec1f1c pol1cy unt1l employee op1n1on and other 
information have been assessed Explore all pol1cy options such as. carrying out 
enwonmental alterations (separating smokers with phys1cal bamers), restnctlng 
employee smoking, comb1n1ng these pol1c1es by perm1tt1ng smok1ng except in 
des1gnated no-smoking areas, or by prohib1t1ng smoking except 1n des1gnated 
smok1ng areas, banning employee smok1ng at the works1te, and preferential 
h1nng of non-smokers 
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Box 2. continued 

4 Plan an mformat10n campa1gn Thrs should commence before the questronnarre 
rs crrculated and should contrnue throughout and beyond the polrcy rmplemen
tation date. Approach the issue as a health problem Emphasrze that rt rs 
smokrng that rs berng controlled, not smokers. The issue is not whether people 
smoke but where they smoke Smokers are not berng forced to quit. 

5 Assess the v1ews of the workforce Survey the staff to frnd out the ratro of smokers 
to non-smokers, their attitudes and their recommendatrons The best guarantee 
that a non-smoking policy will be successful is that it reflects as closely as 
possrble the wrshes of the workforce Make clear that comments will be taken 
rnto account rn any frnal decrsron 

6 The pol1cy Keep the ban srmple Be clear about where and when smokrng 
rs or rs not allowed Consrder provrdrng alternatrves for those who cannot 
change therr smokrng pattern overnrght Reaffrrm the polrcy of those who rnfrrnge 
restrictions. 

7 Prov1de ass1stance w1th qwttmg When an employer rntroduces a corporate 
smoking policy, smokers' needs must be considered. Support and counsellrng 
should be offered as part of the polrcy Thrs must be planned and the avarlable 
materrals and human resources need to be ascertarned 

8 Implement the pol1cy. Set a date for starting- about 12 weeks ahead. Put up 
no-smokrng srgns and notrces announcrng the polrcy Smokrng restrictrons and 
bans are generally self-enforcrng, but self-enforcement wrll not be effectrve 
unless the polrcy rs clearly rndrcated by srgns and other notrces Signs announc
rng the polrcy should appear at every entrance to the facrlrty Where smokrng rs 
restrrcted to desrgnated smokrng areas, signs should indicate where the desrg
nated smokrng areas begrn and end Make thrs polrcy known when recrurting 
new employees 

9. Keep the policy under rev1ew Evaluate the polrcy at regular rntervals and refrne 
rt accordrngly 
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Chapter 10 

Tobacco-free health services 

As hospitals and health facilities are both public places and workplaces, 
most of the issues discussed in Chapters 8 and 9 apply to them. However, 
health services are also places where those who are ill seek care and reassurance, 
looking to health workers for relieffrom suffering and for guidance in maintain
ing and improving health. In many countries, one of the most glaring violations 
of the exemplary function of hospitals and health facilities is the use of tobacco 
and the dependence engendered by it. 

What constitutes tobacco-free health services? 

Mention of a tobacco-free policy for health premises usually brings hospi
tals to mind. However, other health premises are often more visible to the 
community and play an important exemplary role. Such premises include 
health centres, maternal and child health clinics, screening facilities, ambu
lances, doctors' surgeries, dental clinics and practices, pharmacies, rehabilita
tion facilities and medical schools. 

The term "tobacco-free health premises" implies that tobacco is not 
used in health care facilities, either by health care workers or by patients or 
visitors. Nor should tobacco be advertised, promoted or sold in health care 
facilities (such as at sales kiosks in hospitals). In some countries, substantial 
amounts of tobacco products are purchased in pharmacies, some of which may 
even advertise tobacco products - a practice completely incompatible with 
the idea that pharmacies and their staff strive to protect and improve the health 
of their customers. In other countries, pharmacists are playing to the full 
the role of health promoter and have important roles in tobacco control 
programmes. 

Tobacco-free health services also include health promotion activities for a 
tobacco-free society, including cessation support services for patients and staff, 
and support for tobacco control policies. 

The terminology defined by the Ontario Hospital Association, Canada, 
can be used to describe the various possibilities currently in use: 

Tobacco-free: A hospital environment where no smoking is allowed in any 
area inside the buildings by any patient, staff member or visitor. 

Tobacco-free with humanitarian exceptions: A hospital environment with 
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no designated smoking areas. The hospital maintains and advertises itself as 
tobacco-free for all patients, staff and visitors, but will honour individual 
exceptions for humanitarian reasons (e.g. terminally ill or chronic care patients, 
or a distressed visiting family member). 

Severely restricted: A hospital environment where a maximum of three 
areas or rooms are designated for patients, staff or visitors to smoke. 

Restricted: A hospital environment where smoking is limited to certain 
areas or rooms. Patients, staff and visitors are subject to rules governing 
smoking within the premises. 

Unrestricted: The hospital does not have a policy on smoking, or the policy 
does not limit who may smoke or where they may smoke. 

The interest in tobacco-free premises lies not only in the exemplary role 
health services have to play, but also in the protection of patients, particularly 
those who, because of severe disease or disability, are unable to avoid exposure 
to tobacco smoke or to communicate their objection. Another important objec
tive of tobacco-free health services is to protect health workers from the 
harmful effects of passive smoking. 

In order to achieve tobacco-free health premises, legislative steps often 
have to be taken. More than 60 countries have already introduced national 
legislation that restricts smoking in health care facilities. In addition, a num
ber of subnational jurisdictions, such as states, provinces, counties, cities, 
towns and hospitals, have adopted regulations banning smoking in health 
facilities. The number of facilities declared "tobacco-free" is growing in both 
developing and developed countries. The laws in different countries vary in 
their comprehensiveness. In some instances smoking is totally prohibited on 
health care premises, while in others smoking is allowed in designated areas 
only. 

Examples of evaluation 

Pharmacists helping smokers to quit in Denmark1 

A JOint project of the Danish Pharmaceutical Association and WHO aims to 
document expenences and results of commun1ty-based programmes designed 
to help smokers to quit. Denmark has 304 community pharmacies evenly 
d1stnbuted throughout the country. The pharmacies have 154000 consumer 
contacts a day and are widely used by people from all walks of life. Th1s puts 
pharmacists in an ideal position to help smokers to qu1t. 

The programme for qu1tting smoking combines the use of nicotine substitutes in 
the form of chew1ng gum or plaster with pharmacist-led support groups at the 
commun1ty pharmacy The programme lasts e1ght weeks and includes six 90-
mlnute meet1ngs at the pharmacy. The concept was tested in a pilot project at 

1 Mollen L. Phamzaczsts helping smokers to quit (report on mterim results). Copenhagen, 
WHO Regional Office for Europe, 1992. 
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20 community pharmacies in different parts of Denmark 1n 1992. Participating 
pharmacists completed a two-day compulsory train1ng course before start1ng 
on the programme. 

The project uses process and outcome evaluation methods. A d1ary kept by the 
pharmacists and a questionnaire completed by the part1c1pants are used in the 
evaluation. The d1ary, which is kept throughout the project, records. 

- the smok1ng status of each part1c1pant, attendance rate and satisfaction With 
partiCipation, 

- t1me spent by pharmacists; 
- marketing and information activities aimed at the general public and health 

care professionals; 
- responses from customers of the pharmacy and from health care 

professionals. 

The participants filled 1n a questionnaire at the f1nal group meeting The ques
tions concerned, among other things, smok1ng status and response to partiCI
pation in the support group The evaluation provides data on the long-term 
effect of the project, through a survey of participants' smokmg status 3, 6 and 
12 months after the last group meet1ng. The non-smoking status of part1c1pants 
12 months after the final meeting IS verified by measurement of carbon monox
ide 1n exhaled air. The evaluator v1s1ts the pharmacy at the end of the course 
and Interviews the pharmacists and participants separately about their experi
ences and views on the programme 

Preliminary reports g1ve an average success rate of 60% Fully 97% of group 
members were satisfied with the programme and 94% were sat1sf1ed w1th the 
way the pharmacists led the group. All of the pharmacists were interested 
in starting up new support groups and 85% of them expressed interest 1n 
organizing support groups on other health subjects. 

Johns Hopkins Medical lnstitutions 1 

A number of factors make the establishment of a tobacco-free environment in a 
health care institution more complex than in other public places. A series of 
phases of evaluation and Implementation may be needed 1n an attempt to reach 
a consensus on pol1cy. 

In 1987 the Board of Trustees of Johns Hopk1ns decided to ban smok1ng 1n 
all areas of the hospital complex Because the complex comprised 23 buildings 
in a 12-block area and employed more than 10000 individuals, the implemen
tation process focused on changing the underlying organ1zat1onal culture as 
it related to smoking. A s1x-month programme was 1nst1tuted on 1 January 
1987 to prepare the employees for a total smoking ban that would become 
effective on 1 July 1987 Th1s was preceded by a survey in November 1986 of 

1 Based on Stillman FA et al. Endmg smoking at the Johns Hopkins Medical Institutions. 
Journal of the American Medical Assoczatwn, 1990, 264(12): 1565-1569. 
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all permanent employees of the hosp1tal complex and the school of med1c1ne. 
A year after the first survey, a second survey was done, aga1n us1ng a 
self-adm1n1stered questionnaire The results were confirmed by vanous direct 
observations. 

Self-report of smoking behaviour by employees 

During the year between the surveys, the reported cross-sect1onal smok1ng 
prevalence declined by 25%, from 21 7% to 16 2% (P < 0001) Those who 
continued to smoke reported that the average number of cigarettes they 
smoked per day had declined by 20% from 16.4 to 13 1 The average number 
smoked during working hours had declined from 7.8 to 3.8. 

Serv1ce workers had the highest self-reported smok1ng prevalence both before 
and after the start of the pol1cy (34 6% at basel1ne, 27 3% at follow-up), whereas 
phys1c1ans had the lowest self-reported prevalence (55% at baseline, 2.7% at 
follow-up). The number of c1garettes smoked per day decreased in all employee 
groups after the pol1cy was Implemented. 

Observed smok1ng by staff and v1s1tors declined dramatically between the two 
surveys, indicating widespread compliance with the smoke-free environment. A 
decrease 1n the number of staff and v1s1tors using the cafeteria was reflected 1n 
a reduction 1n overall cash rece1pts as well as a reduction 1n the total number of 
people present in these areas during the s1x months after 1ntroduct1on of the 
smoke-free policy The effect was short-lived, however, and the numbers of 
individuals using the cafeteria had returned to baseline levels one year after the 
smoke-free pol1cy was 1n1t1ated 

Cigarette stub counts and hospital fires 

In elevator lobbies, lounges and entrances, a reduction of 80 7% in the total 
count of c1garette stubs was observed dunng the s1x months after the smoke
free policy was introduced, whereas a reduct1on of 96% was observed in 
wait1ng areas An increase of 7 7% was recorded 1n the number of cigarettes 
extinguished at hospital entrances 

The number of fire incidents had averaged 20 per year (ranging from 12 to 29) 
for the four years before the policy was introduced Most of these fires did not 
involve property damage or injury There were no fire incidents between 1 July 
1988 and 1 July 1989, the f1rst year of the hospital's no-smoking policy 

Monitoring of atmospheric nicotme vapour 

Change 1n the concentration of vapour-phase nicot1ne was used as a proxy for 
environmental tobacco smoke The level of environmental tobacco smoke fell by 
1-2 orders of magnitude in offices, elevator lobbies, corndors, lounges, and 
cafeterias Environmental tobacco smoke decreased by nearly 80% 1n rest
rooms, but the differences were not stat1st1cally significant 
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Smoking cohort quitting rates 

The ftrst survey found a total of 1124 self-professed smokers Of these, 889 were 
sttll employed one years later, and 446 of these returned the second survey 
questionnaire, giving a follow-up rate among the remaining smokers of 50% 
The self-reported sustained quitttng rate 1n the years between surveys was 
20.4% (91/446). If the worst-case scenarto 1s assumed- that is, that all of the 
remaining non-respondents had continued smoking - the qu1tt1ng rate would 
be 10.1% (91/899). The exclusion of those with self-reported non-smoking 
status of less than three months slightly altered these qu1tt1ng rates (81/ 
446(18 2%): 81/899(9.0%) ). 

This evaluation suggested that the introduction of a smoke-free environment at 
the Johns Hopkins Hospital was effecttve in reducing exposure to environmental 
tobacco smoke and in reductng the overall prevalence of smoking among 
employees. 

Comments 

The evaluation presented 1n the example from the Johns Hopktns medtcal 
institutions can be considered as a model, 1n part because of the relatively htgh 
return of the questionnaire and the practical methods used to cross-check the 
replies received (butt counts, nicotine vapour). The discipline in responding to 
the survey and 1n complytng with the policy can be attributed to the preparation 
of the employees In a number of other hospital surveys carried out in the same 
Circumstances and for the same purpose, servtce workers had a higher rate of 
smoktng and more dtfficulttes 1n cutting down; some even mildly opposed the 
policy. Around the world, moves both for and against stricter policies in a 
number of hospttals have coinctded wtth the general social atmosphere in the 
city or country, showing how much the success of a tobacco-free hospital can 
be influenced by the larger community 

Guidelines for evaluation 

Expected outcomes 

As described above, the three expected immediate outcomes of a tobacco
free health service are: 

- no use of tobacco on health premises by patients, visitors or staff; 
- prohibition of the sale or promotion of tobacco on the premises; 
- health promotion activities for a tobacco-free society, including sup-

port services for patients and staff who want to stop smoking, and 
support for improved tobacco control policies. 

Ultimate outcomes, in addition to the health effects already described, 
would be related to the role of the health services in setting an example and the 
encouragement their example may provide directly or indirectly to other public 
places, workplaces or individuals. 
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Surveys and sources of information 1 

To promote a tobacco-free health service, it may be necessary to get an 
idea of tobacco-control efforts being implemented in other health services by 
means of legislation or local regulations. This can be done through literature 
searches, exchange programmes and so on. 

With the above background information, most of the surveys described in 
Chapter 9 will then be applicable - survey of staff smoking behaviour and 
opinions on smoking, follow-up surveys at regular intervals, validation of 
results though observation and measurement (e.g. nicotine concentration), 
staff opinion with regard to continuing or extending the policy. 

How to evaluate 

To evaluate the implementation of a tobacco-free health services 
programme, the process outlined in Chapter 2 should generally be followed, 
and the information in Chapters 2 and 3 used whenever necessary. The 
following methodological and practical advice is specific to this chapter. 

The methods presented in Chapter 9 apply generally to all components of 
the evaluation process. As for other workplaces, it is important to precede the 
creation of a tobacco-free environment by an opinion poll of staff. This is an 
evaluation measure that also serves as a health promotion measure. 

It should not be necessary to demonstrate the relevance of the 
programme. Ethics and compassion dictate that patients be cared for in the 
healthiest environment possible. In order to be adequate, the policy should take 
into account the needs of certain patients and the progression of smoking 
cessation among staff. Physical facilities should also be considered when esti
mating the adequacy of a programme. 

Cost-benefits may be similar to those described in Chapter 9. However, 
the systematic institutionalization of tobacco-free health premises relates to 
matters of an ethical nature and it does not seem appropriate to judge a moral 
issue in terms of costs and benefits. 

Indicators to support the evaluation2 

The indicators mentioned in Chapter 9 should also apply here, with the 
following additions mainly regarding the adequacy of the programme: 

• Is the establishment of a tobacco-free policy part of a local community 
endeavour, is it part of a national tobacco control movement, or is it 
being carried out independently? 

1 General mforrnation for evaluatiOn and Its sources are described in Chapters 2 and 3. 
2 Indicators listed in Chapter 16 should also be considered. 
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Has a steering group representing all categories of personnel in the 
health facility been created to promote, monitor and follow up the 
implementation of the tobacco-free policy? 

• Are all hospital personnel encouraged to stop using tobacco? Is advice 
on stopping smoking provided? 

• Is support for stopping smoking given to patients as an integral part of 
treatment - particularly for certain diseases such as cardiovascular 
disease, chronic lung disease, cancer and diabetes - in much the same 
way as drugs and physiotherapy are prescribed? 
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Chapter 11 

Bans on tobacco advertising and 
sponsorship1 

Tobacco brand names and the image associated with them are the key 
to tobacco product advertising and sponsorship, and public health surveillance 
and legislation should focus on controlling them. While the tobacco industry 
often denies that its advertising, promotion and sponsorship are aimed at 
encouraging young people to smoke, a number of studies have shown other
wise. 

In the generally controversial area of tobacco control, measures banning 
advertising and sponsorship have attracted unprecedented controversy. 
The World Health Assembly took a firm stance on this issue in 1990 by 
adopting Resolution WHA43 .16 which recommends WHO Member States "to 
consider including in their tobacco control strategies plans for legislation and 
other effective measures at the appropriate government level providing for ... 
progressive restrictions and concerted actions to eliminate eventually all direct 
and indirect advertising, promotion and sponsorship concerning tobacco". 

Content of a ban on advertising and sponsorship 

Advertising is one of the strongest weapons of the tobacco industry. 
Firstly, advertising conveys the message that smoking is socially acceptable, 
and even pleasurable and sophisticated. By associating tobacco with youth, 
beauty, sport, nature and sexuality, advertising encourages and invites smok
ing. Secondly, the substantial revenue that newspapers and magazines receive 
from tobacco advertising may influence their editorial policies and deter some 
of them from publishing articles on smoking and health. In 1994, 21 countries 
had total bans on tobacco advertising. 2 

1 The support of Dr Murray Laugesen, Public Health Commission, Wellington, New 
Zealand, in drafting of this chapter is gratefully acknowledged. 

' Classified by WHO Region, these are as follows: 
Africa: Algena, Mozambique, Sudan. 
The Americas: Canada, Cuba. 
Eastern Mediterranean: Afghanistan, Iraq, Jordan. 
Europe: Finland, France, Iceland, Italy, Lithuania, Norway, Portugal. 
South-East Asia: Mongolia, Thailand. 
Western Pacific: Australia, New Zealand, Singapore and VietNam. 
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Tobacco brand names are promoted in three main ways: 

• through tobacco product advertising; 
• through indirect advertising on non-tobacco goods. The tobacco indus

try has systematically endeavoured to fight restrictions by placing brand 
names or trademarks on other products, such as sports clothing, that 
indirectly advertise tobacco. This type of deviation around advertising 
restrictions has often been attacked in the courts. 

• through tobacco-sponsored advertising. Increasingly, the tobacco in
dustry seeks to keep its name and products before the public and to 
promote a positive image by sponsoring and financing sports events and 
the arts. 

Comprehensive legislative action aimed at protecting children and adults 
from being influenced and encouraged to smoke should cover these three areas 
of promotion. A complete ban on tobacco advertising would call for generic 
packaging rather than brand names. 

In addition to their direct intent, bans on advertising may act in a variety 
of ways: 

• Legislated bans on advertising announce society's verdict on the prod
uct. Tobacco advertising bans passed by parliament may have enough 
authority to convince some smokers that smoking really is dangerous. 

• Bans on advertising directly remove support for smoking behaviour. 
Advertising bans take away from smokers many reminders to light up 
another cigarette. 

• Bans on advertising also take away the glamorous imagery that supports 
the use of each brand of cigarette. 

• Advertising bans remove persuasive arguments to keep smoking. Adver
tisements for low-tar cigarettes imply that, by smoking low-tar ciga
rettes, smokers can keep their habit and avoid the health risks. Instead 
of quitting, smokers are encouraged to switch to low-tar brands. 

In view of the results of evaluation of the influence of tobacco advertising 
and sponsorship on children during the past two decades, a complete ban on 
advertising and sponsorship may be the most essential element of a multi
faceted tobacco control policy. Additionally, the visibility of such a measure, 
which may often be controversial, will give wide publicity to the issue of 
tobacco control. 

Examples of evaluation of the effectiveness of 
a ban on advertising 

Norway, 1975 

In 1970, the Norweg1an parliament endorsed the development of a national 
tobacco control programme and called for the establishment of a central author-
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ity, the National Council on Smoking and Health, to "prepare, propose, coordi
nate and supervise government measures against the harmful effects of to
bacco". In 1975, a comprehensive Act on Restrictive Measures for Marketing of 
Tobacco Products (the Tobacco Act) came into force. lt incorporates the follow
ing major provisions 

- a total ban on all forms of advertising This means a ban on advertising of 
any type of tobacco product, Including not only cigarettes and cigars but 
also cigarette papers, cigarette-rollers and pipes Window displays and 
point-of-sale advert1s1ng are proh1b1ted. Show1ng tobacco products 1n adver
tisements for other products IS proh1b1ted; 

- compulsory warning Several different health warnings are required to be 
used in rotation on packages of c1garettes. 

To evaluate the effectiveness of the Tobacco Act (wh1ch 1s part of a more 
complete tobacco control pol1cy), extensive use was made of surveys of smok
ing prevalence and attitudes to smoking. Youth surveys were made possible by 
the cooperation of schools and teachers. Professional groups such as doctors 
and nurses responded well in postal surveys. Surveys of the general public 
were commissioned through the Central Bureau of Statistics 

Of particular 1nterest to the debate, current 1n many countries, on whether 
advertising bans lead to a loss of employment in the advertising Industry 1s a 
study show1ng that there is no evidence whatsoever that anyone in the advertis
Ing industry became unemployed as a result of the advertising ban. Norway saw 
a continuous increase in annual advertising sales, both before and after en
forcement of the tobacco advert1s1ng ban in 1975. The average annual increase 

Year 

1971 
1972 
1973 
1974 
1975 
1976 
1977 
1978 
1979 
1980 
1981 
1982 
1983 
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Table 4. Total sales of advertising by Norwegian advertising 
agencies, 1967-1983 

' 1979 pnces 

Total value of advertising 
(Norwegian Kroner, millions)• 

943 
946 
959 
992 

1042 
1105 
1276 
1306 
1231 
1293 
1301 
1362 
1443 

- Information not available 
Source Norweg1an Assoc1at1on of AdvertiSing Agenc1es 

%spent on 
newspaper advertising 

46.2 
43 3 
43.7 
441 
45 2 
47.1 
48 3 
45 9 

46 4 
45 6 
47.2 
47 3 
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Fig. 3 Per capita consumption of cigarettes and smoking tobacco by 
people aged 15 years and over, Norway 
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was higher 1n the eight years after 1975 than 1n the eight years before, as shown 
1n Table 4. 

Registered sales of tobacco per adult (aged 15 and above) 1n Norway showed 
an 1ncrease dunng the 1950s and 1960s. From 1970 the sales levelled off, 
decreasing dunng the 1980s from 2044 g per adult 1n 1979-80 to 1853 g per 
adult in 1990-91 (Fig 3). 

The advertising ban had different effects 1n the age groups 16-24 years and 35-
44 years dunng the period 1973-1990. Data 1nd1cate that the ban was espe
cially effective in reducing the number of young people taking up smok1ng (Fig. 
4) 

New Zealand, 1990 1 

Advertising restnctions on tobacco were tightened 1n New Zealand in 1963, 
1973, 1979 and 1987, and 1n 1990 when the Smoke-free Environments Act 1990 

1 Based on studies carried out in New Zealand by Dr Murray Laugesen, Public Health 
Commission, Wellington, New Zealand. 
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Fig. 4. Percentage of the population who smoked daily 1973-1990 
(three-yearly mov1ng average) 
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banned tobacco advertising, reducing tobacco advertising expenditure 1n the 
mass media by 80% 

In 1984 New Zealand adults smoked the equivalent of nearly 2800 cigarettes 
annually. Tobacco consumption was at mid-range, with New Zealand ranked 12 
among the 24 countries 1n the Organ1sat1on for Econom1c Co-operation and 
Development (OECD) New Zealand repeatedly 1ncreased tobacco taxation 
from 1984 on, indexed tobacco prices 1n 1989 and banned tobacco advertising 
almost totally in 1990. In 1991 tobacco consumption fell to 1783 cigarette 
equivalents per adult per year, the lowest rate among OECD countnes except 
for Sweden wh1ch in 1991 was 1719 c1garette equivalents per adult. A combina
tion of tax and advert1s1ng control policies appears to be the most effective m1x 
for decreasing tobacco use 

Although final figures are not available for all OECD countries, by 1991, those 1n 
wh1ch consumption had decreased below 2000 c1garette equivalents per adult 
were countries that had legislated for total or near-total bans on tobacco 
advertising-New Zealand, Norway and Sweden. Between the six months be
fore and the six months after the advert1s1ng ban 1n New Zealand, sales fell 
markedly (see Table 5), by 8-15% The possible causes were higher prices (up 
2.2%), lower income (down 0 2%), lower expenditure on tobacco advertising 1n 
the mass med1a (down 81%), and a more severe tobacco advertising ban. 
Independent of pr1ce and income effects, a drop in consumption of 8.2% was 
attributed to the ban on tobacco advert1s1ng. 

