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Over the past two years, 1.1 billion people have 
become covered by at least one MPOWER measure 

newly applied at the highest level. 

People have an inherent right to receive information 
about the health dangers of tobacco use, and 

countries have an obligation to provide it.

Dr Ala Alwan, Assistant Director-General, World Health Organization
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Progress continues – nearly 3.8 billion people are  
now covered by an effective tobacco control measure

detailed national-level data collected on a 
global basis for anti-tobacco mass media 
campaigns.

The data are impressive. More than 
1 billion people now live in countries with 
legislation that requires large graphic health 
warnings on every cigarette pack sold in 
their countries, and 1.9 billion people live 
in the 23 countries that have aired high-
quality national anti-tobacco mass media 
campaigns within the past two years. It 
is clear that substantial progress is being 
made against this deadly product. Low- and 
middle-income countries have been in the 
forefront of developing anti-tobacco mass 
media campaigns, showing that countries 
can successfully implement this intervention 
regardless of income classification.

Nevertheless, the tobacco epidemic 
continues to expand because of ongoing 
tobacco industry marketing, population 
growth in countries where tobacco use is 
increasing, and the extreme addictiveness 
of tobacco that makes it difficult for people 
to stop smoking once they start.  Although 
there has been progress, only 19 countries 
follow best-practice standards by requiring 
large graphic health warnings on tobacco 
product packages – none of which are 
low-income countries.  All countries, in 
partnership with the United Nations, health 
development agencies and civil society, 
can and must do more by meeting their 
commitments under the WHO Framework 
Convention on Tobacco Control and its 
corresponding guidelines. 

The number of people now protected by 
tobacco control measures is growing at a 
remarkable pace. The progress made on 
applying measures that reduce the demand 
for tobacco is a sign of the increasing impact 
of the WHO Framework Convention on 
Tobacco Control, which continues to be one 
of the most rapidly embraced, measurably 
successful treaties in United Nations history. 

This report, the third periodic country-level 
examination of the global tobacco epidemic, 
identifies the countries that have applied 
effective tobacco control measures that 
save lives. These countries can be held up as 
models of action for the many countries that 
need to do more to protect their people from 
the harms of tobacco use. Tobacco continues 
to kill nearly 6 million people each year, 
including more than 600 000 non-smokers 
who die from exposure to tobacco smoke. Up 
to half of the world’s 1 billion smokers will 
eventually die of a tobacco-related disease. 
However, we have the power to change these 
circumstances.

Over the past two years, 1.1 billion people 
have become covered by at least one 
MPOWER measure newly applied at the 
highest level. This is the result of action 
taken by 30 countries – over half of them 
classified as low- or middle-income – which 
have applied measures that, while requiring 
relatively little investment, are proven to be 
highly effective at changing tobacco use 
patterns and saving lives. 

The focus of this report is on warning people 
about the harms of tobacco use. People have 
an inherent right to receive this information, 
and countries have an obligation to provide 
it. The two main types of warnings are 
examined: health warning labels on tobacco 
packages and national anti-tobacco mass 
media campaigns. Large and graphic 
warning labels and hard-hitting mass media 
campaigns have proven effective in reducing 
tobacco use and encouraging people to 
quit. This report presents for the first time 

This report appears at a crucial moment 
in the fight against the growing epidemic 
of noncommunicable diseases (NCDs) 
– primarily cancers, diabetes, and 
cardiovascular and chronic lung diseases 
– which account for 63% of all deaths 
worldwide and for which tobacco use is one 
of the biggest contributing agents. These 
diseases kill an astounding 36 million people 
each year, with 80% of deaths occurring in 
low- and middle-income countries that can 
least afford them.  An estimated 9 million 
deaths occur below the age of 60 years. On 
19–20 September 2011, the United Nations 
General Assembly will hold its first-ever 
high-level meeting to consider the threat 
and impact of noncommunicable diseases 
on global health and human development. 
Heads of State will discuss during this 
meeting in New York how to raise awareness 
of and plot strategies against this cluster 
of related diseases that share several risk 
factors, most notably tobacco use. 

Because tobacco use and exposure to 
tobacco smoke cause a large proportion of 
global illness and death, tobacco control 
must be given the high priority it deserves 
so that we can expand on the successes we 
have already realized. Consequently, tobacco 
control measures are expected to be scaled 
up as a core component of the outcome for 
the United Nations high-level meeting on 
NCD’s.

As Dr Margaret Chan, Director-General of 
the World Health Organization has said, 
“What gets measured gets done”. This 
report is a strong and important step in our 
ongoing measurement of what has been 
achieved in tobacco control and how much 
more countries need to do. We can and must 
continue this work – millions of people’s 
lives are at stake.

Dr Ala Alwan 
Assistant Director-General 
World Health Organization
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Tobacco use continues to be the leading 
global cause of preventable death. It 
kills nearly 6 million people and causes 
hundreds of billions of dollars of economic 
damage worldwide each year. Most of these 
deaths occur in low- and middle-income 
countries, and this disparity is expected 
to widen further over the next several 
decades. If current trends continue, by 2030 
tobacco will kill more than 8 million people 
worldwide each year, with 80% of these 
premature deaths among people living in 
low- and middle-income countries. Over the 
course of the 21st century, tobacco use could 
kill a billion people or more unless urgent 
action is taken.

The World Health Organization Framework 
Convention on Tobacco Control (WHO 
FCTC) demonstrates global political will to 
strengthen tobacco control and save lives. 
The WHO FCTC is a legally binding global 

Summary
treaty that provides the foundation for 
countries to implement and manage tobacco 
control programmes to address the growing 
epidemic of tobacco use.  As of May 2011, 
the WHO FCTC has 173 Parties covering 
87% of the world’s population, making it 
one of the most rapidly embraced treaties in 
United Nations history.

To help countries fulfil their WHO FCTC 
obligations, in 2008 WHO introduced the 
MPOWER package of six evidence-based 
tobacco control measures that are proven 
to reduce tobacco use and save lives. 
The MPOWER measures provide practical 
assistance with country-level implementation 
of effective policies to reduce the demand 
for tobacco. The MPOWER measures focus 
on demand reduction, although WHO 
also recognizes the importance of and is 
committed to implementing the supply-side 
measures contained in the WHO FCTC.

The continued success of the WHO FCTC is 
detailed in this year’s WHO Report on the 
Global Tobacco Epidemic, 2011, the third in 
the series of WHO reports on the status of 
global tobacco control policy achievement.  All 
data on the level of countries’ achievement 
for the six MPOWER measures have been 
updated through 2010, and additional data 
have been collected on warning the public 
about the dangers of tobacco. This year’s 
report examines in detail the two primary 
strategies to provide health warnings – labels 
on tobacco product packaging and anti-
tobacco mass media campaigns. The report 
provides a comprehensive overview of the 
evidence base for warning people about the 
harms of tobacco use, as well as country-
specific information on the status of these 
measures.

To continue the process of improving data 
analysis, categories of policy achievement 
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have been refined and, where possible, made 
consistent with new and evolving WHO FCTC 
guidelines. Data from the 2009 report have 
been reanalysed to be consistent with these 
new categories, allowing for more direct 
comparisons of the data across both reports. 
This year continues the practice of printing a 
streamlined summary version of the report 
and publishing more detailed country-specific 
data online (http://www.who.int/tobacco). 

Substantial progress continues to be made 
in applying the MPOWER measures. Roughly 
3.8 billion people (55% of the world’s 
population) are covered by at least one 
measure at the highest level of achievement, 
including 1.1 billion people covered by a 
new policy since 2008.  More than 1 billion 
people (17% of the world’s population) 

are covered by two or more measures at 
the highest level of achievement. Gains 
were made in all areas, with a total of 
30 countries enacting at least one new 
MPOWER measure at the highest level since 
2008. Anti-tobacco mass media campaigns, 
an MPOWER measure assessed for the first 
time for this report, occurred in 23 countries 
reaching 1.9 billion people during 2009 and 
2010.

Together, health warning labels and anti-
tobacco mass media campaigns are the 
most widely embraced MPOWER measures, 
based on population coverage. The MPOWER 
measure showing the largest progress 
since the 2009 report, based on population 
coverage, is provision of health warning 
labels on tobacco packaging. More than 

a billion people now have pack warning 
laws at the highest level of achievement in 
this policy area, a gain of three countries 
(with nearly half a billion people) that have 
passed such legislation within the past 
two years. Notably, the United States of 
America will move from very weak warning 
label requirements to among the world’s 
strongest in 2012, when its new warning 
label regulations are scheduled to be 
implemented.

This year’s report also provides, for the 
first time ever, systematically collected 
information about anti-tobacco mass media 
campaigns, a highly effective method of 
warning the public about the dangers of 
tobacco. The data reveal the promising 
work being done in this area – more than 

19 countries with more than a billion people  
now have pack warning laws at the highest level  

of achievement in this policy area.
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quit tobacco use, exposed to effective 
health warnings through tobacco package 
labelling and mass media campaigns, 
protected against tobacco industry 
marketing tactics and covered by taxation 
policies designed to decrease tobacco use 
and fund tobacco control and other health 
programmes. Perseverance by all countries 
in expanding the reach of tobacco control 
programmes is needed to achieve the goal 
of a tobacco-free world, and is critical to 
saving the lives of the billion people who 
may otherwise die from tobacco-related 
illness this century.

1.9 billion people (28% of the world’s 
population) live in the 23 countries that ran 
at least one strong anti-tobacco mass media 
campaign during the reporting period. Only 
seven of the 23 countries that ran a strong 
campaign are classified as high-income – 
the majority reporting exemplary campaigns 
are low- or middle-income countries, 
providing evidence that all countries, 
regardless of income level, can run effective 
mass media campaigns.

The WHO Report on the Global Tobacco 
Epidemic, 2009 focused on the importance 
of protecting the public from the dangers 
of second-hand tobacco smoke through 
comprehensive smoke-free laws. Substantial 

gains have been made in this area since 
2008 – 16 additional countries have passed 
national legislation that bans smoking in 
all public places and workplaces, including 
bars and restaurants, with the result that 
over 385 million people have been newly 
protected from the health harms of tobacco 
smoke.  An additional 100 million people 
are protected by comprehensive smoke-
free laws that have been passed at the 
subnational level since 2008.

As countries continue to build on the 
progress achieved since becoming Parties 
to the WHO FCTC, more people are being 
protected from the harms of second-hand 
tobacco smoke, provided with help to 

More than 1.9 billion people live in the 23 countries  
that ran at least one strong anti-tobacco  

mass media campaign during the reporting period.
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WHO Framework 
Convention on  
Tobacco Control 
When WHO was established in 1948, its 
Member States incorporated the power 
to negotiate treaties into its Constitution. 
This power remained dormant until 
1996, when the World Health Assembly 
adopted a resolution requesting the WHO 
Director-General to initiate development 
of a framework convention for global 
tobacco control in accordance with the 
WHO Constitution. This unprecedented 
request was made in response to the rapid 
globalization of the tobacco epidemic 
and the growing magnitude of the health 
burden associated with tobacco use, which 
kills nearly 6 million people and causes 
hundreds of billions of dollars in economic 
damage worldwide every year. 

Today, the WHO Framework Convention on 
Tobacco Control (WHO FCTC) (1) is one of 

the most rapidly embraced treaties in the 
history of the United Nations, with 173 Parties 
covering 87% of the world’s population. 
It contains legally binding obligations for 
its Parties, addresses the need to reduce 
both demand for and supply of tobacco, 
and provides a comprehensive direction for 
implementing tobacco control policy at all 
levels of government. The treaty’s governing 
body is the Conference of the Parties (COP), 
an intergovernmental entity composed of all 
Parties with responsibility for guiding and 
promoting effective implementation of the 
WHO FCTC.  As part of this responsibility, 
the COP considers the reports submitted 
periodically by each Party, in accordance 
with Article 21 of the treaty, and the global 
summary prepared by the Convention 
Secretariat to review the progress, successes 
and challenges of implementation. 