116 



PART 2. HEALTH PROTECTION: ECONOMIC MEASURES AND RESTRICTIONS 

Further study revealed that the consumption of tobacco products in New 
Zealand peaked in 1963 and c1garette sales peaked 1n 1975 Sales fell rapidly 
between 1984 and 1990 when the real price of tobacco Increased by 60% 
Dunng the period 1984-90, before the latest ban took effect, tobacco consump
tion fell by 1% every 11 weeks. In 1992, after the ban, it fell by 1% every six 
weeks, a change not adequately explained by other factors, to a new record low 
level of 1600 cigarette equivalents per adult per year. Tobacco consumption 
was halved between 1975 and 1992, with four -fifths of that decrease after 1984. 

Comments 

In the United Kingdom in 1992, the Department of Health published a rev1ew of 
evidence on the effect of tobacco advertising on consumption. Exam1n1ng f1rst 
the "indirect and circumstantial evidence", the review found both plaus1ble 
mechanisms and extensive correlations between advertising and Increased 
smok1ng but found no proof of causation Comparisons of different countnes 

Table 5. Tobacco consumption and its determinants, in the six 
months before and after the New Zealand advertising ban, 
December 1990 

Determinants of consumption 
Real disposable income. 

July-Dec 
1990 

(before 
the ban) 

households w1th full-t1me wage-earner 1000 
all adults ::=-:25 years 1000 

Real reta1l trade index per capita, seasonally 1000 
adjusted 

Re~ p~ce index 1000 
Tobacco advertising expenditure. (m1ll1on NZ$) 1.74 
Tobacco advert1s1ng restnction score (max = 1 0) 7 5 

Measures of consumption 
Total tobacco products released for sale" 2603 

(cigarette equ1valents, m1ll1ons) 
Adults smok1ng any cigarettes (%)b 28 6 
Adults smoking only manufactured c1garettes (%)b 14 9 
Adults smok1ng only hand-rolled cigarettes (%)b 4 4 
Manufactured c1garettes smoked per smoker per dayb 13 5 
Manufactured cigarettes smoked per adult per dayb 3.3 
Volume of manufactured cigarette sales 1n 7 9 

supermarkets (% of grocery sales)c 

a Data from the Department of StatiStiCS 
b Data from OTR Spectrum Research surveys 
c Data from AGB Scandala, purchased by the Department of Health 
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Jan-June 
1991 
(after 

the ban) 

998 
994 
959 

1022 
0 32 
90 

2203 

25.6 
12 1 
42 

12 7 
27 
7.3 

Change 
(%) 

-0 25 
-0 6 
-41 

+2.2 
-81 

+20.0 

-15 4 

-10 5 
-18.1 
-51 
-6.5 

-171 
-86 
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showed a correlation between tighter controls and lower consumption but did 
not prove that the former gave nse to the latter. Studies of IndiVidual countries 
over time presented many methodological difficulties, but showed a preponder
ance of pos1tive correlations between expenditure on advertising and consump
tion 68 sign1f1cant and 103 1ns1gnificant negative results in the 19 studies 
examined The rev1ew concluded that, if advertising had no effect. roughly 
equal numbers of pos1t1ve and negative findings would be expected, and that 
therefore the balance of evidence was for a postitive effect on consumption. 
Finally, the review exam1ned the effects of four bans on advertising. Economet
ric analyses of the ban 1n Norway found drops in consumption of 9-16%, and 
evidence was quoted for a 6 7% effect 1n Finland, 4% in Canada, and 5.5% in 
New Zealand. These are described as falls "on a scale which cannot be 
reasonably attnbuted to other factors" 

Evaluating advertising and sponsorship bans 

Ideally, the effects of advertising bans have to be compared with what 
would have happened without such intervention, assuming other factors had 
remained the same. In practice, prices and income may change, as may other 
socioeconomic factors. 

Expected outcome of such programmes 

The first impact of a ban on advertising is reduced contact with 
promotional images of tobacco and a decrease in the apparent prestige of 
tobacco use. Taking into account the effect of advertising on consumption, the 
second impact is a decrease in tobacco use, thus leading to long-term health 
gains. 

Sources of information and methods for evatuation1 

To evaluate the success of advertising bans, the process outlined in 
Chapter 2 should generally be followed and the most appropriate methods 
selected from Chapters 2 and 3. The methodological and practical advice given 
here is specific to this chapter. 

The approaches detailed below describe how to measure the effective
ness of a ban on advertising and sponsorship. Complex studies and techniques 
are not needed but continuous monitoring and comparison of trends are 
essential. This can be done even in countries where such evaluations are not yet 
common. 

Effects of advertising bans on cigarette sales can be seen from data 
collected on a weekly basis within five weeks, a period which allows for the 

1 General information for evaluation and 1ts sources are described in Chapters 2 and 3. 
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influence of monthly magazines. Quarterly data will show an effect in the 
following quarter. Annual data will show sales falling in the same year. 

The relevance of advertising bans has been demonstrated in a number of 
countries at various stages of socioeconomic development. For those who argue 
that such bans are not relevant or effective, it should be pointed out that if 
major tobacco companies are spending increased amounts on advertising (US$ 
1.8 thousand million in 1978 and US$ 3.27 thousand million in 1991, not 
including large amounts spent on sponsorship of sports and cultural events), it 
is because they expect an enormous return from these expenditures. 

The adequacy, efficiency, effectiveness and impact of a ban on advertising 
can be evaluated by means of the following comparative approach which 
considers the evolution of a number of factors. 

Measuring the amount of advertising 

• Outdoor and shop advertising can be measured by a simple count every 
year of tobacco advertisements on outdoor signs, on public transport, or 
outside shops (either all the shops in the area or a random sample). The 
count will show if the number of signs is decreasing or increasing. This 
simple means of monitoring and evaluation can produce immediate 
results for policy action. For example, members of the public will take 
increased interest once they know how many tobacco advertisements 
there are in their town, by how much the number is increasing, and that 
product and sponsorship advertising may be seen at certain locations. 
The results may even increase local pressure on government to ban 
tobacco advertising and sponsorship. 

• Tobacco product advertising in the mass media typically contains the 
brand name in large lettering, often with supportive imagery. A packet 
of cigarettes or tobacco is often given prominence, with a short adver
tising slogan about the product. 

In many countries, media research firms count the number of adver
tisements in each publication or on each television channel and estimate 
the cost according to the publisher's or broadcaster's rates. The re
search firms then sell data on the estimated total expenditure by tobacco 
manufacturers and importers on advertising tobacco products in print 
media and on television. This information is reported on a monthly, 
quarterly or annual basis. Any health agency may purchase such infor
mation. This information can be made public to make people aware of 
the issue, to help the public evaluate the need for further restrictions, 
and to help evaluate tobacco manufacturers' and importers' compliance 
with current restrictions. 

• Sponsorship (tobacco brand name) advertising associates the tobacco 
brand name with a sports, artistic or charitable event. In sponsorship 
advertising, tobacco products are not mentioned or shown and no ad-
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vertising slogans about the product are used. To monitor sponsorship 
advertising on television during a sports event, one can count either the 
number of times the tobacco brand name is seen or, with a stopwatch, 
measure the length of time for which the brand name is seen. 

If a health agency knows of a major tobacco-sponsored event to be 
screened on television, it could call on medical students, tobacco con
trol advocates, members of NGOs or other concerned individuals to 
monitor the number of times a tobacco brand name is seen sufficiently 
clearly to be readable. Brand name exposure may vary from one event 
to another, depending on the position of the advertising signs and the 
position of the camera crew. 

• Indirect advertising on non-tobacco goods may serve to promote to
bacco products and the smoking habit. Brand names may be placed on 
toy racing cars and sports clothing - promotion obviously designed to 
popularize smoking among the young. A considerable amount of candy, 
gum and other products are sold in packaging that resembles cigarettes, 
oral snuff cans or dry tobacco pouches. From the tobacco industry's 
marketing viewpoint, there are excellent reasons for promoting look
alike products. Children and young people learn the shape, form and 
feel of tobacco look-alikes. 

Measuring trends in use of tobacco products 

One way of measuring trends in use is to review excise statistics of 
tobacco released for sale. Because governments in almost all countries 
collect tax from tobacco sales, data are available at national level on 
the quantity of tobacco products released onto the market. Apparent 
consumption can also be calculated by taking the total production 
minus exports, plus imports and plus or minus change in stocks. For 
international comparisons, the figure for consumption of tobacco prod
ucts in tonnes is divided by the population age 15 and over in millions 
to give the number of cigarette equivalents consumed per adult 
(whether smoker or not) per year. (One gram of tobacco is assumed to 
be equivalent to 1 cigarette, so that 1 tonne of tobacco is equivalent 
to 1 million cigarettes). The trend in total consumption over the pre
vious 12 months is the best guide to current trends. The monthly 
trend may fluctuate wildly as wholesalers buy up stocks when prices are 
low. 

• Tobacco control agencies can monitor weekly or monthly cigarette sales 
at local, regional or national level. Data can be purchased locally from 
supermarket managers or nationally from media research firms. Sales of 
cigarette packets reported as a percentage of the number of grocery 
items purchased allows for fluctuations in the number of customers. 
The price of cigarettes can be monitored in the same way. By watching 
the weekly sales graph, tobacco control agencies can study the effect of 
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price discounting and see whether heavy advertising or health cam
paigns affect sales from week to week. If discounting is found to pro
mote cigarette sales it can be prohibited by legislation. 

• In many countries, the steepest rise in the percentage who smoke occurs 
at 13-15 years of age when many adolescents smoke only occasionally. 
In other countries, notably China, smoking uptake occurs late in adoles
cence. However, for nearly all countries, the percentage of 20-24-
year-olds who smoke is a measure of complete smoking uptake by 
adolescents. This percentage is the most appropriate for international 
comparison of smoking uptake. Surveys of 15-year-olds conducted in 
schools (which should include questions about pocket money and 
source of cigarettes) will give up-to-date measurement of uptake close 
to the event. 

• Smoking prevalence can be measured in several ways. In some countries, 
smoking prevalence is monitored continously by house-to-house sur
veys. Other countries monitor smoking once a year or every two years. 
In Norway, for instance, the smoking habits of thousands of students 
have been studied by surveys mailed to schools every year or so. Coun
tries should determine their own ways of measuring tobacco consump
tion as part of their national information system and should identify the 
resources they can put into it. People should, if possible, be classified as 
current smokers, former smokers, or those who have never smoked. 

Measuring public1ty for tobacco control 

An important side-effect of tobacco advertising bans is that they get 
visibility and often generate controversy. A simple count each week of news 
items about smoking in local newspapers can trace the impact of legislation 
controversies. 

At national level, news agencies may provide news clippings for a fee 
based on the number of items supplied, thereby providing a count of the 
number of news items purchased each week. In countries with several main 
languages or regions, differences may show up in the daily news balance. 

Monitoring visibility in newspapers can give a good picture of the effec
tiveness of the advertising ban. In addition, a more qualitative analysis of some 
of the data- that is, the number of times tobacco brand names are seen during 
the broadcast of sports events - can show the relevance and adequacy of the 
ban. 

Evaluating anti-tobacco sentiment 

Response to a standard question, such as "Do you think smoking causes 
lung cancer?", monitored regularly will indicate the readiness of the public for 
political action aimed at further control of tobacco. This question can be 
adapted to "Do you think snuff can cause mouth cancer?" or "Do you think 
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smoking can harm unborn and new babies?" or "Do you think smoking or 
using chewing tobacco or snuff is addictive?" 

One of the advantages of the methods presented above is that they can be 
modified for application in a variety of situations and countries, even with 
limited resources. 

Indicators to support the evaluation 

Evaluation of bans on tobacco advertising and sponsorship can be carried 
out through a variety of indicators. 

Extent of the ban 

• Does the ban adequately cover all media? Has the possibility of using 
tobacco brand names for other purposes been covered by the ban? Are 
all forms of sponsorship covered? 

• Does the ban cover promotion, advertising and sponsorship of tobacco 
products exported to other countries? How can the original country 
control this? 

Application of the ban 

• Have proper provisions been made to put the ban into effect? 
• Have proper measures been taken to enforce the ban? Has a surveillance 

mechanism been established? Have provisions been made for possible 
litigation? 

• Have all interested parties- health agencies, major NGOs interested in 
tobacco control, professional groups such as physicians, charities con
cerned with disease prevention (cancer and cardiovascular disease), 
politicians, Members of Parliament and the media - been urged to 
support the ban on advertising? 

• Have proper information campaigns been conducted to: 
- alert the public to how much money is being spent in persuading 

people to smoke? 
- keep the need for tobacco control measures, and particularly adver

tising bans, in the public mind? 
- inform the public as to whether the problem is getting worse, getting 

better or remaining static? 
- tell the public whether any ban is decreasing advertising as intended 

(and if not, why not)? 
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let the public know the ratio of expenditures for and against 
smoking? 

Monitoring of the ban and evaluation of its effects 

• Has the law been monitored and have its effects been evaluated? At 
what intervals has this been done? Is the monitoring integrated into a 
general public health surveillance system? 

Follow-up 

• Has continuous follow-up been planned? 
• Is continuous political support for the ban being ensured? 
• Will the law/decree be reviewed and adjusted in light of the results of the 

monitoring and evaluation? 
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Chapter 12 

Content, form and use of health 
warnings1 

What are health warnings? 

Health warnings are statements put on packaging, product information 
inserts or advertisements to warn consumers that the product may have nega
tive effects on their health or on the health of others. Health warnings may be 
voluntary or obligatory. By themselves, statements of yields of tar, nicotine and 
carbon monoxide are not considered to be health warnings. 

Warning statements and more detailed explanations should include infor
mation on general health effects, specific disease risks, effects of passive smok
ing, effects in pregnancy, dependence and benefits of quitting. The consumer 
has a moral and, in many countries, a legal right to know these facts. They are 
all important concerns and information about them should be included on 
cigarette packets. 

Health warnings (and other mandatory product information) are an es
sential component of a comprehensive tobacco control strategy that aims to: 

alert the public to the health hazards of cigarette smoking, its depen
dence-producing nature and its major adverse health effects (there is 
also a strong case for warning about the dangers to other people, 
particularly to children and unborn babies, of involuntary or passive 
exposure to tobacco smoke); 

- deter people from starting to smoke or from becoming habitual users; 
- support a health education programme; 
- put the weight of governments and health authorities behind an anti-

smoking policy and thus assist the movement towards a non-smoking 
environment; 

- provide information on the benefits of quitting smoking and thus 
motivate people to quit smoking, or help those who have decided to 
quit or reduce their smoking to do so; 

- specify tar, nicotine and carbon monoxide levels with a view to 

1 The information provided by Michelle Scollo, Director VSHP, QUIT, Victoria, Australia, 
for the draftmg of this chapter is gratefully acknowledged. 
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explaining what these constituents are and what each does to the 
body. 

As of January 1991, 77 countries required health warnings on tobacco 
products, but most of these countries ( 48) required merely a statement that 
smoking is injurious to health. Following the example pioneered by Sweden, 
however, increasing numbers of countries are adopting the use of warnings that 
are regularly changed to capture the attention of the smoker. In all, 27 coun
tries or territories require "rotating" or strong warnings (one country in the 
WHO African Region, six in the Region of the Americas, five in the Eastern 
Mediterranean Region, 11 in the European Region, one in the South-East Asia 
Region and three in the Western Pacific Region). 

Examples of evaluation1 

Health warnings and contents labelling on tobacco products 
in Austra/ia2 

In 1991 the Centre for Behavioural Research in Cancer (CBRC) in Victoria, 
Australia, was given the task of reviewing the possible purposes of health 
warnings and contents information on tobacco packaging. In addition to the 
obvious pr1nc1ple of the customer's nght to know, 1t seemed that public health 
objectives could be served by appropnate warnings and labels, aimed at 
influencing decisions and behaviour in respect to smoking. 

If manipulating features of packaging can have effects on behaviour, two issues 
arise First, under what circumstances and with which groups of Individuals 1s 1t 
most likely that effects would be found? Second, where is it most important that 
the effects should occur? Since the opportunities for empirical research were 
limited by t1me and budget constraints, priority was g1ven to studies of samples 
of children and adolescents The effects of tobacco packet manipulation are 
l1kely to be greatest on people experimenting w1th tobacco but not yet depen
dent on 1t This is a group already identified 1n Australia as a major target in all 
the nat1onal and state programmes directed at reducing the prevalence of 
smoking. 

Using an extens1ve amount of 1nformat1on on a range of subjects, CBRC looked 
at several features of the presentation of such messages that m1ght increase 
the1r effectiveness The researchers then developed some opt1ons for constitu
ent labell1ng, wording and placement of warn1ngs, warning explanations and 
package design. 

1 The two examples given here centre on warnings to be placed on tobacco packages. 
However, it should be underlined that warnings are also important for billboards and 
printed advertisements, as well as for radio if broadcasting of tobacco advertising IS 

allowed. 
2 From Health wamings and contents labelling on tobacco products. Review, research and recom

mendations. Prepared by the Centre for Behavioural Research in Cancer for the Mmisterial 
Council on Drug Strategy, Tobacco Task Force on Tobacco Health Warnings on Content 
Labelling in Australia, 1992. 
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Next, CBRC developed and conducted a comprehensive series of surveys and 
experiments to test a number of hypotheses, opt1ons and recommendations. 
These tested, among other things, the legibility of messages, comprehension, 
the credibility and persuasiveness of messages, the personal relevance of 
warn1ngs to the target group, and message recall. 

One of the most interesting studies in the CBRC report is titled Adolescent 
comprehensiOn of words and concepts used in tobacco health warnings In the 
study, high school students were tested on their comprehension of various 
words and terms that might be included 1n health warn1ngs Comprehension 
was judged by several cnteria. Some were strict - whether the students 
correctly answered an open-ended question. Others were generous- whether 
the students could choose the correct meaning from a multiple choice of 
possible meanings, where hints were given to the correct meaning in the 
context of the description. 

The results are sobering for anyone trying to educate young people about 
health risks. None of the terms tested was understood by all the students, 
judged by either the strict or the generous cnteria. Only 33% of students 
def1n1tely understood the word "causes", and only 13% understood the world 
"premature" Over 50% def1n1tely did not understand the word "fatal", and over 
80% did not understand the world "lethal". No student could correctly define the 
words "cancer", "asthma", "heart", "lungs" or "stroke", while a large proportion 
of them were judged as definitely not knowing what these terms meant 

The results of these surveys show that many of the words commonly used in 
health warn1ngs are not understood by most teenagers at the age when they are 
likely to consider taking up smoking 

Given the low levels of comprehension apparent among h1gh school students, 
CBRC concluded (and Australian Health M1n1sters subsequently accepted) that 
health warnings were not suff1c1ent and that a full explanation of the health nsks 
of smoking and the benefits of quitting was also necessary. The Australian 
regulations now require that the ent1re back of the pack be devoted to this 
explanation. 

The results demonstrate the need to frame messages as clearly and simply as 
possible, and to provide clear explanations for terms that are poorly understood 
but cannot be avo1ded in any sensible discussion of risk and health effects. 

lt also demonstrates the need to test proposed warn1ngs with prionty target 
groups and to mon1tor target group understanding of warn1ngs over time. 
Language is constantly evolv1ng and is culturally determined. The words "lethal" 
and "fatal", for m stance, may be less accurately understood in the 1990s 
because of confusion caused by association w1th film titles such as Lethal 
weapon and Fatal attraction. 

After careful analysis of the results of those studies, CBRC recommended that 
warnings be structured as short, simple, unambiguous statements, and that 
they should Include evocative words that encourage readers to ident1fy with the 
suffenng caused by smoking. 
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Tobacco health warning messages, inserts and toxic constituent 
information study, Canada1 

In 1990, the Health Protection Branch of Health and Welfare, Canada, indicated 
its intention to change the warning component of the Canadian Tobacco Prod
ucts Control Act of 1989 by adding four new messages, introducing packet 
inserts and changing the s1ze, location and colour of the messages. G1ven the 
Health Protection Branch's commitment to implementing these changes, the 
probable reluctance within the tobacco industry and the differing views regard
Ing the nature and effectiveness of warning messages on c1garette packages, 
Health and Welfare Canada requested research to evaluate the effectiveness of 
the text of: 

- existing and proposed health warning messages, 
- proposed packet 1nserts; 
- existing and proposed formats for information on toxicity. 

The research was intended to evaluate effectiveness in the context of smokers' 
comprehension of the various terms and text (Interpretation and clarity), general 
reactions as they related to appeal and bel1evab1lity, and educational impact, 
covering such 1ssues as motivation, relevance and memorabli1ty. 

Some 228 personal 1nterv1ews were conducted in three cities. IndiVIduals were 
recru1ted by telephone and brought to a centrallocat1on. The sample consisted 
of male and female smokers between the ages of 12 and 50 years A quota 
sampling des1gn was used to obtain target groups according to age/sex and 
light/heavy smokers. At the analysis stage, data were weighted to reflect pro
portions of smokers in the population, by age and sex, as estimated by Statistics 
Canada Because of the large number of matenals to be evaluated, not all were 
shown to each respondent However, all respondents were asked questions 
about general health warnings, existing health warnings, preference for pack
aging and Information format, and all were shown proposed health warn1ngs 

For the proposed health warning messages the sample was div1ded in 
two so that each respondent was shown four of e1ght messages. F1nally, for the 
inserts, the sample was split into four, with each respondent be1ng shown two of 
the e1ght inserts. Examples were rotated to correct for order b1as. 

The conclusions of the research 1nd1cated a number of new approaches that 
showed the usefulness of the evaluation. For example: 

• Messages are particularly 1mportant to young smokers (12-15 years) who 
may be less aware than older persons of the health nsks associated w1th 
smoking 

• Proposed messages dealing with "new" health 1ssues are less acceptable 
and details may need to be provided with the inserts 1f the Information 1s to be 

1 Tobacco health waming messages, inserts and toxic constituellt information study. Prepared for 
Tobacco Products Section, Environmental Health Directorate, Health and Welfare 
Canada, May 1992 (Document No. TR 16379). 
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believed. lt would be appropnate to match inserts w1th packet messages, at 
least for new message 1deas (such as "Cigarettes cause strokes" wh1ch 
elicited the most controversy without the benefit of an explanation) In addi
tion, the French translation of the message about stroke was unclear and 
caused many smokers to dislike and disbelieve the message. 

• Proposed messages were perceived as stronger than existing ones, as 
equally important and meaningful, and their format was preferred to that of 
ex1sting messages. 

• Words l1ke "fatal" and "kill" were seen as too strong, and should be avo1ded 
1f the message is to be accepted. Statistics were effective in communicating 
news and, although some people questioned their validity, most were 
motivated by them 

• Read1ng of messages at point of sale IS seen as minimal compared with 
read1ng dunng everyday handling of cigarette packets. 

Comments 

To be effective, health warnings have to be noticed, they have to be persuasive 
and they should prov1de guidance for appropriate action To be not1ced, health 
warnings need to stand out from the surrounding packet design and need to be 
large enough to be read eas1ly. To be persuasive, the warnings need to be 
understood, believed and judged by the reader to be personally relevant. lt 
follows that use of warnings about a comprehensive range of Ill-effects In
creases the chance that at least one of the warn1ngs w1ll have an 1mpact on the 
reader. Further, the effectiveness of any call to act1on is enhanced by specific 
1nstruct1ons about the first step to take 

Agenc1es w1sh1ng to regulate labelling and warnings on c1garette packets need 
to ensure that proposed listings, warn1ngs and explanatory notes meet each of 
these criteria. The Australian CBRC report provides comprehensive guidance 
on the design of studies to evaluate the Impact of proposals aga1nst these 
criteria. 

Government agencies contemplating the 1ntroduct1on of new health warnings 
are encouraged to exam1ne th1s report very closely. Many of the findings, such 
as those concerned w1th legibility, will be universally applicable The methods 
used to demonstrate the legibility of warnings could easily be replicated in any 
JUriSdiCtion The CBRC study and international research on legib1l1ty prov1de 
essential information covenng pnnt s1ze, font type, background colour, contrast 
and many other features. 