To reflect the complexities of the tobacco 
epidemic, as well as the challenge of 
countering a very well-funded and powerful 
multinational industry, WHO FCTC negotiators 
included broad, encompassing treaty 
provisions to address demand reduction and 
supply reduction issues in Articles 6 and 8–17:

Article 6. Price and tax measures to reduce 
the demand for tobacco.
Article 8. Protection from exposure to 
tobacco smoke.
Article 9. Regulation of the contents of 
tobacco products.
Article 10. Regulation of tobacco product 
disclosures.
Article 11. Packaging and labelling of 
tobacco products.
Article 12. Education, communication, 
training and public awareness.
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Many countries can easily improve 
policies by increasing the size  

of warning labels, strengthening 
the wording of warnings  

and making them more specific, 
and including pictures rather  

than text-only warnings.

Article 13. Tobacco advertising, promotion 
and sponsorship.
Article 14. Reduction measures concerning 
tobacco dependence and cessation.
Article 15. Illicit trade in tobacco products.
Article 16. Sales to and by minors.
Article 17. Provision of support for 
economically viable alternative activities.

In addition to these supply and demand 
measures, the WHO FCTC provides guidance 
and encouragement for collaboration in 
implementation; in particular, sections 
addressing General obligations (Article 5), 
Scientific and technical cooperation and 
communication of information (Articles 20, 

21 and 22) and International cooperation 
and resources (Articles 25 and 26) help 
Parties maximize best practices, share 
experiences and avoid interference from the 
tobacco industry.

The text of the WHO FCTC, and the success 
in implementing effective national and 
global tobacco control policies since its 
entry into force, demonstrates strong 
international commitment to ending the 
tobacco epidemic. The treaty establishes 
standards that underpin and drive tobacco 
control throughout the world and reinforces 
the role and strength of international 
law as a tool to prevent disease and 
disability. The power of this treaty lies not 
only in its obligations, which are binding 
for all Parties, but also in the formal 
demonstration of the need, recognized 
globally, to “protect present and future 
generations from the devastating health, 
social, environmental and economic 

consequences of tobacco consumption and 
exposure to tobacco smoke” (1). 

In Article 7 (Non-price measures to reduce 
the demand for tobacco), the WHO FCTC 
mandates: “Each Party shall adopt and 
implement effective legislative, executive, 
administrative or other measures necessary 
to implement its obligations pursuant to 
Articles 8 to 13 … The Conference of the 
Parties shall propose appropriate guidelines 
for the implementation of the provisions of 
these Articles” (1).

The COP unanimously adopted guidelines 
for Article 11 in November 2008 and 
unanimously adopted Article 12 guidelines 
in November 2010. These guidelines 
establish high standards of accountability 
for treaty compliance and include clear 
statements of purpose, objectives and 
guiding principles.
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Article 11 – Packaging and labelling  
of tobacco products
The WHO FCTC is an evidence-based 
treaty: nowhere is this more clear than in 
Article 11, which sets out strong, clear 
and legally obligatory standards for health 
warning labels on tobacco packaging. These 
standards are derived from strong data 
that health warnings encourage tobacco 
users to quit and help keep young people 
from starting.  Article 11 forms the basis 
for international action to communicate 
the health risks of tobacco, and requires 
all Parties to implement compliant 
warning labels on all tobacco products 
sold or otherwise distributed within their 
jurisdictions within three years after entry 
into force of the treaty for that Party.

Article 11 of the WHO FCTC requires 
that health warning labels on tobacco 
packaging (2):

■■ be approved by the competent national 
authority;

■■ should cover 50% or more of the 
principal pack display areas, but should 
be no less than 30%;

■■ be large, clear, visible and legible;
■■ not use misleading terms like “light” 

and “mild”;
■■ be rotated periodically to remain fresh 

and novel to consumers;
■■ display information on relevant 

constituents and emissions of tobacco 
products as defined by national authorities;

■■ appear in the principal language(s) of 
the country.

The strength of the language and of the 
obligations set forth in Article 11 have led 
to measurable global progress in providing 
people with effective warnings about the 

dangers of tobacco, although there is still 
work to be done in most countries and 
in all regions. Many countries can easily 
improve policies by increasing the size of 
warning labels, strengthening the wording 
of warnings and making them more specific, 
and including pictures rather than text-only 
warnings. 

In order to promote international cooperation, the COP requested 
that WHO’s Tobacco Free Initiative (TFI) establish and maintain 
a central database of pictorial health warnings and messages. 
TFI, in collaboration with the WHO FCTC Convention Secretariat, 
has established such a database to facilitate sharing of pictorial 
health warnings and messages among countries and Parties.*

This type of assistance and support are part of WHO’s larger 
tobacco control programme driven by the WHO FCTC. To provide 
technical assistance to help Member States fulfil some of their 
commitments to the treaty, WHO has proposed the MPOWER 
package of measures. MPOWER supports the implementation of 
six effective tobacco control measures proven to reduce tobacco 

use. Each measure reflects one or more provisions of the WHO 
FCTC, and the package of six measures is an important entry 
point for scaling up efforts to reduce the demand for tobacco. 
MPOWER is an integral part of the WHO Action Plan for the 
Prevention and Control of Noncommunicable Diseases (3), 
which was endorsed at the 61st World Health Assembly in 2008 
and reflects the commitment of WHO Member States to the 
implementation of the WHO FCTC.

* �The health warnings database is freely accessible to the public 
at: http://www.who.int/tobacco/healthwarningsdatabase/en/
index.html

WHO FCTC health warnings database
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Guidelines for implementation of Article 11
The purpose of the Article 11 guidelines is to assist Parties in 
meeting their WHO FCTC obligations and to suggest means by 
which Parties can increase the effectiveness of their packaging 
and labelling measures. The substance of the Article 11 guidelines 
is separated into seven sections (2).

Developing effective packaging and 
labelling requirements
The Article 11 guidelines articulate recommendations on design 
elements of effective warning labels and display of information on 
constituents and emissions, and encourage the following measures 
to increase the effectiveness of packaging and labelling (2).

■■ Warning labels should cover as much of the principal display 
areas as possible.

■■ If used, pictures should be in full colour.
■■ Warnings should appear on the front and back of packs, as 

well as at the top of principal display areas, to maximize their 
visibility and in such a way that the opening of the package 
does not permanently damage or conceal the warning.