In other cases the findings are probably fairly specific to English-speak1ng 
cultures. Whether the message is understood, believed and seen as relevant 
is probably largely influenced by the ex1st1ng level of knowledge of smoking 
and other soc1al and cultural factors, such as the standards of literacy and 
knowledge of science in the population However, these papers prov1de a 
useful methodology that could be replicated by any agency w1sh1ng to establish 
the comprehensibility, potency and bel1evab111ty of various terms and 
messages. 
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Guidelines for evaluation 

Expected outcome of the programme 

The World Health Assembly, in resolutions WHA39.44 and WHA43.16, 
has recognized that restriction of marketing by the tobacco industry, including 
the regulation of packaging and labelling, is a key component of a comprehen
sive tobacco control programme. Effective health warnings, messages, inserts 
and contents labelling provide the smoker (or potential smoker) with informa
tion aimed at discouraging tobacco consumption. The purpose of evaluating 
these elements is thus to ensure their maximum effect. In particular, the policy 
aims to ensure that packaging will not appeal to young people and that appro
priate product information is provided. 

Sources of information and studies to be conducted1 

Standard methodological approaches can be used or adapted for assessing 
opinions and understanding of words and images within the context of indi
vidual cultures. Empirical questions and studies may often be sufficient. Focus 
group approaches, the use of questionnaires and household surveys should be 
considered if time and resources permit. When addressing a population with a 
great diversity of culture and education, care should be taken to select represen
tative samples of each category. 

Surveys and experiments should be designed to address the various ele
ments of the health warnings, from the identification of target groups to the 
format, content and legibility of the message and its expected impact. The same 
comments are valid for health warnings on radio and billboards. 

Methods and steps for evaluating the programme 

To evaluate the use of health warnings and information, the process 
outlined in Chapter 2 should generally be followed, and the information in 
Chapters 2 and 3 used whenever necessary. The following methodological and 
practical advice is specific to this chapter. 

In the light of the findings of the study in Canada, described above, and 
by comparing these with the expected output of the programme, evaluation 
should help to determine where and how health warnings and information 
should be presented. Evaluation should identify the information and messages 
to be given and should determine the effectiveness of the information. A 
complete evaluation of a "warning programme" should then demonstrate: 

- if the programme is relevant to the main target groups of population; 
- if warnings have been designed in a way that is likely to have more 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 

130 



PART 2. HEALTH PROTECTION: ECONOMIC MEASURES AND RESTRICTIONS 

impact on some population groups than on others (for instance, 
simple messages and drawings may be particularly important for 
young smokers of 12-15 years or to illiterate sections of the population 
in a number of countries); 

- whether or not the programme has been properly and adequately 
elaborated and carried out (see the criteria, pp. 132-133). 

Methods of evaluation are presented here as a set of essential questions to 
be answered; such simple evaluations should be possible even in countries 
where evaluations are not yet common. 

The effectiveness of health warnings in fulfilling the purposes and func
tions outlined above will depend on the extent to which they are legible, read, 
understood, believed, thought by the target audience to be relevant, and 
remembered. Thus, the following questions need to be raised and answered: 

• Is the message noticed? 
• Is the message (delivered through written words or pictograms) legible? 
• Is the message read? 
• Is the message believed? 
• Is the message thought to be personally relevant? 
• Is the message remembered? 
• In addition, has the label (or accompanying text) been tested to deter-

mine if it: 
alerts the user to the fact that there is a danger; 
specifies what the danger is; 
specifies what steps should be taken to avoid that danger? 

How can the impact of warnings be evaluated? 

Choosing the measure of outcome is complicated and deserves discus
sion. Ideally, one would like to measure behavioural outcomes, but it is not 
possible to measure changes in smoking uptake until a new system of health 
warnings has been implemented. Obviously it is not ethical to give children 
cigarettes (regardless of how they are labelled) and so it is not possible to 
measure smoking uptake or decreased consumption as dependent variables in 
preliminary research. Behavioural theory tells us that knowledge and under
standing are likely to influence firstly attitudes and intentions about smoking 
and ultimately behaviour. Ways of improving knowledge and understanding of 
health effects can be tested. 

The long-term impact of health warnings across the entire population of 
a country will be similarly difficult to disentangle from the effects of other 
smoking control strategies. In Australia, for instance, the new health warnings 
were introduced one year after large price increases in cigarettes and several 
major legal judgements on passive smoking. In addition, all forms of tobacco 
promotion were phased out over the two years following the introduction of the 
new warnings. 

131 



EVALUATING TOBACCO CONTROL ACTIVITIES 

Introducing a new system of health warnings could itself change the social 
context of smoking. It is likely to provoke media discussion and public debate. 
It is also likely that other components of a tobacco control strategy, such as a 
health education programme, will be introduced concurrently. 

It is crucial for government agencies to monitor the impact of the health 
warnings over time. Are the cigarette manufacturers complying with the re
quirements? Have they found loopholes to exploit, thus undermining the intent 
of the legislation? Is the language in the health warnings still appropriate to the 
population and current linguistic usage? Is the impact of the warnings waning 
over time? Are some warnings more potent than others? 

From the public health perspective, no other strategy can match health 
warnings for cost-effectiveness of health education. Once the original planning 
is completed, the public cost of health warnings is near zero and involves only 
a one-time cost for the manufacturer. The message is likely to reach every 
potential smoker before the decision to purchase is made, and will reach every 
confirmed smoker dozens of times a day. The crucial issue is to prevent 
warnings from becoming ineffective through being too small, too vague, too 
difficult to understand or too familiar. 

Indicators to support the evaluation 

To facilitate the adoption of culturally acceptable and effective warnings 
and information, responses to the following questions may be of use. 

• Have the dangerous contents of tobacco smoke been effectively con
veyed on the packaging of all tobacco products? In particular, children 
handling cigarettes with a view to trying smoking should be provided 
with comprehensible information on the hazardous contents of tobacco 
smoke. 

• Have the adverse health effects of tobacco smoking been effectively 
conveyed on the packaging of all tobacco products? Consumers have a 
right to be informed about the hazardous consequences of use. Informa
tion is most likely to affect behaviour if it is available at the time the 
behaviour takes place. 

• Has the dependence-producing nature of tobacco smoke been effec
tively conveyed on the packaging of all tobacco products? Non-smokers 
may be more cautious about experimenting with smoking if they under
stand the risk of dependence. 

• Are the dangers to other people caused by involuntary or passive expo
sure to the adverse effects of tobacco smoke effectively conveyed on the 
packaging of all tobacco products? Smokers need to have information 
on the consequences their smoking may have on others. 

• Is information to encourage dependent smokers to quit, and to assist 
those wishing to do so, provided on the packaging of all tobacco prod-
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ucts? Smokers need to have available to them the first step towards 
quitting at the very moment when they decide to try. 

• Have the content, wording and sequencing of health warning materials 
taken into account priority target groups according to the situation in 
the country? These could include adolescents at risk of taking up 
smoking, smokers contemplating quitting, pregnant women, parents 
and smokers with smoking-related diseases. 

• Have the content and wording of warnings taken into account the 
knowledge, literacy level and cultural experience of the country? 

• Has the possibility of selling tobacco products in "standard" packages 
(without brand names) or even in "tombstone" (blank) packages 
been considered? This would undermine the impact of advertising and 
brand recognition, particularly among adolescents and young people. 

• Has the physical format of the health message or warning been tested 
for: 

noticeability, 
legibility, 
the parts most likely to be remembered, 
the size of the warning compared with the size of the package? 

• Have the adequacy and effectiveness of the messages been analysed to 
maximize the possibility that the warnings are noticed, read, under
stood, believed, considered relevant to their intended audience and 
remembered. Have provisions been made for illiterate sections of the 
population or for people using another language? 

• Are there provisions, with respect to all aspects of labelling, for changes 
to be made in the light of new discoveries? Are there provisions for 
monitoring and evaluation to ensure continued effectiveness? 
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Part 3 

Health promotion: advocacy, 
information and education 

Positive cultural, social and behavioural determinants of health inter
act with the provision of health services to reduce morbidity and 

mortality. While health protection measures can ensure that essential warnings 
about the risks of tobacco consumption are communicated to the population 
and that some control is exercised over smoking, there remains a need for 
thorough public information and education to help people change behaviour. 
Protecting the health of the population is indispensable but it is not sufficient. 
The role of health promotion is to encourage people to be responsible for their 
own health by convincing them, collectively or individually, of the value of 
health-promoting behaviour. 

Health promotion ranges from mass campaigns giving evidence of the 
harmfulness of tobacco use, to the individual training and persuasion that are 
often required because of the dependence-producing nature of nicotine. Indi
cators of success thus include modification of behaviour at the level of society 
and individual qualities such as knowledge and self-esteem. 

In tobacco control, the strategy of imparting knowledge and creating 
awareness by giving information on health issues has not proved to be suffi
ciently effective. Various approaches have been designed to involve the target 
populations of smokers and future smokers more closely, taking into account 
their information needs, beliefs, lifestyles, and ways of thinking and learning. 

Health promotion activities call for evaluation at different levels. Analysis 
of the situation of the population and the successes and failures of previous 
attempts to educate and inform should be followed by pre-testing of proposed 
programmes and continuing evaluation and monitoring of behavioural change 
leading to healthier lifestyles. Success in discouraging the use of tobacco results 
from a cumulation of individual behaviours. Evaluation of health-promoting 
tobacco control activities will thus have to look at individual behaviour before 
making generalizations about the target groups of public health action. 

In preventing people from using tobacco, the challenge is twofold: firstly 
to reach as many users as possible (often through various intermediaries such 
as political leaders or other decision-makers), and secondly to discourage the 
users from smoking and change their behaviour. This challenge varies in its 
qualitative and quantitative terms (particularly with regard to resources) ac
cording to the country, the society and, most probably, the stage of the tobacco 
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epidemic in the target population groups (see p. 3). The effectiveness of 
intervention approaches (from public information in the media to individual 
intervention by highly-skilled personnel) needs careful evaluation as such 
approaches may often represent a high cost both for society and for individuals. 

Several investigations have concluded that health promotion programmes 
return a clear net economic benefit within the domain of tobacco control. As 
discussed in Part 1, however, the prime purpose of health promotion is not to 
enable individuals or governments to save money or increase productivity, but 
to attain a better standard of health for the whole population. 
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Chapter 13 

The use of mass media 
communication1 

It has been suggested that tobacco control activities using the mass media 
should seek to accomplish two goals: firstly to increase the public's exposure to 
pro-health, anti-tobacco messages and, secondly, to limit the public's exposure 
to pro-tobacco messages. This chapter deals with the first issue; the second 
issue is dealt with in Chapter 11. 

The mass media have been used in attempts to modify a wide variety of 
health-related behaviours, including smoking, drinking driving, exercise, food 
preparation, and sexual behaviour. 

The initial per capita cost of mass media approaches to the general 
population is low. It can be even lower when well conceived and merged with 
entertainment that can convey the message. In many countries, such 
programmes may be the only feasible approach to tobacco control. The media 
used will vary according to the popularity they enjoy in different cultures and 
countries. 

What are the different uses of mass media for tobacco 
control? 

Over the past few decades, the use of mass media has become increasingly 
popular as a strategy for delivering preventive health messages. Mass media 
interventions involve the use of: 

- written media, daily press or other periodicals (even newsletters); 
-radio; 
- television; 
- entertainment that may help carry a message. 

Recent advances in communication theory and techniques allow precise 
targeting of desired audiences. 

Mass media campaigns appear to have a number of advantages over more 
traditional public health strategies. First, mass media presentations can reach a 

1 The contribution of Dr Pal Kraft, National Institute of Public Health, Oslo, Norway, to 
the drafting of this chapter is gratefully acknowledged. 
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large proportion of the population. Second, such programmes are able to reach 
groups that are often difficult to reach through traditional health care channels. 
Third, mass media interventions integrated into existing programmes provide 
a relatively inexpensive means of exposing the population to health informa
tion. Fourth, the message itself can be more sophisticated and potentially more 
powerful than in other types of intervention by using, for example, positive role 
models. Finally, mass media have the potential to modify the knowledge and 
attitudes of a large proportion of the community simultaneously, thereby 
providing social support for behaviour change in a way that individually 
targeted interventions cannot do. 

On the other hand, mass communication also has a number of obvious 
disadvantages. First, the use of some mass media (e.g. television) requires the 
accessibility of relatively expensive technical equipment to both the sender and 
the receiver of the message. Second, the use of some mass media requires the 
target group to be able to read, yet illiteracy is still widespread around the 
world. Only radio, the mass medium least commonly used for tobacco control 
in industrialized countries, reaches a general audience. Third, the use of mass 
communication generally implies a one-way communication process which 
precludes feedback from receivers who may have misunderstood the message. 
Nevertheless, used in a planned and reasoned manner, adapted to each na
tional situation and to the characteristics of each target group, the mass media 
can in most countries play an important role in a comprehensive tobacco 
control programme. In some developing countries, the mass media may be the 
main (and often the only) means for communicating the "tobacco or health" 
message since the meagre resources for health are usually directed to health 
problems, such as communicable diseases, that are perceived as immediate 
priorities. The general population may not even be aware of the risks linked to 
tobacco consumption while the media may be widely disseminating tobacco 
advertising. 

The combined use of many media through multimedia campaigns can be 
even more profitable than use of a single medium. There is every reason to 
expect that the aggregate effect of a number of mass media campaigns will 
surpass the sum of the effects of each one of them. Such programmes and 
campaigns help place concerns about tobacco on the agenda for public debate 
and interest, generating media coverage. This is what has been attempted by 
WHO in coordinating the international World No-Tobacco Days and in pro
ducing material for the press (press kits with articles, posters, photos and 
cartoons), the radio (audio tapes) and television (videotapes). In addition, an 
advisory kit is produced to support NGO and community actions to create their 
own media campaigns and events. 

Media advocacy is the strategic use of the mass media to promote public 
.Policy initiatives. It does not attempt to change individual smoking behaviour 
directly, but uses the media to promote public debate about tobacco. Media 
advocacy shifts attention from smoking as solely an individual problem to the 
role of public policy in shaping individual health choices. Media advocacy 
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stimulates community involvement in defining public initiatives that influence 
the social environment in which consumers make choices about tobacco use. In 
contrast to a planned information campaign or public relations effort, a media 
advocacy campaign is more like a political campaign in which competing forces 
continually react to unexpected events, breaking news, and other opportuni
ties. Effective media advocacy requires knowledge of the media, knowledge of 
the relevant tobacco policy issues, and skill in framing an issue for public 
debate. 

Examples of evaluation 

Evaluating World No-Tobacco Day in Norway: 
the advertising approach1 

World No-Tobacco Day was or1g1nally intended to prov1de an opportunity for all 
those who smoke to stop for at least 24 hours. Every year, WHO, the initiator and 
coordinator of World No-Tobacco Day, produces and distributes a number of 
materials such as rad1o recordings, videos and posters. In each WHO region, all 
sorts of act1v1t1es are organized in the Member States and at the regional levels, 
by health authorities, schools, NGOs and other groups. The press makes 
people aware of the theme of each Day and draws attention to the idea of a 
tobacco-free society and non-smoking as a soc1al norm In most of the Member 
States of the World Health Organization, nat1onal, regional and local mass 
med1a have intensively covered "tobacco or health" issues in relat1on to the 
celebration of World No-Tobacco Day 

In Norway, the behav1ounal effects of World No-Tobacco Day were evaluated in 
1988 through an interview survey of a representative sample of Norweg1an 
adults (n = 1200) carried out two weeks after World No-Tobacco Day. The 
sample was selected using a two-stage cluster procedure and the data col
lected by a commercial poll organization. Dunng the Interview, information was 
obtained on the respondents' awareness of World No-Tobacco Day, and on 
changes 1n the1r smoking behaviour on that particular day and during the 
following two weeks 

The results showed that 96% of the respondents were aware of World 
No-Tobacco Day. F1ve per cent of daily smokers reported not hav1ng smoked on 
the day itself, while 18% reported having reduced the1r smoking. Two weeks 
after the day, 2% of the prev1ous daily smokers st1ll had not smoked, wh1le 9% 
reported that their smok1ng was still reduced. On the basis of off1c1al smoking 
prevalence data, the number of people who quit on World No-Tobacco Day was 
45 times higher than on any ordinary day among da1ly smokers, and 200 t1mes 
h1gher among occas1onal smokers. 

1 Schioldborg P. WHO's "World No-Tobacco Day": an effect analysis of the years 1988 and 
1990 in Norway. Paper presented at the Eighth World Conference on Tobacco or Health, 
Buenos Aires, 1992. 
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Comments 

The Norwegian example 1s a study that falls w1th1n the advertising paradigm. A 
post-test only was used to estimate the effect of the campaign, and data were 
collected by means of an interview survey of a representative sample of the 
Norwegian adult population undertaken by a commerc1al poll organization Th1s 
design is relatively cheap and easy to manage in countries where the represen
tative samples can be easily drawn and where commercial poll organizations 
can be h1red. With just a small number of quest1ons, a picture can be obta1ned 
of the effect of a mass med1a ant1-smoking campa1gn. 

Guidelines for evaluation 

Expected outcome of the mass media campaign 

The expected outcome of a mass media anti-smoking campaign is: 

to increase public knowledge about a series of tobacco control issues, 
from the risks associated with tobacco consumption to the different 
methods of stopping smoking; 
to discourage tobacco consumption and thus to decrease smoking 
prevalence among the population. 

A review of 40 mass media programmes and campaigns designed to 
influence cigarette smoking1 concluded that, when properly planned and 
implemented, such programmes may produce changes in awareness, knowl
edge and attitudes to smoking. 

How to find the information 2 

Three aspects of the campaign will need to be measured: 

• How many people have been reached with the information (and have 
understood it)? 

• How many people have changed their behaviour as a result of the 
campaign? 

• What has been the cost of the campaign? 

For newspapers and television, useful information can easily be obtained 
from advertising and press agencies, and from bodies that monitor advertis
ing. To assess the impact of mass media advertising, it will be necessary 
to register progressive changes. Probably the least expensive approach is to 
have specific questions inserted into existing regular surveys. A more expen-

1 Flay BR. Evaluation of the development, dissemination and effectiveness of mass media 
health programming. Health educatzon research, 1987,2:123-129. 

' General information for evaluation and its sources are described in Chapters 2 and 3. 
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sive approach, but one that yields much more information, is a special survey 
of a representative sample of the target audience. A compromise option is 
to survey only those people who request further information as a result of 
a particular media presentation, which is what most evaluations of mass 
media smoking cessation programmes have done. Any survey can include a 
range of questions, covering awareness, recall, attitudes, intentions and actual 
behaviour. Decisions need to be made about the number of surveys- post
tests only, pre-test and post-test, or multiple pre-tests and post-tests. Some 
options obviously cost more than others but also provide more informa
tion, which makes interpretation easier. An experimental approach (which 
is relatively costly and time-consuming) will consist of having two groups, 
one exposed to an anti-smoking campaign and the other not exposed. 
Any differences between the groups at the post-test are attributed to the 
intervention. The experimental approach involves some difficulties, especially 
when larger aggregated units are being compared. In some instances, the 
cost of implementing such an evaluation may be an argument against its 
use. 

How to evaluate the programme 

To evaluate the use of mass media in tobacco control, the process 
outlined in Chapter 2 should generally be followed, and the information in 
Chapters 2 and 3 used whenever necessary. The following methodological and 
practical advice is specific to this chapter. It is based on questions and issues 
that are simple enough to be used in countries where such evaluations are not 
yet common. 

Relevance and adequacy of the mass media campaign 

A number of mass media campaigns have failed because they were not 
tested adequately during development or because they simply did not reach the 
target audience. Such outcomes suggest that emphasis must be placed on 
planning, pre-testing, and audience testing of a finished product before it is 
disseminated. Evaluation of how well the final product reaches its intended 
audience and is accepted by them is as important as determination of the 
effectiveness of the product. 

Mass media programmes can generally be considered to be relevant (see 
p. 137), but it may be necessary in some circumstances to check how they relate 
to the main health and social policies of the country and if institutions are in a 
position to follow up the campaigns. 

The adequacy component of the evaluation is much more important. Too 
often media approaches have followed models developed in other countries and 
have thus been either inefficient or misunderstood. The adequacy of such 
programmes lies not only in the fact that the programme has been properly 
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formulated but also in its cost and the possibility of repeating actions as often 
as necessary. 

Several standard strategies are used in formative evaluations of mass 
media campaigns. Several phases of formative evaluation are recommended: 

• Idea generation evaluates the idea of the campaign in the context of the 
lives of the people towards whom the message will be directed and in the 
context of health behaviour theory and empirical research. 

• Concept testing is based on focused interviews and qualitative research 
techniques with the aim of determining the role of the behaviour one 
wants to change in the lives of the people one wants to reach. This 
information is used to assess the appeal of the campaign message. 
Group interviews can be extremely valuable in preliminary research on 
the contextual validity of a basic idea or message for a campaign. 

• The positioning statement is the product of the concept testing; it is an 
outline of the message one wants to communicate to the target audience 
and is the starting-point for the development of creative materials for 
the campaign. 

• Copy testing is research that exposes a test audience to an advertisement 
and evaluates the success of that advertisement in communicating the 
intended message. Usually small population samples are used for read
ing and discussing the advertisements, but more sophisticated con
trolled experiments can also be undertaken. 

The process of formative evaluation may lead to changes in the final 
production version of the campaign. These may be small changes or dramatic 
revisions. Efficacy m·azs try to establish whether the campaign can produce the 
desired effects. This type of evaluation should be carried out prior to the 
launching of the campaign and should be based on test campaigns conducted 
in a small sample of markets. Ideally, the campaign's efficacy (i.e. whether it 
will work if ideally implemented) should be distinguished from its effectiveness 
(i.e. whether it does work when implemented). Campaign efficacy should be 
determined through the use of randomized experiments. The proposed media 
campaign should be implemented in several carefully selected test markets and 
potential outcomes estimated. 

Progress, effectiveness, impact 

Most research into media effects recognizes that outcomes are mediated 
by the following factors: 

- audience attention to the message, existing knowledge and attitudes, 
and behaviourial experience; 

- the extent to which media messages capitalize on the audience's per
ceived needs; 

- the campaign designer's ability to limit counter-messages in the media 
environment; 
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the extent of interpersonal communication about media programme 
content; and 
supplementation of media programmes. 

Formative evaluations of media campaigns are especially useful for ob
taining detailed, documented evidence of effectiveness prior to further develop
ment. During a formative evaluation, alternative campaigns or campaign 
messages can be tested on a small scale, thus helping to contain costs. This type 
of research partially answers the question "What works best?" It is an unfortu
nate fact that the budgets of most anti-smoking campaigns do not allow the 
kind of formative evaluation that is common in the development of commercial 
advertisements. Indeed, in many cases the formative evaluation involves noth
ing more than a review of creative ideas by the officials funding the campaign 
(perhaps the selection of one campaign from a set of two or three that have 
been developed to the idea stage) and a selection of the campaign design based 
on personal responses. 

Process evaluation involves inquiry into the implementation of the cam
paign. It involves asking what was actually delivered, whether the campaign 
message was aired, how often and to whom. It is common to measure this 
either through surveys of awareness of the campaign or by monitoring feedback 
such as requests for more information. Process evaluation also involves studies 
of the practical organization and coordination of the campaign, asking whether 
all parties involved received the necessary materials in due time, whether 
actions were coordinated and so on. 

Outcome evaluation attempts to find out if the campaign made a differ
ence, if it was effective as implemented, and what its effect was on the target 
audience. 

The impact of mass media approaches in a comprehensive tobacco con
trol effort may also be evaluated in terms of whether they: 

- provide information to the public about facts and issues relating to 
tobacco use; 
alert citizens and policy-makers to public policies that promote to
bacco use; 
motivate people to stop or not to start using tobacco; 
recruit smokers into treatment programmes; 
conduct smoking cessation programmes. 

Cost 

While the cost of media utilization may appear significant, it is necessary 
to underline that the cost per person reached, per person understanding the 
message, and even per person modifying behaviour as a result of the mass 
media campaign is usually very low. For example, World No-Tobacco 
Day receives considerable media coverage in all countries at very little per 
capita cost. 
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In most cases, it may be costly to test the impact of mass media 
campaigns. On the other hand, it may be possible to improve the impact of the 
invested resources. If economic constraints preclude sophisticated studies 
or representative surveys, less expensive options can be tried. Usually less 
expensive options are related to formative (i.e. pre-campaign) studies such 
as group interviews. In some cases, even this may prove too costly. A totally 
cost-free but still effective strategy is for the campaign planner to examine 
critically each step of the campaign in terms of the criteria specified above and 
give explicit reasons for the solutions that are chosen. All decisions should 
be based on explicit arguments related to the national situation, although 
the amount of empirical data may vary according to available economic 
resources. 

Indicators to support the evaluation 

Mass media activities lend themselves to use of a great many indicators. 
Among these, some apply to campaign methods and others to issues that may 
vary by country, group, behaviour, or culture. 

Planning a campaign 

• Has an objective for the preventive initiative been set? 
• Has the potential of the mass media been discussed with regard to this 

objective? 
• Has a target group been defined? 

Has the mass medium been selected in order to reach the targeted 
audience? 

• Has the target group been involved in the production of material? 
• Has the message been pre-tested to ensure that it is understood by the 

target audience? 
• Have the information and material been tested for their capacity to 

alter individual knowledge, beliefs, attitudes and behaviour concerning 
tobacco use? 

• Is the media intervention part of a longer-term campaign aimed at social 
and behavioural change? 

• If the media campaign is aimed at changing specific aspects of public 
opinion on health policy issues (legislation, taxation), has it been 
coordinated with politicians, decision-makers and others likely to be 
involved? 

Implementation of the programme 

• Does the programme include: 
- training for tobacco control advocates on how the different media 
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work (i.e. explanation of what types of stories are deemed news
worthy, how editors decide what stories get covered, and what 
deadlines and logistic issues may influence coverage); 
training for journalists in covering "tobacco or health" issues? 

• Has the programme been implemented as planned? 

Evaluation of the programme 

• Have provisions been made to calculate the number of people reached 
by the programme? 

• Are specific surveys planned to measure the impact of media activities 
on knowledge and behaviour of the target population? 
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Chapter 14 

Tobacco use prevention 
programmes for school-age 
children 1 

What are tobacco use prevention programmes for 
school-age children? 

It has been estimated in the United Kingdom that over 90% of teenagers 
who smoke 3-4 cigarettes become trapped into regular smoking, very often for 
the rest of their lives. It is thus important to "stop before starting" (as advocated 
by a popular children's programme in Belgium) and this has led to the devel
opment of an array of policies and measures aimed at children and adolescents 
(see also Chapters 7 and 15). 

Personal characteristics (assertiveness, moodiness, rebelliousness) and 
social factors (peer pressure, parents' behaviour, advertising, etc.) influence the 
susceptibility of young people to smoking. Prevention efforts have thus centred 
on reducing access to tobacco and on equipping young people with the 
necessary social skills to resist various forms of pressure. For the latter, the 
complexity of the programme and the methods of delivery vary from country to 
country. Often programmes are delivered mainly in schools, but with strong 
links with the community. In countries with many out-of-school young people, 
similar programmes could be delivered by voluntary agencies. This chapter 
concentrates on health education in schools but a number of the issues raised 
and the recommendations given can be applied to tobacco control programmes 
aimed at young people in general. These programmes may progressively 
have to assume greater responsibilities as studies demonstrate that out-of
school children often have high-risk behaviour (i.e. smoking, drinking alcohol, 
carrying weapons). Thus there is a need for a "lifestyle" approach to these 
issues. 

The size and accessibility of the school population make school-based 
health education of children and young people a high priority. In tobacco 
control, interventions have aimed to delay or prevent the onset of smoking 
and to improve related knowledge, health values, self-esteem and other life 
skills. 

1 The support of Professor Don Nutbeam of the Department of Public Health, University 
of Sydney, Australia, and Mr Jack }ones of the Division of Health Promotion and Educa
tion m drafting of this chapter are gratefully acknowledged. 
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Interventions in schools to reduce smoking have been undertaken in 
various forms for many decades. A review of programmes in various countries, 
published in 1978, concluded that the vast majority of the early programmes 
failed to influence smoking behaviour (although a number had achieved educa
tional objectives such as improving knowledge and understanding of the rela
tionship between smoking and disease). This failure was ascribed in part to an 
incomplete understanding of the relationship between knowledge acquisition 
and subsequent changes in behaviour, as well as to the use of inappropriate 
teaching techniques. There have been no studies to compare the output of 
school health education programmes with the impact of tobacco advertising, 
which continues to impose its images on children even in countries where 
tobacco consumption is still relatively low. 

During the late 1970s and early 1980s, a number of innovative ap
proaches to smoking education in schools were developed and evaluated. 
These drew heavily on psychosocial theories (particularly social learning 
theory) in their understanding of adolescent health behaviour, and were de
signed to help young people develop the personal skills needed to resist social 
pressures to smoke. They included, to varying degrees: 

- strategies to prevent children and young people starting to use to
bacco, to help young people who had already started to stop, and to 
enable children and young people to encourage others not to use 
tobacco; 
school policies prohibiting smoking on or near school property; 

- tobacco use cessation programmes for young people and school per
sonnel; 

- implementation strategies such as extracurricular school-based 
programmes, comprehensive school health education covering a broad 
range of health-related information, skills and affective experiences, 
and multicomponent community-wide programmes (in which schools 
are one component). 

These programmes also used new approaches to teaching and learning
for instance by making use of classroom videos and student-led discussion, and 
by seeking to involve the family more directly in smoking education. Some 
programmes even aimed to encourage children to pass on health education to 
their parents, whether about the hazards of tobacco or alcohol use, how to 
maintain a clean water supply, or how to achieve a healthy diet. 

Examples of evaluation 

No other health education programme has been subject to such rigorous 
and repeated evaluations as smoking education. Yet, regrettably, smoking 
education programmes are rarely subject to rigorous outcome evaluation, usu
ally because of the prohibitive costs and long time-lags involved. Very few 
evaluations have been carried out in developing countries. 
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The evaluation of two school smoking cessation programmes in 
the United Kingdom1 

Smok1ng remains the most common cause of premature death and Ill-health in 
the Un1ted Kingdom. The two bas1c strateg1es for reducing the toll of smoking
related disease are to support smokers 1n giving up and to dissuade young 
people from start1ng. In the past decade, considerable attention has been given 
to reduc1ng smok1ng uptake by teenagers, particularly us1ng educational oppor
tunities available through the school system. Smoking prevalence among teen
agers in the Un1ted Kingdom has been monitored 1n an ad hoc way since the 
late 1960s. Since 1982, a senes of biennial national surveys conducted by the 
Off1ce of the Population Censuses and Surveys has provided valuable informa
tion on adolescent smok1ng behaviour, indicating no s1gn1f1cant change in 
prevalence between 1982 and 1990. 

To assess the effectiveness of school-based smoking education projects in 
delaying onset of smok1ng behaviour and in Improving health knowledge, be
liefs and values, a cluster-randomized controlled tr1al of two such projects be1ng 
taught under normal classroom conditions was carried out Thirty-nine schools 
in England and Wales were matched by size and catchment profile and were 
allocated, us1ng a factonal des1gn, to one of four groups One group rece1ved 
the Family smoking education pro;ect, one rece1ved the Smoking and me 
pro;ect, one rece1ved both projects 1n sequence and the last group received no 
Intervention at all All f1rst-year students in the schools were Included and were 
assessed on three occasions (4538 at the pre-test, 3930 at the Immediate post
test, and 3786 at follow-up after one year) 

Main outcome measures 

Analysis was based on self-reported information backed by saliva sample, 
groups were compared for change 1n smok1ng behaviour and change 1n rel
evant knowledge, bel1efs and values Differences between groups 1n potent1al 
confounders, such as social background and smok1ng status of parents, were 
adjusted for 1n the analysis, as were the effects of the cluster-random1zation 
procedure. 

Results 

No consistent significant differences 1n smoking behaviour, health knowledge, 
beliefs or values were found between the four groups. For those who had never 
smoked at baseline, the proportion who had still not smoked at first and second 
follow-up were· control, 85% and 74%; Family smokmg education project, 82% 
and 65%; Smoking and me pro;ect, 81% and 70%; both projects, 84% and 69% 

These results are disappointing. They contrast with many studies from the early 
1980s which showed a clear Impact of health education on teenage smok1ng 

1 Charlton A. Smoking cessation help for young people: the process observed in two case 
studies. Health education research, 1992, 7:249-257. 
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behaviour but are consistent with find1ngs from other recent comparable stud
ies. Some very modest differences in the achievement of educational objectives 
may be observed, but the fact remains that two major school-based smok1ng 
education projects in the United Kingdom have failed to offer any improvements 
over nonspec1f1c, population-wide approaches. 

Conclusions 

Reduc1ng smoking w1ll requ1re more comprehensive Interventions than school 
health education alone. Other measures, Including further restrictions on ac
cess to c1garettes and on the promotion of tobacco products, need to be 
considered Further research is needed to develop effective school-based 
health education proJects, which should be formally f1eld-tested under normal 
conditions before widespread dissemination. 

School interventions in Goa1 

Children have been a particular target of tobacco advertising 1n Goa, India. Use 
of tobacco in different forms is very common and starts at a young age. Sweets 
and candies that look like cigarettes are sold in packages similar to c1garette 
packets. A tobacco product in paste form has been sold 1n toothpaste-like 
tubes. Called a "creamy snuff", this product is 1n1t1ally used as toothpaste. 
Because of this problem, the Goa Cancer Society conducted several epidemio
logical studies to determine the prevalence of tobacco habits among school
children and adults, to educate schoolchildren through a specially des1gned 
curriculum on tobacco habits and Interventions, and to assess the feasibility of 
using schoolchildren to encourage the1r parents and the community in general 
to stop us1ng tobacco. 

The first survey was earned out from 1986 to 1987 Thirty-one schools were 
randomly selected from 73 Villages, and self-administered questionnaires dis
tributed to 6271 children. Information was elicited on soc1odemographic data, 
the nature of tobacco habits, the age of starting to use tobacco, and the 
poss1ble influence of parents and family members About 13.4% of boys and 
9.5% of g1rls used tobacco, mostly of the smokeless variety. They began use as 
early as f1ve years of age and most were introduced to tobacco use by fam1ly 
members and friends. The second survey was carried out the following year on 
persons aged 15 and over. A house-to-house survey was carried out on a 40% 
systematic sample from the 73 villages 1n the first survey. Information on age, 
sex and tobacco use was collected on 29 713 Individuals. The results showed 
that 33% of men and 20% of women used tobacco 

Follow1ng these two surveys, education about tobacco hab1ts and interventions 
was given to students in 46 selected Villages Class teachers were given a 
three-hour train1ng course A sample of 448 boys and 338 g1rls from the 1nter-

1 Vaidya SG, Vaidya NS, Nalik UD. Epidemiology of tobacco habits in Goa, India. In: 
Gupta PC, Hamner JE Ill, Murti PR, eds. Control of tobacco-related cancers and other 
diseases. lnternatwnal symposium, 1990. Bombay, Oxford University Press, 1992. 
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vention areas were interviewed again and were compared w1th a sample of a 
similar number of boys and g1rls from the non-intervention areas. 

At the same t1me as the school-based intervention, information on tobacco was 
also distnbuted to the community by multipurpose health workers and 
AnganwadJ (child welfare) workers. 

The main measures used were assessment of cognitive and att1tud1nal changes 
towards tobacco use following the school health intervention, and the cessation 
rate among adults who were influenced by the children in the community. (The 
study did not, however, make clear which were the results of the school health 
education and which were attributable to the commun1ty-based intervention of 
the AnganwadJ.) 

Children who received health education on tobacco and intervention methods 
were Instrumental 1n achieving a stoppage rate of 9.7% among adults. More
over, there was a sign1f1cant difference 1n att1tude among children who had been 
g1ven the programme, compared w1th the control group. The former group 
developed a negative attitude towards tobacco. 

The investigation focused on the importance of 1nclud1ng health education 
material on tobacco 1n school cumcula it highlights the findings that such 
material Is useful in shaping children's attitudes towards tobacco and in convey
ing the intervention messages to their parents 

Smoking prevention in South Africa1 

An anti-smoking Intervention took place 1n the black townsh1ps of Guguletu and 
Lange near Cape Town in South Africa Thirty-one children were pre-tested and 
post-tested 1n the intervention schools, as were 40 in control school A; 40 
children were post-tested only in control school B The programme consisted of 
four 1-hour lessons a1med at increasing the children's self-confidence in the1r 
ab1i1ty to choose healthy lifestyles The evaluation consisted of self-administered 
questionnaires. The react1ons of parents, principals and teachers were re
corded and a video programme of the 1ntervent1on was evaluated by health and 
educational authorities. Dunng the intervention, children's self-confidence in
creased, using a series of scores, and their use of tobacco decreased com
pared with children at the two control schools The evaluation of the programme 
led to a recommendation that the local Department of Education should Incor
porate the programme 1n the official school cumculum. This is currently being 
Implemented and the programme 1s be1ng expanded on a nat1onw1de basis As 
part of the evaluation, the overall cost of developing the programme was 
calculated. The estimated total cost was approximately US$ 20000, wh1le the 
cost of a s1ngle lesson is approximately US$ 6400 (1nclud1ng staff time and value 
of teach1ng a1ds). For a commun1ty Interested in try1ng th1s approach, the 

1 HunterS, Steyn K, Yach D. Smoking preventiOn in black schools: a feasibility study. South 
Afncan Journal of education, 1991, 11: 137-142; HunterS et al. Self-confidence enhance
ment: a new anti-tobacco approach in South Africa. Amerzcan Journal of public health, 1991, 
81:928-929. 
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estimated cost per student will decrease as the number of participants in
creases. lt is recognized that children need to gain self-confidence in their 
abll1t1es to make correct dec1s1ons. Th1s health promotion programme provided 
that opportunity for every child 1n the class Booster sess1ons 1n the form of a 
dramatized song reinforced the message 1n the classroom. A long-term study IS 
needed to test the ultimate effectiveness of this programme. 

Comments 

The results of the study conducted 1n the Un1ted K1ngdom are d1ff1cult to explain. 
Th1s study deliberately exam1ned the 1mpact of the proJects under normal 
classroom cond1t1ons. Previous success, such as with the or1ginal Minnesota 
Smok1ng Prevention Programme, may well be a consequence of the expenmen
tal classroom cond1t1ons under wh1ch 1t was taught Results ava1lable from two 
recent tnals of programmes based on the ong1nal Minnesota model also show 
d1sappo1nt1ng f1ndings in the1r 1mpact on smoking behaviour. In both cases, 
these programmes were taught under real-life conditions, using ord1nary class
room teachers for their implementation 

Study results such as these 1nd1cate the need for closer examination of the 
1ntended behavioural outcomes of school-based programmes The United 
Kingdom projects both went through limited f1eld-test1ng to examine acceptabil
Ity to teachers and pupils before being rushed 1nto wide d1ssem1nat1on. G1ven 
that the problem of teenage smoking needed to be tackled with some urgency 
at that time (and still does), such a course of action was understandable 
However, in the future such speedy implementation of promising 1nnovat1ons w1ll 
need to be accompanied by efforts to monitor intended behavioural outcomes 
and by test1ng of school projects in real-life settings. 

A meta-analys1s of evaluations 1n the USA identified eight strategies and 
programme charactenstics that have helped schools carry out successful pre
vention efforts. These are: 

- giv1ng smok1ng prevention s1gn1ficant attention in the school curriculum (at 
least f1ve classroom sess1ons in each of two years and a booster sess1on 1n 
sen1or h1gh school); 

- teach1ng students how to refuse to use tobacco, including information about 
the soc1al Influences on tobacco use and about tobacco's short-term effects 
on the body, 

- scheduling tobacco education to f1t 1nto the existing curriculum so that it can 
be delivered effectively in a variety of sequences and classes, 

- beginning tobacco education dunng the transition year from primary to 
secondary school (at about age 11 ); 

- involv1ng students 1n present1ng tobacco prevention programmes, but hav-
ing teachers lead the sess1ons; 

- gett1ng parental support for tobacco prevention programmes; 
- tra1n1ng teachers thoroughly; 
- using an approach that IS socially and culturally acceptable to each 

community. 
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The example from South Africa stresses the need to focus on spec1f1c aspects 
of behavioural theory. In this case, teaching concepts were denved from soc1al 
cognitive theory developed locally. This study also emphasizes the need not to 
rush into the development of health education material that 1s unlikely to bnng 
about significant changes. A greater investment in behavioural theory is needed 
if children's behaviour IS to be changed in a significant way. 

Guidelines for evaluation 

To evaluate school health education programmes, the process outlined in 
Chapter 2 should generally be followed, and the information in Chapters 2 and 
3 used whenever necessary. The following methodological and practical advice 
is specific to this chapter. 

Expected outcome of the programme 

The ultimate expected outcome of school tobacco prevention pro-
grammes would be: 

a reduction in the percentage of students who report they are "current 
smokers" using a definition that does not include "experimenters"; 
an increase in the age at which students try tobacco; 
an increase in the percentage of students who encourage others not to 
use tobacco. 

Intermediate steps towards this goal will be to: 

- impart knowledge about the harmful effects of smoking; 
- encourage children towards more healthy behaviour; 
- build children's self-esteem; 
- give children the means to control their own behaviour. 

Immediate measurable outcomes are: 

- the percentage of schools that conduct tobacco control activities, by 
grade; 

- the percentage of students that take part in tobacco control activities, 
by grade; 

- the percentage of teachers who have been trained to conduct tobacco 
control activities; 

- the extent to which the activities are carried out as planned. 

Information required for evaluation1 

The analysis will depend on the modifications of knowledge, attitudes 
and beliefs, and on smoking behaviour of those who have undergone the 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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programme compared with groups not submitted to the programme. As men
tioned in Part 1, tobacco use is such a social issue that it is almost impossible 
to eliminate all confounding variables in the assessment of different types of 
interventions. However, in the case of school programmes, it may be better to 
analyse at baseline such data as sex, mother's smoking status, father's smoking 
status and father's occupation, which can be potential confounding variables in 
the assessment of intervention effects. In particular, smoking rates and levels of 
knowledge may differ among groups at baseline. 

The above outcomes can be measured by means of student surveys of self
reported behaviour. Knowledge and attitudes can be assessed through class
room tests. Skills can be assessed by observation of role-playing exercises. 
Measures of programme achievements can be obtained through question
naires, census, sample surveys and observations. A number of approaches are 
available to measure these knowledge scores and perceived values, and can be 
supported by a variety of statistical methods. It is thus suggested that evaluators 
not familiar with these methods should seek appropriate support. 

It should be pointed out that, although it is far from indispensable to carry 
out such tests, saliva samples were also taken from the school students in the 
United Kingdom survey. The students were told before completing the ques
tionnaire that they would be required to provide a saliva sample to check the 
accuracy of their reported behaviour. This method, known in the literature as 
the "bogus pipeline" technique, is reported to improve the accuracy of self
reports of current smoking. 

Evaluation of the programmes 

In countries and circumstances where evaluations are not yet common, all 
tobacco control efforts in schools should at least measure how well the 
programme is being implemented. Evaluation should also measure the impact 
of programme activities on students in terms of changes in knowledge, atti
tudes, skills and behaviour. Not all tobacco control programmes in schools will 
be able to evaluate whether their efforts are influencing behaviour and skills. 
Schools that have few resources may limit their evaluation efforts to testing of 
students' knowledge and attitudes. 

The measurement of programme-influenced changes in student skills and 
behaviour can be very costly and complex. Before any programme is designed, 
the relevance of its components to the target population has to be assessed. To 
be relevant, the programme has to consider not only the age and characteristics 
of the target group, but also what determines the values of the young people 
and the society in which they live. The acceptability ofthe programme (and the 
facility with which it is understood) can be judged through pre-testing by the 
children and their teachers. For example, some studies have shown a higher 
prevalence of smoking among less able children, and it will therefore be 
necessary for the approach to be accessible to these children. 
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Some of this pre-testing has been done in school programmes under 
optimal conditions. Often this has involved the use of researchers as teachers 
following rigid guidelines for the implementation of projects. It is important to 
test projects in real-life classroom settings, with the usual teachers and regular 
school routines. Similarly, the acceptability of projects to teachers and pupils 
should be studied under the usual conditions of the target population. This pre
testing should lead to an improvement in empirical evidence of the effective
ness of the intervention. Checking the adequacy of the formulation will also 
include checking on the availability of the budget for large interventions over a 
period of many years. The budget should, of course, include a component for 
evaluation of the programme itself. 

Several studies and evaluations have shown that while school health 
education programmes may have some influence for a while on the smoking 
behaviour of children, the dominant influence very soon becomes the children's 
social environment -parents, siblings, peers and role models. The attitude of 
teachers and resolutions by parent/teacher associations are also very influential. 
These social influences cannot be ignored and an ideal school programme 
should have strong links with the community tobacco prevention programme 
(see Chapter 15). 

The importance of adequate planning and budgeting is emphasized by the 
fact that such programmes have a long duration and that final results may have 
to be measured 10 or more years after the start. 

Progress and effectiveness can be estimated through various scales of 
measurement of knowledge, attitude, and skills that should have been acquired 
at different grades through school-based tobacco control efforts. 

Impact will be measured by changes in smoking behaviour or intended 
smoking behaviour. Since one aim of the interventions is to delay the onset 
of smoking behaviour, the proportion who have never smoked can be con
sidered an appropriate primary indicator, to be measured at baseline, and at 
first and second follow-up surveys. 1 Rates can be expressed as a percentage of 
those who had not smoked at the baseline survey, or of all students in the 
survey. 

As schoolchildren represent a captive population and since a teacher's 
function is to teach, health education may appear highly cost-effective. 
However, recent evaluations of programmes in developing countries have 
shown the high costs involved in training teachers to deliver these programmes. 
Factors that encourage or discourage the learning process of children will 
influence the effectiveness. Cost-effectiveness is closely linked to the cultural 
situation. 

Even in countries where the outcome of these interventions may be 
difficult to evaluate, it is necessary - and should be possible - to include 
process evaluation in all tobacco control efforts in schools with a view to 

1 First follow-up can be done 1 year later and second follow-up 2-4 years later. 
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reshaping and revising the programme and to ensuring that it is effectively 
implemented. 

Schools in which evaluations demonstrate that the programme is imple
mented as intended should publish their findings. Positive findings can serve as 
evidence of the viability of school-based efforts and may be useful for school 
officials who must make a case for tobacco control efforts in their schools but 
who are not able to invest in their own evaluation of programme impact. 

Indicators to support the evaluation 

Preparation of tobacco prevention programmes in schools 

• Have the individual behavioural factors involved in young people's 
smoking been analysed for specific groups of the youth population in 
the country? Have studies been carried out to identify the main factors 
that influence young people in their general behaviour? Who are the role 
models? What social group influences exist (such as music festivals, 
films, youth magazines)? 

• In the preparation of curricula for health education, have the degree and 
depth of knowledge, attitudes and skills related to tobacco use preven
tion been considered for different school levels or grades? 

• Have provisions been made to reach early schoolleavers, a large number 
of whom may be smokers? 

• Have community programmes, mass media campaigns and other to
bacco control activities been planned to coincide with specific school 
health education efforts against tobacco use? More specifically, is the 
tobacco control issue, as propagated through school health pro
grammes, part of a multicomponent community-wide programme? 

• In view of the relationship that needs to be strengthened between school 
learning and out-of-school health behaviour, have the intervention 
programmes in schools been coupled with health promotion pro
grammes outside school? 

• Is the tobacco prevention programme part of a broad programme to 
build health-related knowledge and skills and to strengthen positive 
experiences? 

• Have studies been carried out to assess the most suitable time for the 
country or society to target smoking prevention programmes at younger 
children? 

• What plans have been made to train teachers? What is the budget 
allocation for this purpose? 

Implementation of the programme 

• Is the school completely smoke-free (i.e. there are no areas where 
smoking is permitted, and teachers do not smoke)? 
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• Is the programme given enough time and attention? 
If the school health programme starts early, are booster sessions 
planned throughout the school year? Are reinforcement sessions 
planned in later years? Is there heavier emphasis just prior to the age at 
which tobacco use is commonly initiated (10-12 years)? 

• Are peers used as models for social skills in tobacco use prevention 
efforts focused on adolescents? 

• Are parents and student councils involved in the development and 
implementation of the programme? 

• Is the school education programme supported by regulations, ordi
nances or legislation? 

• Has the school intervention programme been planned to be flexible 
enough to allow specific interventions by teachers in different local 
situations (i.e. interventions directed at immigrant children, different 
interventions for boys' and girls' schools)? 

• Have cessation programmes been designed to motivate young adults to 
quit? 

Evaluation of the programme 

• Is there potential for evaluation of the programme at regular intervals 
(one year, two years, three years, 10 years)? Is reorientation of the 
programme planned in light of these interventions? 

• Have indicators been established to facilitate the evaluation of the 
programme (e.g. indicators of knowledge, beliefs and values)? 

• Have comparative studies been planned to measure the respective 
influences on children of tobacco advertising and of school health 
education? 
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Chapter 15 

Community intervention 
programmes 

What is a community intervention programme? 