■■ Parties should consider printing warnings on cigarette filters 
and/or on other related materials (e.g. packages of cigarette 
tubes, filters and papers) as well as other instruments (e.g. 
those used for water pipe smoking).

■■ Warnings should address different issues related to tobacco 
use, in addition to harmful health effects and the impact 
of second-hand tobacco smoke exposure (e.g.  Advice on 
cessation, the addictive nature of tobacco, adverse economic 
and social outcomes such as the annual cost of purchasing 
tobacco products, the impact of tobacco use on others, 
adverse environmental outcomes, and tobacco industry 
practices).

■■ Warnings may be designed to target subgroups (e.g. youth).
■■ Warnings should not contain quantitative or qualitative 

statements about tobacco constituents and emissions (e.g. 
tar, nicotine and carbon monoxide figures) that might imply 
that one brand is less harmful than another.

■■ Where possible, warnings should undergo pre-market 
testing to assess their effectiveness with the intended target 
population.

■■ Parties should look to pack warnings used elsewhere 
for best-practice examples on how to implement this 
intervention.

■■ Where quit line services are available, quit line numbers 
can be included on warning labels to improve linkage to 
cessation services.

■■ Parties should consider legislation to mandate plain, generic 
packaging and prohibit or restrict the use of logos, colours, 
brand images or promotional information.

Process for developing effective packaging 
and labelling requirements
Warning labels should appear on all tobacco packaging, and 
those labels should be effective in accurately conveying the 
health risks of smoking. This section of the guidelines addresses 
considerations that each Party must take into account to 
accomplish this.

Developing effective packaging and 
labelling restrictions
Tobacco packaging should not be misleading. The guidelines 
specifically recommend that figures for emission yields not be 
included on tobacco packages, and that Parties consider plain, 
generic packaging that restricts the use of logos, brand images 
and promotional information by limiting packaging only to brand 
names and product names displayed in a standard colour and 
font style.

Legal measures
To assist Parties in generating and implementing enforceable 
measures that satisfy WHO FCTC requirements, the guidelines 
include a number of specific recommendations on drafting 
legislation to ensure that effective warning labels are included on 
all tobacco products.

Enforcement
Appropriate infrastructure and budget are critical to enforcement. 
Parties should ensure that all stakeholders are aware of new 
labelling measures and use inspectors or agents to conduct 
spot checks at import, export and retail facilities. Reactions to 
noncompliance must be rapid and, if possible, the public should 
be empowered to report noncompliance and file complaints.

Monitoring and evaluating packaging and 
labelling measures
Monitoring and evaluating the effects of tobacco control 
measures are critical to assess their impact, identify where 
improvements are needed, and add to the body of best-practice 
evidence. The guidelines note that monitoring and evaluation are 
ongoing processes. 

International cooperation
The guidelines note that international cooperation is needed to 
maximize the effectiveness of packing and labelling provisions. 
The WHO FCTC provides for and promotes cooperation, 
information and expertise exchange, and support between and 
among Parties in several areas.
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Article 12 – Education, communication, 
training and public awareness
Understanding that even the most effective 
warning labels are not sufficient, Article 
12 of the WHO FCTC contains obligations 
for Parties to promote and strengthen 
public awareness of tobacco control issues 
through other means.  Article 12 requires 

Parties to provide the public with widely 
accessible and comprehensive information 
on the addictiveness of tobacco and the 
risks and harms of tobacco consumption 
and exposure to tobacco smoke, as well 
as the adverse health, economic and 

Education, communication and training are most 
effective when incorporated into a comprehensive 

tobacco control programme.

environmental consequences of tobacco 
production. Parties are also required to 
give the public access to a wide range of 
information on the tobacco industry. 
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The objectives of the Article 12 guidelines are to identify 
key measures needed to successfully educate, communicate 
with and train people on the health, social, economic and 
environmental consequences of tobacco production and 
consumption and of exposure to tobacco smoke, and to guide 
Parties in establishing a sustainable infrastructure needed to 
support these measures.  As with other WHO FCTC guidelines, 
these draw on the best available evidence, best practices and 
experience. The guidelines also articulate a set of guiding 
principles for implementation. The substance of the Article 12 
guidelines falls into six sections (4):

Providing an infrastructure to raise public 
awareness
The guidelines emphasize that effectively raising public 
awareness requires solid, sustainable infrastructure that should 
include a tobacco control focal point within the national 
government to catalyse, coordinate and facilitate delivery 
of tobacco-related education, communication and training 
programmes, and to monitor and evaluate these programmes. 

Running effective education, 
communication and training programmes
The guidelines provide definitions of key terms relevant to 
awareness raising as well as tactics for Parties to implement 
effective strategies. These definitions emphasize that education, 
communication and training are most effective when incorporated 
into a comprehensive tobacco control programme, and that they 
require a sustainable approach to maintain effectiveness.

Involving civil society
Parties are encouraged to actively involve civil society in planning, 
developing, implementing, monitoring and evaluating tobacco 
control education, communication and training programmes. 
Governments should also identify and involve key community 
tobacco control leadership and consider providing direct financial or 
other support to tobacco control efforts undertaken by civil society.

Ensuring wide access to information on the 
tobacco industry

The guidelines outline the many strategies employed by the 
tobacco industry to undermine tobacco control, and reference the 
obligation under WHO FCTC Article 5.3 to ensure that policies 
are free from tobacco industry influence. To be effective, tobacco 
control education, communication and training require accurate 
and truthful information about the tobacco industry; in turn, 
Parties are required to make such information freely and readily 
accessible to the public. 

Strengthening international cooperation

The guidelines recognize the importance of sharing information 
and best practices between and among countries as well as the 
importance of collaborating to raise global public awareness of 
tobacco control.

Monitoring of implementation and revision 
of the guidelines

The guidelines emphasize the need for Parties to monitor, 
evaluate and revise their communication, education and 
training measures to facilitate comparisons, observe trends and 
provide clear goals for implementation. Evaluation should also 
include determination of need, formulation of objectives and 
identification of resources required before initiating awareness 
raising programmes.