Community intervention programmes are aimed at promoting the 
non-use of tobacco in the community, preventing tobacco use, encouraging 
people to stop smoking and influencing attitudes and policies towards tobacco 
use. Participation is the essential feature of this approach. Whatever form the 
intervention process may take, local people are encouraged to participate in 
activities. It is also necessary to involve bodies such as civic associations, 
NGOs, local businesses, local government and especially health services and 
the media. 

Community intervention programmes may involve measures such as age 
restrictions, tobacco-free public places and transport, tobacco-free workplaces, 
tobacco-free hospitals and health facilities, various media communications, and 
special programmes in schools and local health services. They may be closely 
linked to other specific tobacco control activities. However, the difference 
between programmes described in previous chapters and community interven
tion programmes is that activities of the latter are oriented towards the commu
nity as a whole and not towards individuals or specific groups. Consequently 
community intervention programmes are also supported by community re
sources. 

Setting up a community-based tobacco control programme involves re
cruiting appropriate programme personnel (voluntary or paid), preparing suit
able material (with consideration given to culture and language), enrolling 
the assistance of voluntary organizations, contacting the relevant authorities 
(school boards, police, etc.), and recruiting participants. Such programmes 
mobilize people and institutions. People are more interested in a programme's 
success when they feel a sense of belonging to it. Indeed, some measures that 
might have fallen into abeyance, such as age restrictions, may be revived by a 
community programme. NGOs, civic and grass-roots organizations, local busi
nesses and government figures often feature prominently in community-based 
tobacco control efforts. 

Community programmes may involve the enactment or strengthening of 
ordinances by municipalities. The programmes may comprise a number of 
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activities described in other chapters, such as media campaigns, and they are 
always characterized by strong community participation. 

When communities get involved in tobacco control 

There have been many community-instigated tobacco control pro
grammes. The following selection illustrates that low-cost approaches can be 
as successful as sophisticated approaches if the programme is sufficiently 
comprehensive and if participants are earnest and persistent in their 
endeavours. 

"Besanfon Non Fumeur" (France)1 

Over the last 10 years, the c1ty of Besanc;:on (a community of 120000 inhabit
ants) and 1ts Department of Public Health, in conjunction with their local part
ners, have developed ambitious public health policies in numerous areas. 
These include the environment (a1r and noise pollution), nutrition, prevention of 
accidents involving children and combating inequalities. The concept of public 
health has become ever wider and now includes qual1ty of life and a soc1al 
dimension. An Integral part of the 'Besanc;:on Non Fumeur" [Besanc;:on Smoke
free] programme is its plan of action which aims to change the attitudes and 
behaviour of the local population towards tobacco in a fundamental and last1ng 
way There are three main objectives: 

- to create a climate that favours non-use of tobacco; 
- to help smokers who want to quit; 
- to establish primary prevention by stopping the problem before it starts for 

children and teenagers. 

Initiated in 1988, the "Besanc;:on Smoke-free" programme initially had a five-year 
outline plan, using a market1ng approach and w1th adjustments each year. lt 
promoted a tobacco-free lifestyle "with pleasure", and promoted Besanc;:on as 
a lead1ng tobacco-free European city 

Detailed programmes have been elaborated to achieve each of the three 
main objectives including permanent communication tools (newsletters, 
etc ), special events, and a special approach for children, a game called 
"Kangaroo" 

Two types of evaluation have been established to track the programme -
process evaluation and Impact evaluation 

1 Components of this section and other parts of the chapter are based on various documents 
produced by the "Besan~on Non Fumeur" programme, as well as contributions from Dr 
Yvon Henry, Head, Besan.;:on Non Fumeur programme. Elements of the programme are 
described in English in: Baudier F et al. The "Besan~on Smoke-free" programme. Con
cepts, measures and evaluation. Hygte, 1991, X:9-25. 
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Process evaluation 

Th1s evaluation relies on two approaches. Firstly, regular meet1ngs of the Tech
nical Committee1 prov1de an overview of progress and perm1t strategies to be 
adjusted according to vanous criteria (human and financial resources, etc ) 
Outside experts are brought 1n as necessary. Secondly, specific surveys are 
Implemented depending on how the parts of the programme develop Three 
surveys have been carried out since the beg1nn1ng of the programme 

1. A telephone poll was conducted using a representative sample of 10% of 
Besan<;:on's medical practitioners one month after the "That's it, you're qu1tt1ng. 
Your doctor can help" campaign. The results showed that 76% of the doctors 
surveyed used the matenals supplied, and that half sa1d they would l1ke Informa
tion about techniques for g1v1ng up smoking, w1th the postgraduate education 
programme as the most frequently requested method. 

2. Teachers and students were surveyed systematically during the first year 
the "Kangaroo" game was used. The results confirmed that there was interest in 
the game and that 1t was a valid method of prevention. The survey results also 
led to certain adjustments in the rules of the game The survey was conducted 
among 730 pupils and 31 teachers Satisfaction rates were consistently higher 
than 90%. 

3 A public awareness poll was organized to survey the opin1on of Besan<;:on 
residents one year after the programme was launched. it was conducted on a 
representative sample of 300 people over the age of 15. The results can be 
summarized as follows: 

• The programme was well known 92.5% of the population surveyed (regard
less of age, sex, profession or smoker/non-smoker status) had heard of 
"Besan<;:on Smoke-free" 

• The project was perceived clearly and w1th approval: 90% of the residents 
surveyed thought that the project did not infnnge their liberty (regardless of 
age, sex, profession or smoker/non-smoker status) and 86% said that the 
campaign was useful. 

• The means used to promote the message were successful 80% knew the 
logo, 54% had seen posters, 35% had seen T-shirts, and 29% had seen 
stickers One out of two smokers had not1ced the "Besan<;:on Smoke
free" literature when visiting the doctor (but only 29% of the non-smokers 
had). 

• Interest was expressed in enlarg1ng the no-smoking areas: more than half the 
local residents had seen the "no-smoking area" signs (more smokers than 
non-smokers); buses, public places and government offices were the "high-

1 The committee is made up of six people who represent the three sponsonng organizations 
(the Department of Public Health of the city of Besan~on, the Mutualite du Daubs (a type 
of regional mutual insurance union), and the Regional Association for the Prevention of 
Air Pollution). Certain other outside individuals with specialized skills may be involved for 
limited periods. 
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impact" areas, 73% were in favour of complete proh1b1t1on of smok1ng in 
schools. 

• Only one resident 1n five knew about the locally offered smok1ng cessation 
programmes. 

Impact evaluation 

This evaluation is based on a number of surveys wh1ch are repeated every 2-
3 years. 

• Survey of the local population: At the beginning of the project 1n 1988, 
tobacco consumption was evaluated in a sample of 1000 people (represen
tative of the local population). Some 34% of Besanc;:on residents aged 15 
years and older were smokers (41% male, 27% female). This sample was to 
be evaluated again at the end of the project in order to determine the success 
of the programme in terms of smoking cessation. 

• Survey of families. Every three years, tobacco consumption is evaluated in a 
sample of 3500 people (representative of fam1l1es with one child 1n the 
intermediate years of primary school). The first such survey was conducted 1n 
April 1988 

• Survey of legal and illegal drug use among young students in Besanc;:on and 
the Doubs Department: Since 1982, surveys have been conducted every 
three years on legal and illegal drug use among young students in Doubs 
administrative distnct. 

The tobacco prevention programme of Gampaha District, 
Sri Lanka1 

The Gampaha District, with a population of 1 5 million and 1200 villages, 1s the 
second largest administrative district in Sri Lanka A special tobacco prevention 
programme was launched 1n th1s district in the latter part of 1990 under the 
guidance of the Alcohol and Drug Information Centre Throughout 1991 and 
1992 the programme continued to operate with the involvement of governmental 
organizations and NGOs. The Gampaha project is a commun1ty-based innova
tive programme a1med at multiple targets. Rather than creat1ng new societies 
and organ1zat1ons, 1t integrates prevention activities 1n ex1st1ng systems with 
community development approaches. The key feature of the programme IS that 
it includes the entire district and does not om1t a single village or household. 
Throughout the programme a special effort has been made to help the commu
nity assess the need for preventing tobacco use and realize the Importance of 
tobacco prevention activities The responsibility for the prevention effort was 
given to communities by allowing them to plan, mon1tor and evaluate act1V1t1es, 

1 Information on this proJect was supplied by Shakya Nanayakkara, Urban Council Office, 
Gampaha, Sn Lanka, and by Dr D1yanath Samarasinghe, Faculty of Medicine, University 
of Colombo, Sri Lanka. 

165 



EVALUATING TOBACCO CONTROL ACTIVITIES 

while expertise was developed w1th1n the communities through training 
programmes. Up to January 1993, those involved in the programme had been 
directly involved 1n 244 training programmes for 10 898 participants 

The programme 

lt is commonly believed that tobacco smok1ng is pleasurable and helps people 
to relax. The programme challenges this belief and tries to change the social 
setting in wh1ch tobacco use is considered as a pleasurable expenence 

The Gampaha tobacco prevention programme explains how social attribution 
creates an artificial idea that tobacco use is pleasurable. The programme tries 
to reverse influences that enhance the social attraction of tobacco use. 

Before the programme was started, no significant tobacco use prevention 
activities ex1sted in Gampaha Distnct. At the outset there was reluctance as well 
as resistance on the part of Government off1c1als and volunteer leaders respon
Sible for development activities as they considered such prevention efforts futile 
and Impracticable However, within a year they acknowledged the importance 
of prevention activities and tobacco prevention has now been Integrated into 
development act1v1t1es Officials responsible for administration of the distnct 
have, on their own ln1t1at1ve, declared a tobacco and drug prevention week to 
coincide with World No-Tobacco Day and have prepared material for dissemi
nation to schools and commun1ty groups 

Under th1s tobacco prevention programme, an action guide was sent to all 1200 
village units w1th1n the district Some 800 Villagers have already launched 
tobacco prevention activities 1n l1ne with this action guide by forming groups 
(each with 10 participants), by mobil1z1ng key people in voluntary organizations, 
and by Involving tobacco users and non-users alike in the villages. 

The results 

At the outset of the project, a group of 100 young women were interviewed 
Each was asked what she would th1nk 1f the young man she expected to be her 
future husband was a smoker. About 90% said they considered smok1ng a 
fashionable and manly quality Two years after the launch of the programme to 
deglamorize tobacco, a s1milar group was questioned about tobacco use and 
95% expressed the view that smok1ng was a silly and stupid thing to do 
Tobacco use among young people has been considerably reduced. 

One of the methods employed in this programme was to debunk the message 
conveyed by tobacco advertising. Tobacco advertisements have s1nce disap
peared from about one-f1fth of shops and in many other places such advertise
ments have been defaced. 

Previously, ashtrays were a common s1ght in all government off1ces and in most 
houses. Now 1n about two-thirds of these places, not only have ashtrays disap
peared but there is a def1n1te no-smoking attitude. 
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When the programme started, many tobacco users felt that it was trying to 
destroy their pleasure and satisfaction But now even tobacco users have JOined 
1n the fight against the spread of tobacco use They admit that they are trapped 
1n the use of tobacco and they want to prevent others from making the same 
mistake 

The Gampaha Urban Council, the local government authority, having realized 
the amount of money and health resources wasted as a result of tobacco use, 
has passed by-laws to tax tobacco outlets and has used the money for tobacco 
prevention act1v1t1es. 

While previously it was a common sight to see people using tobacco freely and 
openly in public places, 1t 1s now evident that the number of tobacco users has 
been reduced. Even anti-smoking protests are not met with resistance or anger 
by tobacco users 

At the very beginning of the project, voluntary workers calculated the large 
amount of money that was being spent on tobacco use 1n each village and 
which could otherwise have been used for development activities. Th1s pro
vided motivation for further prevention efforts lt has now been shown that 1n at 
least 33% of these villages the money spent on tobacco has been reduced by 
about 30%. 

Comments 

Community intervention evaluations have been carried out 1n many countries 
and circumstances, and the references at the end of this chapter prov1de a 
number of important indications for evaluators Special mention should be made 
of the Community Intervention Trial for Smok1ng Cessation (COMMIT)1 1n the 
USA which was planned and earned out with in-built evaluation that included 
permanent track1ng of variables such as cost. COMMIT's methods are well 
documented and backed by appropnate statistical methodology. 

Ment1on should also be made of the American Stop Smoking Intervention Study 
for Cancer Prevention (ASSIST), a large demonstration project in 17 states of the 
USA, designed to reduce smoking prevalence to 15% or less by the year 2000. 
lt 1s the largest tobacco control project 1n the Un1ted States At the outset ASSIST 
envisaged that more than 900 m1ll1on Americans would be directly affected by 
the project The ASSIST project is expected to result in 4 5 mill1on adults quitting 
smoking, the prevention of 2 mill1on children from ever tak1ng up the habit, and 
the prevention of nearly 1.2 million premature smok1ng-related deaths, Including 
more than 400 000 deaths from lung cancer Such targets lend themselves to 
specific evaluation 

1 COMMIT is a comprehensive, community-based approach to smoking cessation in the 
USA. It is designed to change the community environment by making smoking a major 
public health issue and by strengthening the soc1al norms and values that support non
smoking. 
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Guidelines for evaluation 

In all cases, community programmes are influenced by local cultural 
factors and are difficult to replicate in other cultural settings. However, the 
general principles and methods can prove useful for programmes implemented 
in similar socioeconomic situations. Whatever the situation, programmes need 
to be carefully monitored, evaluated and reoriented as necessary to ensure that 
the best use is made of community resources and to determine to what extent 
the goal of reducing tobacco consumption is being achieved. 

Expected outcome of community interventions 

With a final goal of cessation of tobacco use and a decrease in tobacco
related diseases, community programmes establish a number of intermediate 
outcomes. These include more thorough public information on the risks of 
tobacco use and the creation of a social climate within the community where 
the non-use of tobacco is the norm. Enactment of by-laws and ordinances 
related to tobacco control is also an intermediate result. 

The above examples provide a number of indicators, which cannot be 
considered as final in themselves but are significant steps, i.e. the increase in 
the number of non-smoking public places and the progressive disappearance of 
ashtrays. 

Measurement too/s1 

Measurement tools for evaluation range from observation (e.g. of 
disappearance of tobacco advertising on billboards) to statistical analysis. 
Community programmes are multifaceted and a number of extraneous factors 
may influence the results of the tobacco control programme. It is thus essential 
to have baseline information on knowledge, attitudes, sales of tobacco 
products, smoking prevalence, etc. in order to measure trends. A baseline 
analysis is indispensable in identifying vulnerable and target groups in the 
community. 

The outcome surveys may consist of: 

telephone surveys of a representative sample of adults assessing self
reported behaviour; 
school-based self-administered survey of adolescents; 
telephone survey of restaurant managers to obtain information on the 
availability and the proportion of non-smoking and smoking seats in 
restaurants; 
surveys on community activities, gathering information on organiza
tional relationships and health promotion activities. 

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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Community programmes vary in complexity. Some may involve a large 
number of people and may take some time before achievements are evident. 
ASSIST involves about 1000 community health agencies, social service organi
zations and voluntary health groups in state and local coalitions for tobacco 
control. 

Decisions on the interval between evaluations are an important aspect of 
cost-effectiveness. A management programme and accounting system may 
have to be created to monitor the implementation of interventions and to make 
an inventory of all resources used. 

A series of surveys may be required to track changes in prevalence of 
tobacco use in the population. Specific attention may be given to groups at risk 
and to young people. Variables will have to be carefully selected. In this respect, 
it may be useful to refer to the analysis made in the Community Health 
Promotion Grants Program of the Henry J. Kaiser Foundation in the United 
States, where the following variables were identified: 

• Community involvement: community leadership, awareness among in
dividuals, political support, community planning efforts, coordination 
of programmes. 

• Programme activity/exposure: publicity for programmes, programme 
availability, programme utilization, matching of programmes to needs, 
participation in smoking cessation courses. 

• Environment: problems (weak enforcement of smoking regulations, 
advertising of tobacco products, availability of tobacco products), per
centage of restaurant seats in non-smoking sections. 

• Norms: cultural attitudes approving use. 

Evaluation of the programme 

To evaluate community intervention programmes, the process outlined in 
Chapter 2 should generally be followed, and the information in Chapters 2 and 
3 used whenever necessary. The following methodological and practical advice 
is specific to this chapter. 

Community intervention programmes are implemented in a complex 
sociobehavioural and economic environment. Persons carrying out evaluation 
may be easily sidetracked by positive indicators that do not reflect the 
programme or by positive achievements that are not due to the programme. 
Consequently, it is especially important to determine adequately the objectives 
of the programme, its targets and its methods. 

The relevance of action at community level can be demonstrated from 
both social and economic points of view. In view of the fact that concerned 
communities usually begin with other safety, environmental and social 
programmes, tobacco control programmes can often be developed at marginal 
cost. 

The relevance and adequacy of the various activities of the programme 
will have to be considered in relation to the community concerned. The 
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presence of a strong leader or role model, the existence of local television or 
radio networks and the importance of a sense of community spirit will facilitate 
different types of approaches and probably render them more cost-effective. 

As shown in the examples above, evaluation of community intervention 
programmes can be lengthy and sophisticated, using economic, sociological 
and statistical methodologies (as was done for "Besan<;:on Non Fumeur") or it 
can be simple, cheap and rapid as in Gampaha District. 

Methods of evaluation described in Parts 1 and 2, as well as in other 
chapters of Part 3, could be applied to community intervention programmes, 
which may comprise approaches ranging from tobacco-free public places to 
children-oriented action. In such a complex situation it is important to define 
clearly the expected results prior to the intervention and to use measurement 
tools applicable to the community, for instance, questionnaires, observations, 
and telephone surveys. 

Ideally, an evaluation team should be created including a number of 
persons from the community who are involved in the programme. Data related 
to the achievement of the objectives, as gleaned from indicators and through 
performance, should be collected and made available. One difficulty in evalu
ation is the problem of measuring the involvement and motivation of the 
community. In general, if the intervention has been properly designed from the 
outset, elements for the evaluation can be easily obtained from the document 
establishing the programme. Once agreement on the evaluation needs has been 
reached, the team can proceed to compare the results with the objectives of the 
intervention. 

Particular emphasis will have to be placed on the following: 

- evaluation of the continued relevance of the project and its ap
proaches, as community interventions often extend over a long time 
span; 

- the factors affecting the project's performance (for example, if the 
intervention relied on volunteers, was the number sufficient through
out the period under evaluation?); 
any unexpected effects in a complex community setting. (Such effects 
could be beneficial or detrimental. What are these unexpected factors? 
Are they hindering the success of the intervention? At this point, the 
project managers could benefit from constructive discussion in the 
community in which problems can be addressed and alternative ap
proaches identified.) 

Indicators to support the evaluation 

Development of the programme 

• Have the programme's objectives been well defined in terms of a reduc
tion in tobacco use? Have population groups requiring special attention 
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been identified (ethnic and linguistic minorities, young people, 
women)? 

• Have all the community's available resources been identified -
such as voluntary agencies (health-related or not), religious organiza
tions, youth groups, social insurance and social security, health 
services, schools, libraries, existing cessation programmes, police and 
the media? 

• Has a coordination mechanism been established to ensure the most 
effective use of all human and financial resources? Have coalitions been 
created? 

Implementation of the programme 

• Have all participants been informed of the need for a phase-in period to 
allow for adjustment of strategies? 

• Are community leaders and media regularly involved in the 
programme? 

• Are activities flexible enough to adapt to local situations? 
• Are tobacco industry reactions (advertising, free samples, articles in 

the local press) monitored with a view to adjusting the programme's 
activities? 

• Are specific efforts being made to enrol participants who are difficult to 
recruit (populations at a distance, hardened smokers)? Have innovative 
programmes been designed for them? Are prevention programmes di
rected at appropriate age groups? 

Effectiveness of the programme 

To test the effectiveness of community interventions in the cessation of 
tobacco use, it is necessary progressively to set up a monitoring system. 

• Is the efficiency of the implementation of the programme followed up? 
Are costs maintained at the planned level? Is the schedule for the 
delivery of activities adhered to? 

• Is the implementation of by-laws and ordinances followed up? 
• Is prevalence of tobacco use regularly evaluated by sex, age and special 

target group? 
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Chapter 16 

Role of smoking cessation 
programmes1 

What are smoking cessation programmes? 

Research has shown that most cigarette smokers who have tried to quit 
did so without professional help. A survey conducted in the United States in 
1986 demonstrated that, during smokers' latest attempts to quit, the majority 
of those who succeeded and those who relapsed (95% and 89% respectively) 
had stopped smoking on their own. While the former group was more likely to 
employ the "cold turkey" approach of abrupt cessation without any substitu
tion, those in the latter group gradually decreased their daily consumption of 
cigarettes. During any of their quit attempts, the majority of persons of both 
groups (92% of those who succeeded and 80% of those who relapsed) had been 
unassisted in quitting smoking. Those who sought help smoked more and had 
made more cessation attempts than those who had quit unaided. These 
findings suggest that cessation programmes could play a limited but neverthe
less important role, especially among heavy smokers who are at higher risk of 
tobacco-related illnesses and death. 

Smoking cessation programmes have made substantial contributions 
to anti-smoking efforts over the past 25 years by helping several millions 
of smokers to quit. Increasing awareness of the problems created by tobacco 
use, and the difficulties associated with achieving and maintaining ab
stinence, have led to the gradual adoption of methods that vary according to 
the values, culture and sex of the tobacco user and to the stage of depend
ence. Recent years have seen the development of more comprehensive and 
intensive approaches to the reduction of tobacco use in smoking cessation 
clinics. 

It has been estimated in the USA that over 90% of people who quit on 
their own start smoking again within a year. There is therefore a need for 
a comprehensive broad public policy which includes a range of cessation 
activities. 

1 The contribution of Robyn Richmond, Associate Professor, School of Community 
Medicine and National Drug and Alcohol Research Centre, University of New South 
Wales, Sydney, New South Wales, Australia, to the drafting of this chapter is gratefully 
acknowledged. 
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The range of assistance offered through self-help programmes, primary 
health care facilities, the workplace and cessation clinics should be viewed in a 
broad public health perspective. Complementary approaches often serve differ
ent clienteles, although they may be seen as alternatives competing for limited 
resources. A number of methods can be proposed within these settings, ranging 
from acupuncture to substitution devices. 

Primary health care settings -which include general medical and dental 
practices, community health settings and workplaces - have the potential to 
reach a large number of smokers who might be prepared to quit. These smokers 
could be referred to more specialized clinics for quitting. Smoking cessation 
clinics reach a relatively small number of smokers but they are a resource and 
source of hope for many dependent smokers. The clinics provide an important 
service for those who are unable to quit on their own. For those heavy, 
dependent smokers, specialist clinics offer more intensive help. There was a 
major increase in the number of these programmes between 1980 and 1985, 
and the trend continues. 

Programmes that include a greater number of sessions, with professional 
leaders rather than volunteers, and with more extensive follow-up and mainte
nance support show better results than other methods. While clinic-based 
programmes require a commitment in terms of time and expense, the long
term financial benefits for the individual and for society may outweigh the 
short-term cost. 

Clinics can also conduct research and develop smoking cessation methods 
that can be applied at a later stage in the community. The staff in specialist 
clinics are usually highly trained and can contribute to improving knowledge 
about the process of quitting, understanding the nature of tobacco dependence 
and developing useful quitting strategies. Cessation clinics provide settings 
within which new knowledge about smoking and new techniques can be 
evaluated and refined. Further, the clinics may help to train experts in smoking 
behaviour who can, in turn, influence public opinion. 

Summary of evaluations 

Impact of primary prevention of oral cancer among 
Indian villagers1 

Most oral cancer 1n lnd1a and in several other south-east As1an countnes- as 
much as 90% according to WHO est1mates - 1s directly attributable to the 
chew1ng and smoking of tobacco. A study was undertaken to assess the 

1 Gupta PC et al. A primary prevention study of oral cancer among Indian villagers. Eight
year follow-up results. In: Hakama M et al., eds. Evaluating effectiveness of pnmary 
prevention of cancer. Lyon, InternatiOnal Agency for Research on Cancer, 1990. 
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feasibility and effectiveness of a primary prevention programme for oral cancer 
in a rural Indian population through a combination of public information/educa
tion and direct Intervention by dentists. 

The health education programme consisted of two broad approaches· firstly, 
providing information to create awareness of the relationship between tobacco 
and oral cancer and to convince the target population of this relationship, and 
secondly, helping individuals to stop us1ng tobacco. In the health education 
campaign, personal as well as mass media commun1cat1on was employed The 
personal communication was g1ven by a dent1st after oral examination and then 
by a social scientist according to a predesigned format. This happened once a 
year at the time of follow-up examination. 