Additionally, 10 annexes are appended to the Article 12 
guidelines that provide practical ideas for implementation. 
These annexes are a series of lists, including checklists for an 
action plan for implementation of education, communication 
and training activities within a comprehensive tobacco 
control programme, and for research-based strategies and 
programmes. Eight additional lists follow these checklists and 
cover specific public awareness, education and training topic 
areas.

Guidelines for implementation of Article 12
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People have a right to accurate information 
about the harms of tobacco use

Consumers of tobacco products have a 
fundamental right to accurate information 
about the risks of smoking and other forms 
of tobacco use (5). The WHO FCTC recognizes 
that a basic requisite for reducing tobacco 
use is that every person be informed of the 
health consequences, addictive nature, and 
potential for disability and premature death 
posed by tobacco consumption and exposure 
to tobacco smoke.

Education about the dangers of tobacco 
use and second-hand smoke exposure can 
influence an individual’s decision to start or 
continue using tobacco. Ultimately, one of the 
objectives of warning the public about the 
dangers of tobacco is to change social norms 
about tobacco use. This will cause many 
individuals to choose not to use tobacco, 
and also increase support for other tobacco 
control measures.

Many people are unaware of 
the harms of tobacco use 

Despite clear evidence about the dangers of 
tobacco use, many tobacco users worldwide 
underestimate the full extent of the risk to 
themselves and others (6).  Although a large 
number of people know in general terms 
that tobacco use is harmful to their health, 
many aspects of tobacco use have not been 

Warn about the 
dangers of tobacco
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adequately explained and as a result are not 
well understood by most tobacco users.

Many tobacco users are unaware of the 
harmful chemicals in tobacco products 
and tobacco smoke, as well as the wide 
spectrum of specific illnesses caused by 
tobacco use (7), and frequently do not know 
that smoking also causes cancers other than 
lung cancer as well as heart disease, stroke, 

and many other diseases (8). Many smokers 
also incorrectly believe that “light” or “low-
tar” cigarettes are less harmful (9–11).

This lack of knowledge leads to a substantial 
misperception of the risks involved with 
tobacco use.  As a result, smokers tend to 
grossly underestimate the health risks of 
tobacco use to themselves and of second-
hand smoke exposure to others. Smokers 

often do not accurately assess the likelihood 
of disability and death from long-term 
tobacco use, or the full extent of harm caused 
by second-hand smoke exposure. Many non-
smokers are also not aware of the dangers of 
second-hand smoke (12).

The extreme addictive nature of tobacco 
is also not widely acknowledged. Many 
people, including smokers, incorrectly 
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believe that tobacco use is simply a “bad 
habit”, not an addiction (13). They often do 
not fully comprehend the speed with which 
people can become addicted to nicotine, 
or the degree of addiction, and grossly 
overestimate the likelihood that they will be 
able to quit easily when desired and before 
health problems occur.

Showing the truth about the dangers of 
tobacco use requires evidence-based health 
warnings. These warnings should appear 
directly on tobacco product packaging, be 
included within tobacco advertising and 
on marketing materials (where not yet 
banned), and be contained in anti-tobacco 
advertisements in various types of media. 
Proven measures to reduce tobacco use 
include mandatory health warning labels on 

tobacco packaging and hard-hitting mass 
media campaigns that show the harms of 
tobacco use (14).

Both youth and adults 
benefit from adult-focused 
approaches

Because people are most likely to begin 
to use tobacco as adolescents (15), it is 
especially important to inform young people 
about the harms of tobacco use before they 
start. Health warnings can be conveyed 
using many different methods, including 
warning labels on tobacco packaging 
and anti-tobacco mass media campaigns.  
Although there is a prevalent belief that 
effectively providing youth with warnings 

requires approaches different from those 
used for adults, broad educational efforts 
that reach all age groups have been shown 
to be more effective in influencing youth 
behaviour than efforts targeted specifically 
at them (16).  Anti-tobacco programmes 
directed at children to keep them from 
starting tobacco use are politically popular 
and have broad public appeal, but do not 
contribute substantially to reducing youth 
smoking experimentation or initiation when 
conducted as part of health education 
classes in schools (17, 18). Focusing anti-
tobacco educational initiatives on children 
could also weaken a more comprehensive 
population-wide approach that would have 
a greater long-term impact (19).
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People have a fundamental right to information  
about the harms of tobacco;  

countries have a legal obligation to provide it.
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Health warning labels  
are effective

Effective warning labels on tobacco 
packaging serve several purposes, including 
disrupting the marketing value of the 
packages. Because traditional avenues for 
marketing tobacco products have become 
increasingly restricted due to wider adoption 
of bans on tobacco advertising, promotion 
and sponsorship, the tobacco industry 
has become increasingly more reliant on 
cigarette packaging as a primary marketing 
vehicle (16, 20, 21). Warning labels reduce 
the marketing effect of tobacco product 
packaging, making it more difficult for 
tobacco companies to reinforce brand 
awareness.

The maximum reduction in the marketing 
effect of tobacco packaging would be 
achieved through the use of generic (i.e. 
“plain” or “standardized”) packaging, 
which uses only standard type fonts in a 
single colour on a plain background to 
provide the minimum information necessary 
to identify a product, without the use 
of logos, stylized fonts, colours, designs 
or images, or any additional descriptive 
language. Because generic packaging 
may increase accurate perceptions of the 
risk of tobacco use and decrease smoking 
rates (21), efforts to prohibit the use of 
logos, colours, brand images and other 
promotional information are gaining 
traction. The plainer the package and the 
fewer branding elements included, the less 

favourably smokers will perceive the packs 
and the greater the impact pictorial health 
warnings may have (22). The Australian 
Parliament is debating the adoption of a 
bill to require generic tobacco packaging 
in 2011, which would make Australia the 
first country to mandate generic packaging 
beginning in July 2012.

Warning labels also shift the value of 
packaging away from marketing and 
towards public health  messaging. 
Effective warning labels increase smokers’ 
awareness of health risks (6) and increase 
the likelihood that they will think about 
cessation and reduce tobacco consumption 
(23–25). Prominent health warning 
labels that fully comply with WHO FCTC 

Health warning labels on  
tobacco packaging

Effective warning labels 
increase smokers’ 

awareness of health 
risks, and increase 
the likelihood that 

smokers will think about 
cessation and reduce 
tobacco consumption.

Australian government’s proposed design for plain packaging of 
tobacco products
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Smokers’ intention to quit before 
introduction of pack warnings

Smokers’ intention to quit after 
implementation of pack warnings 
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requirements provide the most direct 
health messages to smokers (6, 26, 27) 
and potentially reach smokers every 
time they purchase or consume tobacco 
products (28, 29). Warnings are also seen 
by non-smokers, affecting their perceptions 
of smoking and decisions about initiation, 
and ultimately helping to change the 
image of tobacco and “denormalize” its 
use (30) (the previous chapter gives details 
of specific guidelines contained in the 
WHO FCTC for characteristics of effective 
warning labels).

Although most of the evidence currently 
available has examined the impact of 
health warning labels on the packaging of 
manufactured cigarettes, pictorial health 

warning labels are also effective in reducing 
the appeal and increasing the perception of 
risk of smokeless tobacco products among 
youth (31). 

Pictorial warning labels are  
especially powerful

Pictorial labels are more effective than 
text-only warnings (6, 28, 32–38), in part 
because they are noticed by more people, 
provide more information, and evoke 
emotional responses to the images (28, 39). 
Pictorial warnings are even more important 
in countries with low literacy rates where 
many people cannot understand written 
messages. Stronger health warnings tend 

to sustain their effects longer than weaker 
or more general warnings (28). Because 
smokers recall more readily the warnings 
they have seen recently (40), it is important 
to rotate warning labels periodically and to 
introduce new ones regularly.

Warning labels that include pictures 
are most likely to be noticed and rated 
effective by smokers (27, 32), and 
increasing the size of warning labels also 
increases their effectiveness (28). The three 
countries that currently have the largest 
pictorial health warning requirements 
for cigarette packages (as an average of 
the package front and back) are Uruguay 
(80%), Mauritius (65%) and Mexico 
(65%).
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The size of the warning on the front of 
the package is most critical for immediate 
impact, as packs are generally displayed 
with the front showing and smokers are 
most likely to take cigarettes from packs 
while looking at the package front (28). The 
placement of warning labels at the top of 
the pack, rather than at the bottom, is also 
likely to increase their visibility and make 
it more difficult to conceal the warnings in 
retail displays. 

After Canada became the first country to 
introduce large, graphic health warning 
labels on cigarette packages in 2001, 
smokers who had read, thought about and 
discussed the labels were more likely to 
have quit, made a quit attempt, or reduced 

their smoking (29).  About three in 10 
former smokers reported that the labels had 
motivated them to quit and more than a 
quarter said that labels helped them remain 
abstinent (41). In another Canadian study, 
about a fifth of smokers reported reducing 
their consumption as a result of seeing the 
pack warning labels (42).

Australia introduced graphic health warning 
labels in 2006 that caused more than half 
of smokers to believe that they had an 
increased risk of dying from smoking-related 
illness, with 38% feeling motivated to quit 
(40). Other countries with pictorial warning 
labels, including Brazil (26), Singapore (43) 
and Thailand (44), report similar effects 
on smoking-related behaviour. Graphic 

warnings also persuade smokers to protect 
the health of non-smokers by smoking less 
inside their homes and avoiding smoking 
near children (43, 45).

Health warning labels can be 
used to promote quit lines 

Smokers are more likely to reduce tobacco 
consumption and think about quitting as 
a result of seeing strong graphic warning 
labels (25). Providing direct information 
about cessation services on tobacco 
packaging, in addition to health warnings, 
may further motivate smokers to make 
a quit attempt. Promoting quit lines by 
including telephone numbers directly on 
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tobacco packaging raises awareness of the 
availability of quit line services (46), and the 
experience of several countries shows that it 
increases calls by smokers who are seeking 
assistance to quit (46).

Youth respond to  
warning labels

Youth respond to graphic health warning 
labels similarly to adults (16). Graphic 
warning labels are more likely to prevent 
adolescents from initiating smoking (47) 
or, if they are already smokers, to think 
about cutting down or quitting (48). 
Studies of children and adolescents find 
that mentioning specific diseases on health 

warning labels makes them more believable 
than general warnings and that pictorial 
warnings are effective in making youth think 
about the health dangers of smoking and 
about reducing consumption (49–51).

Governments benefit from 
warning labels

Warning labels on tobacco packaging can 
be implemented at virtually no cost to 
government (28, 32). In general, warning 
labels are overwhelmingly supported by 
the public, often with levels of support at 
85–90% or higher (52–54), and even most 
smokers support labelling requirements. 
Warnings also help gain public acceptance 

of other tobacco control measures such as 
establishing smoke-free environments. It 
is important for national tobacco control 
programmes to monitor compliance with 
warning labelling requirements, as tobacco 
companies in some countries do not follow 
regulations even when enacted with force 
of law (55).

Health warnings in many 
countries can be made much 
stronger

Many countries, especially low- and middle-
income countries, have health warning 
labels that are ineffective, and some do 
not mandate any warnings at all. In many 

In general, warning labels are  
overwhelmingly supported  

by the public, often with levels 
of support at 85–90% or higher, 
and even most smokers support 

labelling requirements.
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countries, warnings are weakly worded and 
vague, provide only general information 
without mention of specific health risks, and 
use small-sized print with no pictures. In 
some countries, warnings are not printed in 
a local language.

Some countries mandate stronger warning 
labels for manufactured cigarettes than for 
other tobacco products or for loose tobacco 
(56), which leads many people to believe 
that these products are less harmful (57). 
This is especially problematic in countries 
where there are high rates of use of local 
tobacco products other than manufactured 

cigarettes; these locally marketed products 
have typically not been covered by warning 
label requirements, and implementation of 
new labelling guidelines for them has been 
inconsistent.