After the population had become aware, and more or less convinced, of the 
relationship between tobacco use and oral cancer, the emphasis of the health 
education was gradually shifted to explain possible strategies for stopping 
tobacco use. Personal communication continued to be a major and important 
health education resource 

The evaluation was undertaken with two objectives. firstly to find out whether 
rural individuals could be mot1vated to give up tobacco use through a concen
trated programme, and secondly to f1nd out whether such a programme would 
affect the Incidence or the risk of oral cancer. 

For the Intervention cohort, a complete screening of the population from se
lected karas (the smallest population unit ident1f1ed in census publications) was 
carried out in Ernakulam District and all available tobacco users aged 15 years 
and over were chosen (12 212 persons) as the study group. The baseline survey 
was conducted in 1977-78 and the present report covers eight annual follow-up 
surveys thereafter. 

For the control cohort, karas were selected by random sampling and their ent1re 
population aged 15 years and above was examined. The baseline survey was 
conducted in 1966-67 and the first follow-up survey three years later A total of 
eight annual follow-up surveys were conducted providing follow-up results for 
10 years For the purpose of this report, only a subset of the original cohort was 
included- namely tobacco users in the baseline survey and the results for the 
first eight years of the 1 0-year follow-up. The baseline control cohort consisted 
of 6067 tobacco users 

As the most common oral precancerous lesion is leukoplakia, it was used as an 
indication of the consequence of tobacco use 

The loss to follow-up was 0.8% in the Intervention cohort and 10.3% in the 
control cohort The annual follow-up percentage varied from 93 2% to 83.6% 1n 
the intervention cohort and 74 2% to 70.2% in the control cohort. 
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Comparison of smoking cessation programmes in a hospital 
clinic and at worksites in Australia 

The question of how hospital cl1n1c populations differ from those at works1tes in 
terms of outcome of a smok1ng cessation programme and pretreatment charac
teristics was the subject of an Australian study. 1 

The study sample was based on 668 clinic partiCipants and 1474 
employees at worksites 1n Sydney Most cl1n1c clients had been referred by a 
medical practitioner or had gone to the clinic as a f1rst step in seeking treatment 
Employees at works1tes were recruited on a voluntary basis following notification 
of an Impending smoke-free policy. 

The Smokescreen programme 1s a multicomponent programme for cog
nitive behav1our change lt consists of two-hourly sessions held once a week for 
five consecutive weeks. The emphasis in the f1rst two sessions 1s on facilitating 
change by increasing awareness of the effects of smoking and enhancing the 
commitment to change The remaining three sess1ons focus on behavioural 
techniques and cognitive strategies that assist part1c1pants to stop smoking. 
The relapse prevention component of the programme is des1gned to help 
participants to maintain abstinence by assess1ng high-risk smok1ng situations 
and planning strategies for coping w1th them. Other lifestyle factors such as 
stress management, exercise, nutnt1on and weight management are dealt with 
in sessions 4 and 5. 

The programme was conducted in the cl1n1c and in the workplaces by the same 
counsellors The group, of between 10 and 16 people, provides a support 
network to help 1n the cessation process 

Pretreatment assessment Included demographic characteristics, smoking pat
tern, nicotine dependence level, soc1al influences, motivation to qu1t and the 
relative importance of the pros and cons of smoking. Follow-up assessments 
were conducted by telephone at 3, 6 and 12 months after completion of the 
programme. 

Results were analysed using all subjects, with drop-outs considered as continu
ing to smoke. The average age of the partiCipants was 40 years at the clinic and 
34 years at the worksite. The proportion of men was 38% at the cl1n1c and 49% 
at the worksite and the participants smoked 22-26 c1garettes per day Clinic 
participants were more motivated to stop than those in the workplace 

The six-month point prevalence abstinence rates were 28% for the clinic and 
19% for the workplace and at one year, 20% and 15% Sixteen per cent of clinic 
part1c1pants and 12% of worksite part1c1pants rema1ned continuously abstinent 

1 Elkins L, Richmond R. Outcome results of the smokescreen programme conducted in a 
hospital clinic and onsite in the workplace. In: Durstan B, Jamrozik K, eds. Tobacco and 
health 1990: the global war. Proceedings of the Seventh World Couference ou Tobacco and 
Health, Perth, 1990. Perth, Health Department of Western Australia, 1990:639-644. 
Harris K, Richmond R, Holt P. Smokmg cessation rates and predzctions of outcome: hospital 
clinic versus the workplace. Paper presented at the Eighth World Conference on Tobacco 
and Health, Buenos Aires, 1992. 
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for the entire year The rate of drop-out and unsuccessful follow-up at one year 
was considerably more 1n the workplace (42%) than in the clinic (32%). Smoking 
status was not biochemically validated as there were insufficient personnel to 
do more than make telephone contact at 3, 6 and 12 months. 

Comments 

The value of prospective studies in analys1ng the f1nal health impact of tobacco 
control is well demonstrated 1n the f1rst example. This study is also exemplary as 
it shows how cessation programmes benefit from being organized w1th1n a 
broad public health perspective that comprises complementary act1v1t1es The 
study does have some limitations (for example, the nonconcurrence of the 
intervention and control cohorts) but, none the less, provides a good example 
of a large-scale evaluat1on earned out in a developing country. 

The two examples also show the variety of actions that can be undertaken and 
the need to modulate the activities according to local circumstances and 
resources 

Guidelines for evaluation 

To evaluate cessation programmes, the process outlined in Chapter 2 
should generally be followed, and the information in Chapters 2 and 3 used 
whenever necessary. The following methodological and practical advice is 
specific to this chapter. 

Expected outcomes of the programme 

The expected outcome of the programme is an increase in the number of 
people quitting definitively or for a long period of time. 

Information for evaluating the outcome1 

To analyse the results and to evaluate the quality of cessation pro-
grammes, it will be necessary to take into account the following points: 

Sample sizes should be large enough to show an effect if one exists. 
When calculating sample sizes, the expected difference between groups 
should be estimated, based on reports from previous studies, and the 
power should at least be set at 80%. 
Smoking cessation programmes should present outcome data at one 
year, and at even longer intervals if possible. 
Abstinence should be presented in two ways: as a point prevalence 
figure which gives a cross-sectional "snapshot" of abstinence at a spe-

1 General information for evaluation and its sources are described in Chapters 2 and 3. 
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cific point in time; and as lapse-free abstinence measured from the end 
of treatment to the follow-up point which enables the sustained impact 
of a programme to be estimated. 

• Programmes should not discount drop-outs from the analysis, but 
should include them as continuing smokers. Outcome should never 
be presented only on the basis of those who could be contacted or 
those who completed the programme. Thus the outcome measure used 
is a proportion (number of successful quitters out of all those who 
started the programme). It is appropriate to present outcome on the 
basis of those who comply fully and attend all scheduled visits compared 
with partial attenders as this is an indication of the value of the interven
tion. However, discussing outcome in this way should follow a presen
tation of the overall abstinence rates, as described above. 

• Moderator or predictor variables refer to clients' characteristics that 
may have an influence on the quit rate. It is important to be aware of 
these variables as they can significantly influence the selection of ap
proaches for the programmes. 

If a clinic is the setting for the research, strict research conditions should 
apply. These should include: a control group, randomization or matching of 
groups, "blind" follow-up (where the person carrying out biochemical verifica
tion does not know to which group the participants belong), follow-up at one 
year as a minimum, self-reports by all clients who enter the programme. 

If a service rendered to the general population is to be evaluated, these 
rigorous methods may not be possible. In this situation, careful follow-up and 
inclusion of all subjects in the analysis is a minimum requirement. 

Evaluation should include quality control of the counsellor's performance 
in the group. 

Methods for evaluation 

Evaluation will cover the phases of development, advertising of the service 
or programme, discussion with key referral sources, implementation, types of 
clients and follow-up. 

For countries where such evaluations are not yet common, adaptation of 
material from other countries may be possible. Focus groups, including 
programme trainers and therapists, should analyse the proposed material 
to ascertain if the elements are appropriate to the target population. Usually 
the Department of Health, local cancer society, other NGOs or interested 
private companies can be encouraged to support financially the production 
and evaluation of materials. Evaluation can focus on the process of devel
opment, training, promotion and implementation of the programme as new 
service delivery. Follow-up evaluation of programmes, perhaps on a yearly or 
two-yearly basis, is important for comparison of outcomes with baseline data. 
A simple questionnaire collecting information on basic demographics, smoking 

178 



PART 3. HEALTH PROMOTION: ADVOCACY, INFORMATION AND EDUCATION 

patterns and dependence level is important for establishing a baseline and, 
whenever possible, for determining predictor variables. A similar questionnaire 
can be used to measure the outcome of the programme. 

Analysis of the relevance of the programme and its proposed activities to 
the target audience will be particularly important, as motivators for tobacco use 
vary not only from country to country but by sex, socioeconomic grouping and 
geographical area within a country. Whenever feasible and affordable, evalua
tion of relevance should include a pre-evaluation of the intentions of the target 
group: the intervention process cannot succeed if the smoker is not ready to 
quit. 

Evaluation of relevance may provide useful indications for the elaboration 
of cessation programmes. The classic example is a study carried out in 19791 

which demonstrated that, with simple advice from a leaflet and the promise of 
follow-up, 5% of smokers had stopped at one-year follow-up, as compared with 
0.3% of a control group. 

With specific emphasis on relevance to the communities and individuals 
concerned, as well as to the cost, approaches to evaluation can be similar to the 
ones described in Chapter 1 7. 

Calculation of cost-effectiveness is quite feasible and should be carried 
out whenever possible. 2 The direct cost of the development and implementa
tion of the programme should include the training of staff to deliver it, and 
should take account of the time required from participants and the cost of the 
development, production and dissemination of material. Benefits can be mea
sured by number of participants (cost-efficiency) or by complete abstinence 
after a given period of time (cost-effectiveness). According to what is possible 
in follow-up, immediate cost-effectiveness could be defined at the end of the 
programme, medium-term effectiveness after one year and long-term after 2-
5 years. 

Indicators to support the evaluation 

A number of criteria described in Chapter 17 -particularly those on the 
training of health personnel, self-help material, specific needs of populations 
and implementation of the programme - can also be used for evaluating 
smoking cessation programmes. In addition, the following criteria may be 
useful for analysing and evaluating the role of smoking cessation programmes 
and their adaptation to the community and other groups of smokers they are 
intended to serve. 

1 Russell MAH et al. Effect of general practitioners' advice against smokmg. Bnt1Sh medzcal 
journal, 1979,2:231-235. 

2 A recent study in the USA revealed that counselling smokers to quit would cost only 
US$1.2-2.1 per year of life saved for females. In Brazil, the cost of public information and 
personal smoking cessation services is estimated at 0.2-2.0% of per capita GNP for each 
year of life gained (treatment for lung cancer costs 200% of per capita GNP per year of life 
gained). 
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Planning the programme 

• Has the target group for the smoking cessation programmes been well 
defined? 

• Has the type of activity been determined with regard to these target 
groups? 

• Have tobacco cessation programmes been organized to benefit a maxi
mum number of the population and not an elite group? 

• Are there special programmes targeted at women and young people? 
• Have all popular means of communication been employed, such as the 

press and telephone? 
• Are these programmes well adapted financially to the means of the 

group or community they will serve? 
• Is the material for distribution, such as self-help materials, comprehen

sible and adapted to the target groups? Have self-help materials been 
evaluated in the national or local context? 

Evaluation of the programme and follow-up 

• Has a follow-up to the cessation programmes been planned for heavy 
smokers who have already relapsed? Can this be evaluated? 

• Is evaluation planned at reasonable intervals (e.g. six months, one year, 
or two years)? 
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Chapter 17 

Involvement of health personnel in 
tobacco control1 

The role of health personnel in preventing tobacco use 

The level of specialization within the health sector varies from country to 
country. In some countries, there are over 100 categories of health personnel 
representing all strata of society. These health workers, whatever their disci
pline, are united by a common purpose - to alleviate the suffering of their 
patients, to improve their state of physical and mental health, and to prevent 
avoidable deterioration in health. Tobacco use has been recognized as one of 
the most important avoidable causes of ill-health, and this fact should motivate 
all health personnel to stop smoking and to use their position and working 
environment to promote a tobacco-free society. Health personnel should be 
involved in tobacco control, not only as non-smoking role models, but also by 
making every effort to reduce the tobacco consumption of their patients and of 
society in general (see Box 3, p. 195). 

Interventions by health care providers, such as general practitioners, 
nurses, primary health care workers and dentists, have the potential to reach 
the majority of smokers because of the high contact rate these professionals 
have with the general public. For example, in the USA, each smoker visits a 
physician on average 4.3 times and physicians have contact with at least 70% 
of all smokers each year. In other developed countries it has been estimated 
that 70~80% of smokers visit their family doctor as least once a year. 

In a number of countries, nurses and primary health care workers provide 
most of the preventive care, including asking and advising about smoking as 
part of health checks. However, these workers have expressed a lack of confi
dence in the effectiveness of their role in this setting, and in some countries high 
smoking rates can be observed among nurses. Several studies indicate that 
health professionals who smoke are less likely to advise patients to stop smok
ing. In a study of hospital ward nurses in the USA, only 7% of those who 
smoked advised smoking patients to quit, whereas 44% of the non-smoking 

1 The contribution of Robyn Richmond, Associate Professor, School of Community 
Medicme and National Drug and Alcohol Research Centre, University of New South 
Wales, Sydney, New South Wales, Australia, to the drafting of this chapter is gratefully 
acknowledged. 
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nurses did so. Yet the hospital nurse appears to be an ideal person to advise and 
counsel inpatients about smoking. 

Health personnel frequently find themselves in a position where they can 
present the patient with objective evidence of damage caused by smoking at a 
time when the patient is most likely to be receptive to the "stop smoking" 
message. In many cases, a health worker and a patient may build a rapport over 
several years and the health worker is then viewed as a trusted confidant who 
is respected for having training and knowledge in health matters. As smokers 
suffer more ill-health and use health care facilities more than non-smokers, 
there is an opportunity to deliver preventive services and to follow them up. 
This point is important as smokers generally make three or four serious at
tempts to quit before they stop smoking, and the smoking problem can be 
treated as part of routine medical practice. The high level of contact of health 
personnel with the general community shows that general practice is a vehicle 
with great opportunities for reducing smoking prevalence. 

Dental staff, because of the very nature of their function, have a role in 
counselling patients about their smoking behaviour. They can identify smokers 
easily and have an opportunity to counsel systematically about overall pre
ventive health. Dental visits are in general not popular, except in some devel
oped countries, such as the USA where more than half the population visits a 
dentist every year. It is estimated that dentists are likely to influence only 1-2% 
of people who smoke, with higher contact in countries where tobacco is 
chewed, but the cumulative effect of such contact is likely to have an impact 
over time. The growing involvement of dental staff has evolved from the 
knowledge that chewing tobacco and snuff cause oral disease. Use of smokeless 
tobacco, such as chewing tobacco and snuff, is a major cause of oral cancer in 
countries - mostly on the Indian subcontinent - where the practice is 
widespread. 

Examples 

Three groups of health professionals are looked at here- namely general 
practitioners, nurses and dentists. 

Studies in general practice in the United Kingdom1 

Russell and colleagues have conducted four stud1es 1n general pract1ce s1nce 
1979. In the1r first study they allocated 2138 cigarette smokers who attended the 
surgeries of 28 general practitioners 1n f1ve group practices 1n London to four 
study groups Smokers 1n the f1rst group were advised to stop smokmg, were 
g1ven a leaflet to ass1st them and were told that they would be followed up 
Those in a second group were adv1sed by their general practitioner to stop 

1 Russell MAH et al. Effect of general practitioners' advice against smoking. British medical 
JOurnal, 1979, 2:231-235. 
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smok1ng. A third group was the non-intervention control, and the fourth group 
was g1ven a questionnaire only. 

Changes 1n motivation and 1ntent1on to stop smoking were ev1dent immediately 
after adv1ce was given The proportions of patients who stopped during the first 
month and were still not smok1ng one year later were 5.1 %, 3.3%, 1 6% and 
0 3% 1n the four groups (P< 0.001) 

In the1r second study, 1 1938 patients who attended the surgeries of 34 general 
pract1t1oners in s1x group practices were ass1gned to one of three groups. One 
group rece1ved advice plus a booklet plus the offer of n1cot1ne gum, the second 
rece1ved advice plus the booklet, and the third was the non-Intervention control 
group After adjusting for biochemical validation, the proportions who were 
abst1nent at four months and were st1ll abstinent at one year were 8.8%, 4 1% 
and 3 9% in the three groups The offer and prescription of gum motivated more 
smokers to try to stop, increased the success rate among those who tned, and 
reduced the relapse rate. The self-selected subgroups of 8% who used more 
than one box of gum achieved a success rate of 24% The authors claim that 1t 
1s feasible and effective for general pract1t1oners to offer the gum to smokers 
with m1n1mal Instructions as an Intervention procedure 

In the th1rd study in general practice, 2 4445 smokers v1s1tlng 101 general 
practitioners from 27 practices were allocated to three study groups One group 
rece1ved a brief intervention with the support of a smokers' cl1n1c, the second 
received a bnef Intervention only, and the third rece1ved the general 
practitioner's usual care. Adjust1ng for biochemical val1dat1on, the respective 
one-year success rates were 8%, 5% and 5% General practitioners who gave 
supported brief interventions encouraged more smokers to use the gum cor
rectly. Among th1s group, gum users reported a success rate of 27% at one 
year. Less than half of the general practitioners (45%) recorded the patients' 
smoking status and success rates were higher among pat1ents of this compl1ant 
group of doctors. 

The researchers concluded that brief 1ntervent1on by general pract1t1oners with 
the support of a smokers' cl1n1c gave significantly h1gher success rates Better 
results m1ght be attained if general practitioners recorded smok1ng status and 
encouraged more pat1ents to use nicotine replacements. Finally, collaboration 
between a smokers' cl1nic and the local general practitioner 1s effective in 
helping many more smokers to quit than 1s possible if the two work separately 
This result was confirmed in a ser1es of s1x cross-sectional surveys conducted 
over a three-year period 3 The decl1ne in self-reported smok1ng prevalence over 
the 30-month penod was 55% (from 36.4% to 30 9%) in the group that received 

1 Russell MAH et al. Effect of nicotine chewing gum as an adjunct to general practitioners' 
advice against smoking. Bntish medzcal jounzal, 1983, 287:1782-1785. 

2 Russell MAH et al. District programme to reduce smoking: effect of clinical supported 
bnef intervention by general practitioners. Bntish medtcal ;oumal, 1987, 295:1240-1244. 

3 Russell MAH et al. District programme to reduce smoking: can sustamed intervention by 
general practitioners affect prevalence? Journal of epidemiology and connnumty health, 1988, 
42:111-115. 
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a brtef interventiOn plus support from the smokers' cltntc, compared with 2 1% 
for a brtef Intervention alone, and 2.8% and 3.0% tn two control groups. 

Studies in general practice in Australia 

R'tchmond and eo-workers carried out three studies in general practtce over a 
period of about 10 years In thetr ftrst study tn Sydney, 1 they randomly assigned 
200 smoking pattents to two study groups One group received a structured 
intervention conststing of a health education consultation to personaltze the 
effects of smoktng, a manual and a day dtary, pattents were encouraged to 
attend four follow-up vtstts over stx months. The second group served as the 
non-tnterventton control group A second control group of non-smokers pro
vided baseline data for companson Follow-up was conducted at stx months 
and three years and self-reports of abstinence were biochemically validated. At 
the three-year follow-up, there was 36% abstinence tn the treated group com
pared wtth 8% in the control group The proportton who had been continuously 
abstinent at three years was 23% tn the treated group compared wtth 2% tn the 
control group Among the 37 pattents who attended all the follow-up visits, 57% 
were absttnent at three years compared wtth 23% among those who attended 
only some of the visits. Thts study showed that moderately brief intervention ts 
substantially better than none, and that full attendance is more than twtce as 
ltkely than parttal attendance to lead to abstinence Of those who had stopped 
smoktng by the ftrst follow-up vtstt, 51% resumed smoking, and two-thirds of the 
relapses occurred tn the first stx months. 

The second study2 compared three smoktng cessation tnterventtons admtnts
tered by 26 general practtttoners tn Sydney A total of 450 smokers were 
allocated to three study groups The first group recetved the same structured 
behavtoural change programme as in the ftrst study, plus nicottne replace
ments, the second group received the programme alone; and the thtrd recetved 
advtce from general practitioners, wtth nicottne replacements The abstinence 
rates at one year were 19%, 18% and 12%, respectively. Conttnuous abstinence 
durtng the ftrst year was seen in 9%, 9% and 6% of pattents, 48% of pattents 
made an attempt to stop smoktng and 89% reduced their ctgarette consumption 
at some potnt durtng the study Among the 132 patients who attended all 
scheduled visits, larger proporttons were absttnent at one year (34%, 33%, 
15%) than among the parttal attenders (13%, 13%, 11%) 

In the third trtal 3 - a fteld study in general practtce- Rtchmond evaluated the 
extent to whtch general practitioners were ustng the structured programme for 
behaviour change, called Smokescreen, stx months after attending a tratning 

1 Richmond RL, Austin A, Webster IW. Three year evaluation of a programme by general 
practitiOners to help patients to stop smokmg. British medzcal Jounwf, 1986, 292:803-806. 

2 Richmond RL. Evaluating mterventwns for smokers in general practice. In: Hando J, ed. 
Evaluatmg chents and treatment. Proceedings from the Fourth National Dntg and Alcohol 
Research Centre Annual Sympostum, Sydney, November, 1990. Sydney, Drug and Alcohol 
Research Centre, 1991 (Monograph No. 11:31-44). 

1 Richmond RL et al. One year evaluation of three smokmg cessation interventiOns admin
istered by general practitiOners. Addictzve behavwrs, 1993, 18:187-199. 
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workshop of two hours' duration. After the workshop, 168 general pract1t1oners 
were randomly allocated to either follow-up contact or no contact Reinforce
ment contact was conducted by a med1cal practitioner who v1sited the pract1ce 
three weeks after the workshop to discuss use of the programme, and made 
follow-up telephone calls at f1ve weeks and three months A second med1cal 
practitioner conducted the evaluation The reinforcement contact produced 
greater use of the programme among general pract1t1oners at six months com
pared to those with no follow-up contact (84% vs 52%). 

Nurse-managed intervention in a hospital in the USA1 

In a tnal of nurse-managed Intervention for smoking cessation in hospital pa
tients who had had a myocardial infarction, a total of 173 patients were ran
domly assigned to either Intervention or control group The 1ntervent1on by the 
nurse, wh1ch focused on preventing relapse to smok1ng, was initiated 1n hospital 
and maintained afterwards primarily through telephone contact Pat1ents were 
g1ven a manual on ident1fy1ng and cop1ng with high-nsk Situations for smoking 
relapse. One year after myocardial infarction, the abstinence rate, venf1ed 
biochemically, was 61% in the Intervention group and 32% 1n the group g1ven 
usual care The authors concluded that the intervention significantly reduced 
smok1ng rates 1n patients who had had a myocardial infarction 

Interventions by dentists in the USA2 

In this study, 50 dentists 1n private practice in the USA were randomly assigned 
to four groups. All groups received a protocol for deal1ng with smok1ng patients 
and a lecture on the use of tobacco. One group of dentists received only the 
protocol and the lecture, a second group rece1ved the protocol and lecture and 
had nicotine gum freely ava1lable to g1ve to their pat1ents; a third group received 
the protocol and lecture and had counselling reminder stickers attached to their 
patients' cards; and the fourth group had the protocol, lecture, free nicotine 
gum, and reminder stickers Only year later, the abstention rates of patients 
treated by dentists in the four groups were 7.7%, 16.3%, 8 6% and 16.9%, 
respectively. Nicotine replacement therapy was associated w1th a significant 
difference between groups. However, dentists in these groups also spent 
longer 1n providing advice on stopping smoking. 

Comments 

Genera!izability of the results 

In most of the stud1es descnbed here, the participating health care prov1ders 
(general pract1t1oners, nurses, dentists) delivered all intervention and control 

1 Taylor CB. Smoking cessation after acute myocardial infarction: effects of a nurse
managed intervention. Annals of zmenwl medzczne, 1990, 113:118-123. 

' Cohen SJ et al. Helping smokers quit: a randomized controlled trial with private practice 
dentists. Jounzal of the Amencan Dental Associatwn, 1989, 118:41-45. 
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care us1ng some form of randomizatiOn- on the bas1s of the ind1v1dual subject, 
day or week 

A question may be raised about the appropriateness of extrapolating results to 
the ent1re general pract1ce populat1on from a study conducted over a def1ned 
short time or w1th a small segment of the target population One of the stud1es 
reported a 65% recruitment rate among el1gible pat1ents The non-participants 
were Similar to the recruited patients with respect to age, sex and c1garette 
consumption, thus reduc1ng the poss1ble select1on bias and increasing the 
representativeness of the results 

There are many pract1cal difficulties 1n conduct1ng research 1n general practice 
and dentistry sett1ngs Some general practitioners extended the stipulated t1me 
of brief Interventions because they believed the patient required additional 
adv1ce Repeated failures and a low success rate led general pract1t1oners to 
lose 1nterest. 

Pattents' compliance 

Pat1ents also may not comply w1th study protocols. For example, Richmond et 
al reported that less than one-third of patients attended all v1sits. Further, 
Russell et al (footnote 2, page 186) reported that only 25% of smokers 1n the 
supported brief Intervention group attended the smokers' clinic, although th1s 
low attendance rate could also be due to the general practitioner not hand1ng 
patients the clinic referral cards 

There is no doubt that 1t 1s easier to change a person's smok1ng behaviour if the 
person IS being treated in hosp1tal for a smok1ng-related disease The nurse
managers in hospitals achieved significantly h1gher abstinence rates among 
1npat1ents after myocardial Infarction than was ach1eved in general pract1ce 

What to consider in evaluation 

To evaluate the role of health personnel in preventing tobacco use, the 
process outlined in Chapter 2 should generally be followed, and the informa
tion in Chapters 2 and 3 used whenever necessary. The following methodologi
cal and practical advice is specific to this chapter. 

Expected outcomes of the programmes 

The ideal outcome of programmes involving health personnel will be 
complete abstinence from smoking by former smokers from then onwards. 
Relapse, however, is frequent and other measures of intermediate outcomes 
may be needed. 

Two important points should be considered: 

• Follow-up intervals. A comparison of outcomes of different programmes 
involving health care personnel is difficult for a number of reasons. 
Different end-points are used for trials of smoking cessation 
programmes, although accepted practice in scientific journals is follow-
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up for at least one year. Longer-term follow-up is rare, mainly because 
of the costs involved. One exception was a smoking cessation pro
gramme delivered by general practitioners in Australia which was as
sessed three years after the intervention. 

• Definition of abstinence. Studies of smoking cessation programmes deliv
ered by health personnel present abstinence rates in two ways. Most 
studies present data in terms of point abstinence, i.e. the rate of absti
nence at a specific point in time. This rate does not account for duration 
of abstinence and does not indicate whether there have been lapses 
since the intervention. Long-term continuous abstinence rates are used 
by very few researchers. The continuous abstinence rate is always lower 
than the point rate. Presenting abstinence data in this way allows an 
understanding of the proportion of subjects who successfully maintain 
non-smoking over a period of time. Subjects lost to follow-up should 
not be discounted but should generally be considered as treatment 
failures. Reduction in consumption can be taken as a step towards 
cessation. 

Information required for eva/uation1 

Three basic research questions can be used in assessing the applicability 
of interventions by health personnel. These questions relate to evaluation of 
efficacy, effectiveness, adoption rates and penetration rates. Studies can be 
designed to answer one research question at a time. 

• How are programmes evaluated among different health personnel in a 
field trial? 

• What is the rate of adoption of programmes by health personnel and 
what is the role of reinforcement feedback after training? 

• How can the cumulative effect of the intervention over time be evalu
ated within the context of general health activities? 

Evaluation of the programme 

Tobacco control interventions by health personnel are relatively costly, as 
a result of the expense of training and of the interventions themselves. Thus it 
is important that interventions are well evaluated, even if this requires a certain 
amount of effort. The evaluation should be integrated into the programme to 
ensure quality and to minimize its cost. 

The relevance of the programme will depend on: 

- how well it is tailored to the needs and behaviour of smokers; 

1 General mformation for evaluation and its sources are described m Chapters 2 and 3. 
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- how well the health personnel are trained in promoting smoking 
cessation; 
the costs involved (including staff time). 

For example, relevance will depend on the type of personnel, their willing
ness, and the amount of time available for them to spend with patients. 
Consequently, a first step will consist of evaluating the attitude of the health 
personnel to counselling patients against tobacco use and how the programme 
is changing clinicians' behaviour towards patients who use tobacco. Clinicians' 
behaviour can be measured by observation in the clinical setting, chart reviews, 
exit interviews with patients, or special surveys. 

A next step is to find out whether the programme will work in health care 
practice under the best conditions possible. Such a trial is referred to as an 
efficacy study. A related type of study is concerned to find out whether the 
programme works in practice and is used by many health care providers. This 
is referred to as an effectiveness1 trial. The results of an efficacy trial are likely 
to reflect internal validity since close control can be kept on the research 
protocols and the intervention delivered. An effectiveness trial, on the other 
hand, is more likely to have higher external validity as the results will be 
representative of the group under study. It has been suggested that, when 
conducting research in general practice, a small select group of general practi
tioners who are interested in research and prepared to keep to the study 
protocols is more likely to yield information about whether interventions actu
ally work. The results of these trials can then be used to encourage others to 
take up the programmes. 

A third step is to analyse the rate of uptake and adoption of programmes. 
This requires an implementation study, possibly also analysing the role of 
reinforcement after training. This sort of study follows logically from evaluation 
of the programme. It examines how the programme can best be disseminated 
to the particular target group that will provide the intervention. 

Implementation evaluation will include measurement of the penetration 
rate. This is the extent to which the programme reaches and influences smokers 
in the health care setting. The concept of penetration2 is derived from the 
public health model and contrasts with approaches that evaluate only patients 
who choose to participate. The approach is based on the assumption that there 
is a group at risk within the population and that the intervention can be 

1 It has also been suggested that efficiency trials are those that randomize patients and 
effectiveness trials are those that randomize entire practices. 

2 The penetration rate is calculated by dividing the number of smokers who participate or 
qUit smoking as a result of a programme conducted in a general medical or dental practice 
by the number of smokers in the whole practice. An example of a study that has examined 
the penetration rate of a programme is that of Russell et al. (1988) (see footnote 3, page 
186) who conducted six cross-sectiOnal surveys over a 30-month period to estimate self
reported smoking prevalence. 
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regarded as successful if it penetrates and influences this group. Success is a 
function of the outreach of the programme within the study setting. 

If effective programmes continue to be used, even with moderate success 
rates, there will be a cumulative effect over time in settings like general medical 
and dental practice. This approach also allows an estimate to be made of the 
participation rate of patients, which is missing from most studies in this area. 

The outcome will be measured by the extent of participation in a 
programme, the extent to which patients who participate are representative (the 
possible effects on non-participants are also important consequences), and the 
number of patients who quit smoking. 

Indicators to support the evaluation 

Background on health personnel 

• Have all health staff been encouraged to stop smoking themselves? Do 
working conditions for health personnel encourage abstention from 
tobacco use? 

• Is tobacco control part of the normal training curriculum of all health 
personnel? 

• Have skills for health promotion programmes been taught to under
graduate medical, nursing and dental students, as well as primary health 
care workers, in lectures and tutorials, and to health care providers in 
training workshops as part of continuing education? (See course 
programme in Box 3.) 

• Are general practitioners, nurses, primary health care workers and 
dentists systematically encouraged to advise patients who smoke to 
stop? 

Planning the programme 

• Have programmes and materials been pre-tested in real situations? Has 
their uptake by health professionals been measured as a first step to 
assessing their relevance and adequacy? 

• Have interventions delivered by doctors, nurses and dentists been stud
ied in a variety of contexts, e.g. rural and urban? The focus of such 
studies may be to compare success rates when programmes are deliv
ered by different health care providers, or to compare different tech
niques, e.g. nicotine replacement therapy. 

• As patients seem to respond better to behaviour change programmes 
delivered when they are ill, are doctors and nurses encouraged to deliver 
routinely brief advice on stopping smoking? 

• Have programmes been tailored to the specific needs of the local popu
lation of smokers and has financing been ensured in the medium term 
or even long term? Researchers should be encouraged to cost pro
grammes delivered by health care providers. There is a need to provide 
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advice on how to calculate costs and benefits using standardized formu
las so that programmes can be compared. 

• Has the government considered offering financial incentives to health 
care personnel involved in interventions to stop smoking? 

Implementation of the programme 

• Does the government or private insurance ensure financial support to 
such initiatives? Does the system allow doctors to be financially re
warded for their involvement? 

• Do the programmes developed for smokers take into account the time 
available to health care professionals? Evaluation should consider the 
appropriateness of programmes for health professionals, as well as the 
outcome. If there is limited time available, programmes should be brief 
and consist of few components. 

• Have a policy and plan of action been developed by the employees of 
each surgery and health care clinic to provide a smoke-free work envi
ronment? 

• Does the plan for a smoke-free workplace include posters promoting the 
policy of the clinic or surgery, relevant no-smoking signs, pamphlets on 
smoking cessation and help with quitting? 

• Have incentives been developed to reward non-smoking and to enforce 
the policy of non-smoking? 

• Have the population and the medical services been informed of the 
existence of the smoke-free environment? 

• Does the plan include an honour board of names of patients who have 
successfully ceased smoking and have agreed to be named as an incen
tive to encourage patients to seek advice and help from their doctor to 
stop smoking? 

• Does the plan include an evaluative component in which the smoking 
status of the patient population over a defined period of time (say six 
weeks) is ascertained before implementation of the non-smoking policy 
and plan? Is a follow-up evaluation planned of the success of the plan six 
months and one year later? 

Do health personnel have time to give advice on 
stopping smoking? 

(The following criteria may be used by health personnel in planning and 
giving advice on stopping smoking.) 

No time 

• Have I identified all the smokers in my practice? 
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• Have I given each smoker half a minute of advice on the dangers of 
smoking and the importance of quitting? 

• Have I provided smokers with a self-help booklet that encourages quit
ting and offers advice and strategies? 

• Have I made my surgery a smoke-free environment by displaying 
posters, by not allowing smoking on the premises, and by having self
help materials on stopping smoking readily available in the waiting
room? 

• Have I encouraged smokers to return for more advice whenever they 
require it? 

Ten minutes or less 

• Have I ascertained the smoking status of each of my patients and 
recorded it in the patient's notes? 

• Have I provided firm advice to stop smoking to all identified smokers? 
• Have I personalized the health effects of smoking at clinically relevant 

opportunities such as with persons with smoking-related diseases and 
with pregnant women? 

• Have I negotiated with each smoker a firm date to quit (within three 
weeks)? 

• Have I encouraged smokers to seek alternatives and substitutes for 
smoking? 

• Have I encouraged smokers to use the social network of family, friends 
and colleagues at work as support for quitting? 

• Have I provided smokers with self-help materials (booklet, manual)? 
• Have I invited patients back for a follow-up visit to discuss successes 

and problems in quitting? 

Over one hour in multiple sessions 

• Have I attended a training programme to learn about smoking cessation 
techniques? 

• Am I aware of the motivational interviewing techniques to use with 
smokers who are ambivalent about stopping smoking? 

• Have I asked smokers about their concerns about smoking and have I 
discussed individual reasons for change? 

• Have I personalized the health effects of smoking as they relate to the 
smoker's own health risks so that they are powerful motivators for 
change? 

• Have I negotiated with each smoker a definite date for quitting and 
encouraged non-smoking behaviour? 

• Have I encouraged smokers to use the social network of family, friends 
or work colleagues as support during the process of quitting and in the 
maintenance of a non-smoking lifestyle? 
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Box 3. An outline for a course in "tobacco or health" for 
health care providers 

Tobacco control: 
empowering the health professions 

All over the world, the health professions often feel unprepared to take act1on to 
control tobacco. The following 1s an outline programme for a course that prov1des 
knowledge and motivation Such a course w1ll have to be adapted to su1t 1nd1v1dual 
s1tuat1ons and countnes 

The basics 
• The harmful components of tobacco smoke nicotine, tar, potent1al carcinogens, 

carbon monoxide, 1mtants, asphyxiants, smoke particles 
• Tobacco as an add1ct1on. phys1cal addiction (n1cot1ne), and social/psychological 

add1ct1on 
• Smokeless tobacco (1n countnes where used) addict1ve aspects and harmful 

components 
• Why people take up smoking. Influence of family, peers, public, commerc1al 

promotion 

Tobacco-related diseases 
These should be emphasized 1n the teach1ng of the relevant departments and are 
bnefly summanzed below 

• Major killers lung cancer, 1schaem1c heart disease, chronic obstructive pulmo
nary diseases (COPD) Including emphysema 

• Other cancers larynx, pharynx, oral cavity, oesophagus, kidney, bladder, pan
creas, cerv1x, and some forms of leukaemia 

• Other cardiovascular d1seases stroke, penpheral vascular d1sease. aneurysm· 
cumulative effects with oral contraceptives 

• Other respiratory diseases. pred1spos1ng factor for lower respiratory tract 1nfec
t1ons (all ages) and exacerbation of asthma 

• Alimentary tract. peptic ulcer 
• Reproductive system. reduced fert1l1ty, nsk to fetus, low birth we1ght, 1ncreased 

pennatal mortality 
• Smokeless tobacco and 1ts effects mouth cancer, mouth ulcers, gum d1sease, 

tooth loss 
• Children and young people chron1c cough and sputum, acute respiratory Ill

nesses, soc1al consequences, pass1ve smoking 

Passive smoking 
• Effects on children Increased rate of lower respiratory mfect1ons in Infants, 

Increased eczema and asthma 1n children, Increased cot deaths, decrease 1n 

lung funct1on, glue ear 
• Effects on adults lung cancer, increased severity of asthma, major vascular 

d1seases 

Benefits of quitting smoking 
• Benefits of qu1tt1ng smok1ng in reduc1ng the r1sk of acqu1nng a disease, and 

benefits of qu1tting 1n pat1ents who already have a disease 
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Box 3. continued 

The role of health professionals in ending the tobacco pandemic 
• At the nat1onallevel pol1cy/legislat1on- h1story of local tobacco pol1cy, advertis

Ing restnctlons/bans, effectiveness of product/advertiSing warn1ng labels. pnce 
pol1cy, restnct1on of sales to m1nors. regulation of public smoking/clean 1ndoor a1r, 
other leg1slat1on (f1re safety, child protection, disability protection), enforcement 
of ex1sllng laws. 

• In pnmary health care centres pos1t1ve health messages, messages counteract
ing tobacco use and promotion, Involvement of ancillary personnel, cessation, 
behav1oural treatments sympathy, group therapy, behav1our mod1f1cat1on, focus 
on sociocultural Influences, pharmacological treatments. 

• In the classroom (school-based education) health professionals' role 1n schools 
• In the community mass med1a - med1a corporat1ons/advert1smg agenc1es, 

public serv1ce campa1gns, med1a advocacy/news cl1pp1ngs, cessat1on cam
paigns 

• Research 1nto smok1ng-related diseases and smok1ng prevalence, community
based research, mon1tonng of tobacco Industry strateg1es, sociocultural re
search, consumer research 

• Workplace. health 1nsurance coverage, voluntary versus legislated smoke-free 
policies, l1t1gat1on aga1nst employers, employee 1ncent1ve programmes, cessa
tion serv1ces 

• Other community action coal1t1on build1ng/network1ng; proact1ve, multllevel 
strateg1es 

o Have I provided the patient with specific strategies to identify and cope 
with high-risk smoking situations in order to reduce the likelihood of 
relapse? 

o Have I dealt with the modification of other high-risk behaviour related 
to smoking - such as weight management, nutrition, exercise and 
stress management? 

o Have I encouraged the patient with self-help manuals that provide 
additional strategies for cessation? 

o Have I encouraged the patient to come for follow-up after cessation? 

Evaluating the programme 

o Have evaluation plans for the programme taken into account the possi
bility of relapse within the first year of abstinence? After delivery of 
health promotion programmes, it is important to measure the rate of 
relapse over time. 

o Has evaluation been planned so that: 
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abstinence will be presented as both point and continuous absti
nence figures; 
whenever feasible, biochemical validation of self-reported absti
nence can be carried out? 
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Part 4 

The use and effects of legislation 

The measures described in Parts 2 and 3 can be implemented through 
legislation, regulations, voluntary agreements with the tobacco indus

try, or institutional policies. They can also be the result of contractual agree
ments. Strategies that use public funds - such as public information 
campaigns - are undertaken in accordance with a decision taken by a govern
ment, local authority or administrative agency and should therefore be consid
ered as equivalent to a government policy decision. 

In evaluating a law contributing to tobacco control, it is necessary 
to distinguish the effect of the substantive measures promulgated through 
the legislation from the effect of the use of legislation as a means of control. 
Some laws may be unsuccessful because they promulgate potentially ineffective 
tobacco control measures or because they do not suit the country or 
the circumstances. Others fail because they have been badly prepared, 
drafted, decreed or enforced. Enforcement and measures for the evaluation of 
enforcement should be an integral part of plans to enact and implement 
legislation. The present section deals with the "added value" given to tobacco 
control measures when they are promulgated through legislation. The focus is 
on evaluation of both the accuracy of the process that leads to adoption and 
application of the legislation and the effectiveness of the legislative provisions 
themselves. 

The importance of tobacco control has led in the past few years to the 
enactment of national legislation on essential tobacco control measures. 
National legislation has been adopted on key issues such as tar and nicotine 
content, health warnings, and bans on advertising and promotion. In addition, 
state or provincial legislation and local ordinances have been enacted, notably 
on smoking in public places and in the workplace. Regional regulations 
have also been adopted. For example, the Council of Ministers of the European 
Union has provided a model for cooperative action by governments in 
approving provisions on tar content of cigarettes, labelling of tobacco pro
ducts, prohibition of all forms of tobacco advertising and restriction of 
smoking in public places. Yet throughout the world there is still active debate 
on the need for legislation on tobacco use. In some cases governments have 
even been accused of trying to limit freedom by restricting the possibility of 
smoking. 
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Unfortunately, the empassioned argument about tobacco issues, often 
fuelled by the stupendous profits generated by tobacco trade and marketing, 
has led to a number of lawsuits challenging the validity of laws aimed at 
controlling tobacco use. The visibility these lawsuits receive, as much as their 
outcome, and the way in which they help define future concepts of tobacco 
control are further elements to consider in determining the effectiveness of 
legislation. 
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Chapter 18 

Adopting and evaluating legislation 
to control tobacco 1 

Legislation, voluntary agreements and regulations 

Government action to institute tobacco control programmes takes differ
ent forms. At national level the most common form consists of laws dealing 
with one or more aspects of smoking control. A few countries have also 
included protection of the population in their public health codes. At national 
level, decrees, ministerial orders and administrative regulations have the same 
force as the law. A growing number of subnational and local legislative mea
sures are also enacted at state, provincial or municipal levels. 

Legislation 

In the national context, legislation may be essential to establish and 
promulgate public policy. Legislation can enlist the resources of all government 
departments for its implementation and mobilize means for its enforcement. 
It can strengthen the activities of voluntary organizations and citizens' 
groups, and can contribute to the development of a non-smoking environment. 
Important as legislation has proved to be in combating the tobacco epidemic, 
it should nevertheless be emphasized that the enactment of legislation is often 
a necessary but not sufficient condition for effective control of smoking 
and eventual reduction in tobacco-related diseases. Legislation is just one 
component of a comprehensive attack on the tobacco epidemic; others include 
preventive action, public information, educational programmes, smoking 
cessation interventions, outreach to high-risk populations, a tax and price 
policy based on health needs, economic strategies to decrease tobacco pro
duction, research on biological, behavioural, economic and social aspects of 
tobacco use, and monitoring of the effects of tobacco control strategies. For 
these important components of an anti-tobacco campaign, legislation is often 
an essential foundation. 

1 Parts of this chapter are taken from: Roemer R. LegiS!atzve actwn to combat the world tobacco 
epzdenuc, 2nd ed. Geneva, World Health Organization, 1993. 
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Voluntary agreements 

Despite the advantages of legislation, and particularly the advantage of 
putting government weight behind a non-smoking policy, some countries 
continue to rely on voluntary agreements with the tobacco industry. These 
agreements, sometimes referred to as codes of practice, establish principles by 
which the industry agrees, for instance, to certain restrictions on advertising or 
to placing health warnings on cigarette packages. Countries that still have 
agreements with the tobacco industry on one or more aspects of smoking 
control include Australia (at state level), Austria, Denmark, Sweden, Germany 
and the United Kingdom. A number of countries that once relied on voluntary 
agreements with the industry have rejected this arrangement and have 
substituted legislation as a more effective method of control. The most recent 
action of this kind was by New Zealand, which terminated its voluntary 
agreement with the tobacco industry and in 1990 passed the Smoke-free 
Environments Act. 

Voluntary agreements are generally informal and, even if formalized, 
are easy to amend by a simple procedure of mutual agreement without 
involving legislators. Civil servants are often more involved in developing 
and adopting voluntary agreements than are politicians; amendments to 
voluntary agreements do not entail the same visibility as changes in 
legislation. 

However, voluntary agreements are weak measures for controlling to
bacco promotion. Agreements are complex and difficult to monitor. They are 
subject to differences of interpretation which hinder implementation. They 
take years to negotiate and leave the tobacco industry free to find loopholes in 
the agreement and to avoid the intent of the restrictions by sponsoring sports 
and cultural events, by introducing indirect advertising on television, and by 
putting brand names of cigarettes on other products. 1 

Regulations and voluntary policies 

Regulations (prescribed rules in a given place and context) and voluntary 
policies are increasingly adopted by companies to enforce smoke-free 
workplaces and to protect themselves from potential litigation. Regulations are 
also used by airlines and transport authorities to ensure smoke-free travel and 
by private owners of public places such as restaurants to protect their clientele 
from passive smoking. 

Regulations and voluntary policies assume an important role in the 
progressive development of smoke-free societies for two reasons. First, they 
promote non-use of tobacco as a social norm. Secondly, they are often easy to 

1 Roemer R. Legislative action to combat the world tobacco epidemic. 2nd ed. Geneva, World 
Health Organization, 1993. 
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enforce because of the limited area to which they apply and because of personal 
contact between the policy-makers and the public. 

Crucial to all forms of tobacco control - whether in the form of legisla
tion, voluntary agreement, government regulation or private policy - is the 
extent to which the control is implemented. A country may have on its statute 
books a law that restricts smoking in public places but if it is not enforced, if the 
people do not obey it, the law is meaningless. Closing the gap between the letter 
of the law and its implementation in real life is essential if effective smoking 
control is to be achieved. 

The position of WHO 

Since 197 6 the World Health Assembly has recommended that 
governments of its Member States give serious consideration to legislative 
measures (resolution WHA29.55). More recently, resolution WHA43.16 
(1990) specified some of these measures. Other resolutions have addressed the 
issue of legislation on tobacco control and have been used by Member States 
to justify the adoption of such legislation. 

The WHO Expert Committee on Smoking Control published its report 
Controlling the smoking epidemic in 1979. The Expert Committee described the 
main categories of smoking control measures as: 

( 1) those leading to changes in practice among those engaged in the 
manufacture, promotion, or sale of cigarettes (e.g., restrictions on 
tobacco promotion, reduction in tar, nicotine, and carbon monoxide 
yields); 

(2) those leading to changes in practice among smokers (e.g., restrictions 
on smoking in public places). 

The measures in the first category will almost invariably require legis
lation if they are to be satisfactorily implemented, while those in the second 
category may well be achieved through voluntary controls as public opinion 
comes increasingly to recognize smoking as a socially undesirable activity. 
They may, however, also require regulatory action - through by-laws, for 
example. 

In 1983, the WHO Expert Committee on Smoking Control Strategies in 
Developing Countries went even further and emphasized that: 

It may be tempting to try introducing smoking control programmes 
without a legislative component, in the hope that relatively inoffensive 
activity of this nature will placate those concerned with public health, 
while generating no real opposition from cigarette manufacturers. This 
approach, however, is not likely to succeed. A genuine broadly defined 
education programme aimed at reducing smoking must be complemented 
by legislation and restrictive measures. 
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Political action and legislation 
Popular support 

Within a democratic legal system, the passing of legislation on tobacco 
control requires widespread public support. Prerequisites for this support 
are appropriate public information and education and a good knowledge 
by most people of the health risks associated with tobacco use. However, 
this in itself is not enough as the public has to be motivated to put pressure 
on government and legislators who, in turn, may be lobbied by the economi
cally powerful tobacco companies or by other business groups with a 
vested interest in the legislation. Churches, charities and individual cel
ebrities will also have a role to play in increasing pressure for the adoption of 
legislation. 