Tobacco industry arguments 
against effective warning 
labels can be countered

The tobacco industry regularly fights 
implementation of health warnings 
because they are effective in changing 
attitudes about smoking (58), and the 

industry is especially resistant to large, 
graphic pictorial warnings (59). To 
prevent or delay implementation of health 
warnings, the tobacco industry makes 
various false claims, such as: people 
already know the risks of tobacco use; 
there is no evidence that pictorial warnings 
work; large, graphic health warnings 
violate tobacco company trademark and 
intellectual property rights; mandating 
warnings is too expensive; more time is 
needed to implement warnings; people 
who buy tobacco out of packaging (such as 
single cigarettes) will not see the warnings; 
graphic warnings demonize tobacco users; 

Warning labels  
on tobacco 
packaging  

can be 
implemented 
at virtually 
no cost to 

government.
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and governments should pay for their own 
advertising if they want to issue health 
warnings (60, 61). These false claims have 
often been used to attempt to block health 
warning legislation, but these spurious 
arguments can be countered with facts 
about the effectiveness and legality of 
warning labels. In Australia, some tobacco 
manufacturers have started including cards 
in cigarette packs that encourage smokers 
to complain to the government about 
the impending requirements for generic 
packaging and other tobacco control 
policies, including smoking bans and 
increased taxes (62).

WHO FCTC requirements and 
recommended guidelines on 
warning labels

Article 11 of the WHO FCTC requires that 
health warning labels on tobacco packaging 
conform to specified characteristics, including 
that they be approved by the competent 
national authority; cover at least 30% and 
preferably at least 50% of principal pack 
display areas; be large, clear, visible and 
legible and not use misleading terms (e.g. 
“light” or “mild”); be rotated either by using 
multiple warnings that appear concurrently or 
by introducing new warnings after a period of 

time; display information on constituents and 
emissions of tobacco products; and appear in 
the principal language(s) of the country. The 
guidelines to Article 11 (2) include a number 
of other recommendations for health warning 
labels (see the previous chapter for full details 
of WHO FCTC warning label requirements 
and recommendations).

Warning labels 
that include 
pictures are 
most likely 

to be noticed 
and rated 

effective by 
smokers.
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Media are important to 
tobacco control efforts

The media, which encompass journalistic 
reporting and commentary, entertainment 
programming and paid advertising and 
promotion, play a key role in shaping 
tobacco-related knowledge, opinions, 
attitudes and behaviours, and can be 
extremely powerful in influencing both 
individuals and policy-makers regarding 
tobacco use and tobacco control issues (16, 
63, 64).  As a result, mass media advertising 
campaigns have become a key component 
of tobacco control programmes (16, 65, 66). 

In November 2010, the COP adopted 
guidelines for implementation of Article 12 of 

Anti-tobacco mass media campaigns

the WHO FCTC (Education, communication, 
training and public awareness) to assist 
Parties in meeting their treaty obligations 
(see the previous chapter for more details on 
Article 12 guidelines) (4). 

Anti-tobacco mass media 
campaigns can reduce 
tobacco use

Anti-tobacco mass media campaigns are 
used to increase awareness of the harms 
of tobacco use and of second-hand smoke 
exposure, and in particular the harmful 
effects on health (67).  Anti-tobacco 
advertising can also be used to explain 
the benefits of a tobacco-free society, 

or to reveal tobacco industry tactics 
that the public might find objectionable. 
Such campaigns contribute to changes 
in attitudes and beliefs of smokers that 
lead to changes in their smoking-related 
behaviour, specifically by reducing tobacco 
consumption and increasing motivation 
to make cessation attempts, as well as 
reducing exposure to second-hand smoke 
among non-smokers (16). 

Anti-tobacco advertising sustains messaging 
about the dangers of tobacco.  Advertising 
campaigns can be run in all types of media 
(television, radio, print, billboards and 
other outdoor display advertising, and 
online) (16), as well as on other items (e.g. 
matchbook covers) that are likely to be seen 
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by smokers (68).  Anti-tobacco mass media 
campaigns can be cost effective compared 
with other interventions despite the expense 
required (69), and can have a greater 
impact because they reach large populations 
quickly and efficiently (16).

Advertising can also help to counteract 
positive images of tobacco use portrayed by 
tobacco industry marketing and reverse the 
erroneous perception that tobacco use is a 
low-risk habit (67). Changing social norms 
about tobacco use in this way also increases 
support for other initiatives to reduce 
tobacco consumption (70).

A well-funded and intensive anti-tobacco 
mass media campaign is most effective as 

part of an ongoing, multi-faceted tobacco 
control programme, in part because synergies 
created by multiple interventions are capable 
of producing greater reductions in smoking 
than might be expected by merely adding 
together expected impacts of individual 
interventions (16, 71, 72). However, even 
in the absence of other tobacco control 
interventions, mass media campaigns have 
been shown to be effective on their own.

As is the case with health warning labels, 
most current evidence has examined the 
impact of mass media campaigns on 
cigarette smoking in high-income countries. 
However, evidence from low- and middle-
income countries and for other types of 
tobacco use is growing (73–75).

Television is the most 
effective advertising medium

Television is generally considered to be the 
most powerful communications medium, 
and television advertising is especially 
effective (16).  Anti-tobacco television 
advertising has higher recall than do 
advertisements in radio or print media 
(76, 77) because television facilitates 
the use of graphic imagery, which helps 
reinforce the association of tobacco 
with dangerous health consequences. 
These images more accurately depict 
the human impact of tobacco use by 
graphically showing suffering and illness, 
and can clearly portray tobacco use as 
socially undesirable and negative. In 

Anti-tobacco mass media campaigns can be  
cost effective compared with other interventions 

despite the expense required,  
and can have a greater impact because  

they reach large populations quickly and efficiently.
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countries where funding for anti-tobacco 
advertising campaigns is limited, use of 
less-expensive radio advertising may be 
an effective supplementary or alternative 
communications medium, especially in 
places where radio broadcasts reach a 
larger population than does television 
programming (78).

Exposure to effective anti-tobacco mass 
media campaigns has similar effects on 
adults and youth, with adult smokers 
more likely to quit (79) and youth less 
likely to become established smokers 
(80).  Advertising campaigns broadcast at 
sufficient exposure levels and at frequent 
intervals reduce adult smoking prevalence 
(81, 82) and decrease youth smoking (83, 

84); increase the numbers of smokers 
seeking cessation service from telephone 
quit lines (85) and increase adult cessation 
rates (86); result in steady positive changes 
in attitudes, beliefs and intentions to smoke 
among youth (87); and increase youth 
abstinence rates (88). Even limited exposure 
to anti-tobacco television advertising can 
increase intentions among youth not to 
smoke and reduce the likelihood of their 
becoming smokers in the future (89).