The level of popular support for a law will strongly determine the nature 
of the law. It is for this reason that advocacy should be used at all levels. 
National governments and provincial administrations are most often ap
proached, but in certain cases (and for certain measures) advocacy at the 
municipal level may prove most effective. Municipal approaches to tobacco 
control can build on the climate of acceptability. Smoking control by-laws, 
licensing of tobacco retailers, and the elimination of tobacco vending machines 
and point-of-sale advertising should be elements of municipal public health 
regulations. 

Popular support will have to be organized to apply additional pressure 
for new legislation or for strengthening existing laws. In a number of countries, 
the activities of anti-tobacco coalitions lobbying for specific laws or com
prehensive legislation have been a key element in getting the legislation passed. 
Furthermore, an active executive branch, and particularly an aggressive 
approach by official agencies, places additional political pressure on the 
legislature to act and often provides the necessary ammunition for legislators to 
sponsor the legislation. Strong local regulations also contribute to a new 
tobacco-free social norm that facilitates the enactment of statewide tobacco 
control legislation. 

National political will to pass laws on such a politically and economically 
controversial issue as tobacco control is considerably strengthened by the 
commitment of international agencies such as WHO. During the past few 
years, expert WHO opinion and WHO policy recommendations have been 
used to justify action on health grounds and to support legislation. 

Most of the above factors can be observed in the multifaceted campaigns 
that preceded the enactment of the New Zealand Smoke-free Environments 
Act. The essential components of the New Zealand campaign were: the inter
national scientific evidence and the estimates of mortality in New Zealand 
caused by active and passive smoking; advocacy groups supported by estab
lished health charities and the health professions; conscientious and dedicated 
health department officials; a committed Minister of Health; and a relative lack 
of reaction from the tobacco industry. 
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Practical examples 

Evaluation prior to introducing legislation in South Africa1 

Evaluation may be necessary not only for assessing the impact of legislative 
changes but also to lay the groundwork for appropnate and politically accept
able legislation 

The purpose of the survey earned out 1n South Afnca in 1992 was to elicit the 
op1n1ons of a representative sample of adults about the effects of smoking on 
health and their attitudes towards tobacco control A nat1onal representative 
sample of adults was selected using a mult1stage cluster sampling method of 
2006 households. The final sample adequately represented all sectors of South 
Afncan society· 75% of the respondents were black and 55% were women. 
While 61 1% of blacks and 53.2% of As1ans were non-smokers, 52 1% of people 
of mixed race were current smokers and 73 8% of whites were ex-smokers. The 
majority (68.5% of smokers, 79 7% of non-smokers and 77% of ex-smokers) 
acknowledged the harmful effects of direct smoking Attitudes to pass1ve smok
ing were s1milar 

Seventy-five per cent of part1c1pants felt that tobacco sales to minors should be 
banned and 55.8% felt that taxes on tobacco products should be increased. 
There was substantial oppos1t1on to measures prohibiting tobacco companies 
from sponsoring sport1ng events This was at a time when South Africa's inter
national ISolation was start1ng to be broken and sport was a lead1ng point of 
contact with other countnes Most respondents felt that tobacco advertising 
should be banned on television (59.7%), on radio (60.1 %), in newspapers 
(58.4%), on billboards (58 7%) and in c1nemas (59 3%). A majority of both 
smokers and non-smokers supported these measures The results indicated 
wide public support for the Introduction of more extensive tobacco control 
measures than were actually introduced 1n March 1993. lt may thus be possible 
to strengthen the legislative basis for tobacco control 1n coming years. Evalua
tion will be earned out later to assess the impact of th1s legislation. 

Strengthening existing legislation in England, Wales and Scotland2 

S1nce 1904, an Act of Parliament has made it illegal to sell cigarettes to anyone 
under 16 years 1n the United K1ngdom This Act was rev1sed in 1933, 1963 and 
1986 but throughout 1ts existence cigarettes were being sold to children In 
1988, although there were only 29 prosecutions, some 250000 children were 
Illegally sold c1garettes each week. Numerous surveys have showed that, for 
about three-quarters of smokers under the age of 16 years, shops were the ma1n 
source of c1garettes. Enforcement was a problem because: 

- 1t was not clear who should enforce the leg1slat1on (police or local 
authorities), 

1 Martm G, Steyn K, Yach D. Beliefs about smoking and health and attitudes towards 
tobacco control measures. South Afiican med1ca/ ;ounzal, 1992, 82:241-245. 

2 Based on: Wilson D. Buildzng a tobacco blockade. London, Health Educat1on Authority, 
1991. 
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- the fines for vendors were very low; 
- young people who appeared to be over 16 years could be sold cigarettes 

and there was no means of proving age. 

In December 1989, Parents Against Tobacco (PAT) was created and for one 
year lobbied for substantive revisions to the Act. PAT was launched by 100 
famous parents as founding members. They represented the arts, health, busi
ness, sports, education and the media. PAT Included all vice presidents of 
political part1es, a campaign team from Citizen Act1on, an advisory group, and 
local committees. lt raised funds and was launched with a large press confer
ence. lt campaigned for action on a series of issues, such as: illegal sales to 
minors; a ban on vending machines accessible to children; higher maximum 
fines for selling cigarettes to people under 16; el1mmat1on of the practice of 
selling single cigarettes; financial support from Industry for the prevention of 
smoking by young people; and further controls on advertising, promotion and 
sponsorship by tobacco companies. 

The outcome was a parliamentary Private Member's Bill which resulted 1n 
substantive rev1s1on of the Children and Young Persons (Protection from To
bacco) Act The main prov1s1ons of this revision were as follows 

• lt clanf1ed who was responsible for enforcement of the law by placing 
a duty on local authont1es. One tier - the county council or its equivalent -
must review the supply of c1garettes to under-16s at least once a year and 
consider how and when to enforce the law. This review process must be 
referred to in the annual reports of the county council Local authorities now 
have the power to act in enforcing the law; the decision to enforce the law or 
not remains discretionary 

• lt raised f1nes on vendors mak1ng illegal sales from a maximum of £400 to a 
maximum of £2500 

• Selling cigarettes to any young person under 16 was made illegal, closing the 
loophole of "apparent" age. 

• The sale of s1ngle cigarettes to anyone, including adults, was made illegal 
The max1mum fine for selling single cigarettes to a child is now £3500. 

• lt established controls on sales from c1garette vending machines If evidence 
can be produced that anyone under 16 years old has bought cigarettes from 
a vending machine, the magistrate can order removal of the machine. 

• lt made 1t compulsory for notices to be displayed at point of sale stating that 
it is illegal to sell cigarettes to under-16s These notices also apply to vending 
machines. 

Comment 

The PAT act1on was effective 1n getting the Act rev1sed and in creating aware
ness of the need to enforce it and abide by 1t. Opposition to the revision was 
neutralized by designing the legislation as an enabling act, mak1ng implemen
tation discretionary for the local authorities. lt is an example of the development 
of action by a specific interest group - parents 1n this case. 
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Assessing the "added value" of legislation 

Legislation is crucial in establishing official policies. It is also indispens
able to clarify policy for all groups concerned with tobacco control, governmen
tal or not. Legislative and restrictive measures to control smoking entail some 
costs though those are relatively low- the cost of the education and informa
tion programmes that usually accompany legislative measures, or the cost of 
campaigns. In contrast, the savings in terms of mortality, morbidity and long
term economic cost to the community can be immense. 

Legislation will be effective only if it has appropriate popular and political 
support, and if it is correctly drafted, strictly enforced and continually moni
tored. The three main focuses for evaluation of legislation to control tobacco 
use are: 

- the issues raised during preparation for legislation and while it is being 
discussed by the legislative assembly; 

- the implementation and immediate impact of the legislation (and 
concomitant publicity); 

- the long-term effect of legislation as part of a smoking control 
programme. 

Analysing the alternatives 

Assessment of the value added to tobacco control measures by the use of 
legislation should start with a general comparison of the legislative mechanism 
with other potential means of control (at national or local level). A number of 
such comparisons have already been done with one of the most common 
alternatives - the voluntary agreement. 

The first argument offered in favour of the voluntary agreement is its 
simplicity. However, this very simplicity does not give enough publicity or 
visibility either to the negotiators or to the process of negotiation so that the 
agreement risks being ignored not only by the public but also by sectors of the 
government. For example, in the United Kingdom, the Department of Health 
and Social Security negotiated an agreement with the tobacco industry which 
provided, among other things, that advertisements should not imply that smok
ing is associated with success in sports. Yet another agreement of the tobacco 
industry with the Department of the Environment provides for sponsorship of 
sports by the industry. 

Secondly, the benefits of self-regulation will only be realized if the proce
dures adopted are effective. This depends to a great extent on the degree to 
which the tobacco industry cooperates with the government in carrying out 
both the letter and the spirit of the agreement. Because of loopholes, the spirit 
and even the letter of the agreement may often not be observed. 

Again in the United Kingdom, agreements are negotiated in private, so 
that the public does not know how the tobacco industry resists proposals 
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for meaningful restrictions but sees only the final agreement. The length of 
time required for negotiating with different government departments may 
give the industry the opportunity to erect billboards or to install shop advertis
ing before new restrictions take effect. Most importantly, the agreements 
are not enforceable. Spending more than 100 million pounds a year in the 
United Kingdom on tobacco advertising, the tobacco industry obtains two 
advantages from voluntary agreements - the agreements stave off the enact
ment of legislative restrictions that are enforceable, and they create the im
pression that the industry is cooperating with government as a responsible 
partner in addressing public concerns. Yet monitoring and evaluation studies 
during recent years have shown breaches of the agreement and defects in its 
application. 

The question that needs to be asked is: why have a voluntary agreement 
for tobacco control when there is legislation for other similarly important 
lifestyle (or life-saving) concerns such as the wearing of seat-belts in cars or the 
age limit for the consumption of alcohol? Tobacco is the only product that, 
used as intended, kills one-third of its consumers; negotiating with an industry 
on a matter of life and death may give the government a poor image. 

Conversely, national legislation may not be necessary for the implementa
tion of local measures. Municipal ordinances, for example, may combine the 
advantages of rapidity, simplicity and efficacy. If well planned, they may have 
as much impact as more cumbersome national measures. 

Evaluating the preparation and adoption of a tobacco control law 

The stage of preparation, lobbying and publicity for the introduction of 
a tobacco law is important for a number of reasons. During this stage, informa
tion on tobacco or health issues is disseminated and efforts are made to muster 
wide popular and political support. This preparatory stage stimulates consulta
tion and negotiation between interested parties (often of diverging opinions) 
and thus helps to ensure that the law is complete. It may even facilitate 
implementation of the law by informing the public of the issues involved. 

To evaluate this preparatory phase, the following questions may be asked: 

• Have all aspects of the tobacco control policy been worked out so as to 
support the future law with appropriate information and education 
measures? Have the key determinants of successful tobacco control laws 
in other countries been analysed? 

• Is the proposed law relevant in view of the needs of the country (socio
economic background, customs, etc.)? 

• Have all concerned parties (health departments, other government 
agencies, major voluntary health associations, medical societies, con
sumer associations, churches) been involved in preparing the ground for 
the law? Have professional lobbyists been involved? Has a coalition been 
formed? 
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• Has the national legislation been preceded by local measures to create 
wide acceptance among the population? 

• Is the action for the adoption of the legislation led by legislators who are 
committed to the cause at sufficiently high levels of authority? 

• Are the risks to health related to tobacco use the centre of the debate? 
Is there sufficient focus on these risks to avoid the tobacco industry 
shifting the debate from public health to other issues such as personal 
freedom? 

• Are the media involved? 
• Have efforts been made to try to work out a national consensus? 

Evaluating the implementation of the law and its enforcement 

Laws are normally implemented in one of two ways: spontaneous compli
ance (which requires popular support) and appropriate coercion (including 
surveillance and enforcement). Since tobacco use is still socially acceptable in 
most societies, although less so than in the past, educational measures will 
probably be needed to improve compliance. If voluntary compliance fails, then 
enforcement, with civil or criminal penalties, will be needed. To evaluate the 
adequacy of overall implementation and specific enforcement measures, the 
following questions may be asked: 

• Has the law been well publicized through the press? How have those 
concerned been informed? Has the support of major NGOs or voluntary 
organizations been ascertained? 

• Have implementing instruments been issued for all the provisions of the 
law? 

• How is enforcement planned? Who is responsible for enforcement? 
Have resources been put at the disposal of those in charge of enforce
ment for that purpose? 

• Are the penalties sufficiently dissuasive? 
• Is compliance generally readily obtained? Is the law generally respected? 
• How many cases of violation have been reported? Are these cases 

prosecuted? Are civil or criminal penalties imposed? 
• Would the same results be obtained without legislation? 
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Chapter 19 

Litigation 1 

Litigation, the invocation of judicial action, may be based on laws, regu
lations or the need to redress the wrong done to the health of an individual. A 
variety of lawsuits have been brought on behalf of smokers, smokers' families or 
smoking-afflicted non-smokers. These lawsuits have involved governments, 
private citizens, NGOs and tobacco companies. The main interest of this 
litigation is the publicity generated through the media and the opportunity 
created to advertise the ill-effects of tobacco use and the strategies of tobacco 
companies. Such publicity may often be achieved at international level even 
though judicial systems differ and the results of litigation in one country are not 
transferable to another. 

A first wave of product liability litigation against tobacco companies in the 
USA began in the late 1950s and petered out by the early 1970s. The conven
tional wisdom among attorneys was that lawsuits brought against tobacco 
companies could not succeed. Lawyers and plaintiffs could not match the 
resources expended by tobacco companies. In France in the late 1970s some 
NGOs endeavoured to force the application of the advertising ban foreseen by 
the Loi Veil of 1976; however, the resources of the tobacco control advocates 
were once again soon exhausted and the legislation was not properly enforced. 

Since the late 1980s the situation has varied in different countries. A 
clearer picture has emerged of the legal issues, public perception and tobacco 
industry tactics. Legislative development worldwide has drawn the attention 
both of justice officials and of the public to the dangers of tobacco use which 
have been repeatedly confirmed by scientific evidence. Consequently the num
ber of litigation cases has increased and they are usually based on concern for 
health. 

The question of legal costs remains. The high cost of legal proceedings 
often proves to be the ultimate barrier when some form of public interest 
litigation is being considered. The cost of litigation is generally beyond the 
means of most individuals or community organizations (even with legal aid 

1 Certain elements of this chapter have been taken from material prepared by Richard A. 
Daynard, Professor of Law, Northeastern University School of Law, Boston, MA, USA, 
and Chairman, Tobacco Products Liability Project. 
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schemes that take account of the special features of public interest litigation). 
In the USA, contingent fees are permitted, which may even prove profitable for 
attorneys when, and if, product liability suits begin to be successful. Even when 
the legal costs of successful litigants are reimbursed, these usually fall short of 
the expenses actually incurred. In certain circumstances, public collections, 
often organized or supported by tobacco control advocacy groups, are made to 
contribute to the costs of private litigation. This has been made possible by the 
increase in anti-smoking sentiment in most societies. 

What types of litigation? 

Different circumstances have given rise to different types of litigation. The 
purpose of briefly enumerating some of them is to show how to make the best 
use of these painful circumstances to further the case for a tobacco-free society. 

Cases involving tobacco companies against government 
decisions 

One of the most famous cases IS the effort of the Canadian tobacco industry to 
have Canada's tobacco advertising ban declared to be in violation of the free 
speech provisions of the Canad1an Charter of Rights and Freedoms 

One measure of the likely effectiveness of the Tobacco Products Control Act 
may be seen in the strenuous efforts employed by the tobacco Industry 1n 
opposing it and 1n seek1ng to minimize its impact Even before the Act had come 
1nto effect, the three largest tobacco companies had launched separate legal 
actions to have the law revoked 

The Government made the defence of th1s case a high pnor1ty. The core of the 
Government's position was that bann1ng tobacco product advert1s1ng repre
sented a "reasonable limitation" on freedom of speech, as provided for 1n the 
Canad1an Charter 

Despite the presentation of considerable evidence to the contrary, the JUdge 1n 
the court of first Instance concluded that the control of tobacco advertising and 
labelling was not a public health measure but an unfair restraint of trade. At a 
higher level, however, a panel of three more sen1or JUdges, in January 1993, 
ruled that the law was valid 

The legal proceedings commanded Widespread press coverage, bnng1ng to 
light previously confidential tobacco company marketing documents that the 
government had obtained and presented as ev1dence 

The tobacco compan1es asked for permiss1on to appeal against the dec1s1on 
before the Canadian Supreme Court, which 1s the highest court in the land. In 
1995 the Supreme Court ruled the law to be 1nval1d. However, the law was in 
force and was effective for several years while the matter was under appeal The 
Canadian Government 1s now considering new leg1slat1on to replace the former 
Tobacco Products Control Act 
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Cases involving tobacco companies and NGOs 

Such cases have been brought by both parties Tobacco companies have 
brought lawsu1ts against NGOs 1n vanous circumstances 1n an attempt to 
prevent anti-tobacco campaigns or publication of health evidence For ex
ample, a tobacco company's beer subsidiary brought a trade infringement su1t 
aga1nst Doctors Ought to Care for selling T-shirts ridiculing a promotional event; 
the Swedish tobacco Industry tried to get the legal ombudsman to suppress the 
clever and effective "Smart promotion" booklets distributed by private and 
government agenc1es; and the Dutch tobacco industry tned to force health 
groups to apologize for suggesting that second-hand smoke 1s dangerous. 

NGOs, on the other hand, have been instrumental in trymg to protect the 
provisions of legislation 1n a number of countnes. The French anti-smoking 
body, the Comite national contre le Tabagisme, has played this role with regard 
to indirect tobacco advert1s1ng. 

Cases involving private individuals against tobacco companies 

These cases are generally product l1ab111ty su1ts Lawsu1ts are be1ng act1vely 
pursued against cigarette manufacturers 1n the Un1ted States, Canada, the 
Un1ted Kingdom and Finland, seek1ng compensation for ailing smokers or their 
surviving relatives. Smok1ng control groups 1n several Asian and Pacific coun
tnes, as well as 1n Europe, are also considering bringing such actions The su1ts 
allege that tobacco products are unreasonably dangerous 1n that the1r nsks 
exceed any possible benef1ts, that the manufacturers have failed to give full and 
undiluted warn1ngs, that they have lied about the dangers and that they have 
fa1led to pursue safer product designs 

As soon as one smoker rece1ves compensation from a tobacco company, every 
other v1ctim becomes a potential cla1mant. As soon as one plaintiff's attorney in 
one country proves money can be made by suing tobacco companies, all 
pla1nt1ffs' attorneys within that country and in other countries will also be encour
aged to try. Indeed, developments 1n 1nd1v1dual cases have resulted 1n 5-10% 
mcreases or decreases 1n the value of tobacco stocks 1n the USA 

Also worth noting is the act1on su1t brought 1n the Ph1l1pp1nes 1n 1987 by f1ve 
attorneys and the1r fam1l1es, seek1ng to force the domestic licensees of foreign 
tobacco compan1es to put the same labelling on the cigarettes in the Philippines 
as they do 1n the USA, and to remove their advertising from radio and television 
as has been done in the United States 

Workplace and compensation cases 

Compelling ev1dence that environmental tobacco smoke causes lung cancer 
and other diseases, as well as increasing sentiment in many countries that 
cigarette smoking imposes an unreasonable risk on non-smokers, have g1ven 
Impetus to passive smokers to bnng cla1ms before the appropnate JUrisdiction 
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Lawsuits have been brought by non-smokers, either to obtain recognition of 
their right to a smoke-free workplace or to obtain compensation from their 
employers and the1r insurance companies for injuries done to them by second
hand smoke. 

Cases ordering employers to provide smoke-free workplaces for non-smoking 
employees are now generally successful, despite some recent setbacks in 
Japan 

Litigation brought by adversely affected non-smokers seeking financial com
pensation from their employers has been based on a wide variety of legal 
premises, Including negligence and compensation statutes Court decisions 
have also protected people who complain about second-hand smoke from 
retaliation by the1r employers. 

Evaluating the use of litigation 

There has been no scientific evaluation of the use oflitigation in furthering 
tobacco control in different societies, nor has any method been developed to do 
this. Yet, in reading the newspapers, in looking at the increasing prevalence of 
tobacco-free public places, and in reviewing the evolution of other tobacco 
control measures, it is evident that litigation has contributed to improving the 
situation. 

It would be simplistic to consider the amounts received in compensation 
and the minimization of legal expenses as the main positive outcomes of 
litigation. Some cases that have yielded no financial rewards have enabled 
tobacco control to progress one step further. 

While no formal evaluation methods can be suggested, the following 
issues can be reviewed when considering the usefulness of litigation for tobacco 
control. 

Public information and health promotion 

Litigation focusing on tobacco use and its consequences has provided 
tremendous opportunities to publicize information on tobacco-related diseases, 
dependence on nicotine, smoking cessation advice and the strategies of the 
tobacco industry. 

The media may prove to be more interested in and ready to publicize 
litigation cases with a touch of scandal, or those full of revelations, than the 
sometimes dull messages of public health. Litigation has provided an opportu
nity for public information - for instance by releasing tobacco industry docu
ments revealing how their marketing devices are sometimes aimed at children 
and how they have undermined smoking control efforts, or revealing the full 
extent of the advertising efforts ofthe tobacco industry (US$700 000 spent per 
hour, 24 hours a day, 7 days a week, 365 days a year on cigarette advertising in 
the USA alone). Compensation cases receive local coverage while cases such as 
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those on sales to minors can receive substantial national news coverage and 
may also be covered in the retail trade press. 

Workplace effects 

While cases brought by private individuals against employers have re
sulted in substantial financial settlements and practical advantages for afflicted 
non-smokers in many countries, at least equally important is the fear of such 
litigation which has helped influence employers to ban or limit smoking in the 
workplace. 

Most countries have legislation protecting the health of workers and 
making it a duty of the employer to provide a safe working environment. It is 
under such laws that workers have begun to sue their employers with claims 
relating to passive smoking. In addition to gaining visibility in the press, such 
lawsuits are increasingly perceived by employers as a push to ensure tobacco
free workplaces and to help employees who smoke to change their behaviour. 
Considering that many people spend a large proportion of their time in the 
workplace, the banning of smoking there has tremendous potential for prevent
ing tobacco-related diseases. 

Improving the effectiveness of the laws 

Litigation may point to a lack of legislation on essential issues or to 
loopholes in the law, or to practical ways of developing legislation further and 
enforcing it more effectively. 

A case in Finland, filed in 1988 by a person with cancer of the throat 
against the Finnish affiliates of international tobacco companies, has led to the 
passage of the first legislation anywhere in the world that explicitly recognizes 
the right of people with a tobacco-related disease to sue cigarette companies. 

Lawsuits on indirect advertising under the 1976 French law have led to 
improvement in the text of the 1992 Loi Evin. Other measures have been 
strengthened, such as stricter controls on sales to minors. Cases such as that in 
the Philippines may bring tobacco product manufacturers to make health 
warnings and statements of tar and nicotine levels in all countries consistent 
with those in the USA and western Europe. 

Reactions of the tobacco industry 

The energy and resources expended by the tobacco industry in defending 
lawsuits (or in taking legal action against others) are an important evaluation 
indicator of the significance of lawsuits, as are the attempts to settle out of 
court. 

Tobacco companies are now having to set aside millions of dollars for 
potential litigation. While the tobacco industry can currently sustain a few 
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hundred legal cases and pay a few million dollars in damages, the situation 
could be quite different ifthe number oflawsuits were to increase to thousands. 
Even more modest scenarios could adversely affect the industry's operations. 
Substantial expenses have to be passed on to consumers. In the USA, one 
round of price increases for both cigarettes and smokeless tobacco has already 
been attributed to the companies' attorneys' fees. 

The tobacco industry has shown an extraordinary ability to deflect, 
neutralize or at least blunt the most pointed and promising public health 
campaigns directed against it and its products. However, since the stakes in 
human life, health and freedom from tobacco dependence are so high, every 
promising avenue for reducing smoking and protecting potential victims must 
be used. 

While the cost of lawsuits may represent an obstacle for many pro-health 
organizations, the recent trends in financial support by governments or govern
ment agencies and the extraordinary international solidarity shown by tobacco 
control advocates throughout the world brings tobacco litigation within reach. 
A more specific evaluation of the role of litigation may show that it is a cost
effective measure for tobacco control. 
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