Results from GATS show that anti-tobacco 
advertisements on television and radio 
reach large segments of the population 
(90). Differences between countries may 
be related to the frequency and duration of 
existing anti-tobacco media campaigns, as 

well as to differences in television and radio 
access. 

Social media is increasing in 
importance

Although traditional media continue 
to have the widest population reach, 
use of the Internet and other emerging 
social media is expanding rapidly. These 
newer communications methods are 
becoming increasingly more effective in 
reaching youth, who in some cases are 
being exposed to them to a far greater 
extent than they are to other media. New 
media forms can be used to disseminate 
anti-smoking messages that prevent 
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youth smoking initiation as well as assist 
adults with smoking cessation (16, 
91). However, it is important that these 
emerging communications methods adhere 
to established evidence-based smoking 
cessation guidelines (e.g. counselling, quit 
lines and pharmacotherapy) (92).

Anti-tobacco mass media 
campaigns with hard-hitting 
themes help convince people 
to quit

Campaigns using graphic images of 
illness and showing people suffering or 
dying demonstrate the harm caused by 

tobacco use, and are especially effective in 
convincing tobacco users to quit (93–95). 
Young and middle-aged adults should 
be the focus of advertisements whenever 
possible, whether they are suffering from 
tobacco-related illness themselves or 
are experiencing the negative effects of 
someone who is ill (e.g.  A parent). This 

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Informational campaign Hard-hitting campaign

Pr
op

or
ti

on
 o

f r
es

po
nd

en
ts

 

Said something 
personally important to me

73%

82%

More convincing
than other ads

73%

81%

Made me want to try
to stop smoking
(among smokers)

61%

80%

Hard-hitting anti-tobacco campaigns are more effective than 
informational campaigns in São Paulo, Brazil

All differences shown are significant at p<0.05.
Source: (74).

Campaigns using graphic images of illness and  
showing people suffering or dying demonstrate  

the harm caused by tobacco use, and are especially 
effective in convincing users to quit. 
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helps counteract widely held assumptions 
that only the elderly are affected by 
tobacco-related illness.

Campaigns developed primarily for adults 
can be equally effective among youth (96, 
97), whereas advertising focused on youth 
does not have a similar impact on adults 
(98).  Advertising that focuses on the 
health impact and other negative aspects 
of smoking appear to be the most effective 
among youth (16, 99–101), although 

depict illness attributable to smoking or 
that provide practical advice on remaining 
tobacco-free are considered most helpful 
(106).

Anti-tobacco mass media campaigns are 
generally believed to be more effective 
when tailored to the cultural values of 
various targeted racial and ethnic groups, 
although this is not necessarily the case 
(107).  At least among youth, content and 
other characteristics of advertisements 

messages focusing on the harms of second-
hand smoke and on tobacco industry 
deception are also promising strategies 
for preventing youth smoking (102, 
103).  Advertisements that make a strong 
emotional appeal are likely to increase 
recall among youth (104).  Among adults, 
advertisements eliciting strong negative 
emotions are rated most effective, whereas 
humorous advertisements were seen as 
ineffective (16, 105).  Among adult smokers 
who had recently quit, advertisements that 

Exposure to effective anti-tobacco mass media 
campaigns has similar effects on adults and youth,  
with adult smokers more likely to quit and youth  

less likely to become established smokers.
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are more important than ethnicity or 
nationality in determining reactions to anti-
tobacco advertising (108–110). Moreover, 
studies have shown that adult smokers 
and non-smokers alike react similarly to 
graphic images that induce an emotional 
response (105), despite perceived cultural 
or geographical differences. Use of message 
testing is important to ensure that the 
approaches chosen will resonate with target 
audiences.

Anti-tobacco mass media 
campaigns can promote 
smoking cessation services

Mass media advertising campaigns, which 
are an effective intervention in themselves, 
can also be a useful method for informing 

tobacco users about cessation services 
and directing them to quit lines (111). 
Promoting quit lines directly through 
advertising encourages smokers to seek 
assistance to quit (85). However, smoking 
cessation messages are most effective in 
an environment that aims to make smoking 
less socially acceptable.

In New York City, for example, which 
implements its own comprehensive 
municipal tobacco control programme, 
telephone calls for help to quit smoking 
quadrupled during a period of heavy 
anti-tobacco advertising compared with 
the same period the year before when 
there was no campaign (112). Studies 
also show that because people of lower 
socioeconomic status appear less responsive 
to anti-smoking television advertisements as 

measured by the rate of quit line calls, more 
needs to be done to reach disadvantaged 
groups (113).

Anti-tobacco mass media 
campaigns can be expensive, 
but are cost efficient 

Although advertising campaigns can 
be a cost-efficient means of reaching 
large numbers of people, they can also 
be expensive, and television advertising 
is usually the most costly component of 
comprehensive tobacco control programmes 
(16). Countries can often successfully 
adapt advertising used elsewhere to save 
the time and expense needed to develop 
original campaign materials (114). This can 
be most easily done if there are no people 
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depicted in the campaign materials, but 
adaptation should also reflect differences 
in geographical context, racial and ethnic 
identity, and language. The priority should 
be on using or adapting existing materials 
that have already been evaluated for 
effectiveness. When no existing materials 
are appropriate, new ones should be 
pre‑tested prior to widespread use 
whenever feasible. 

In addition to the cost of broadcast air 
time and print media space, there are 
also production costs.  Anti-tobacco 
advertisements should have the same 
production quality and persuasive power as 
tobacco industry advertising and marketing 
materials.  Although production costs and 
air time or space must usually be paid for, 
they may also be provided free or at discount 
through government subsidies, funding from 

nongovernmental organizations and grants 
of air time from broadcasters (16). Tobacco 
control programmes can also maximize 
the impact of their financial resources by, 
for example, pooling purchases with other 
government agencies to obtain larger volume 
discounts.  Additionally, some governments 
allocate tobacco taxes or other government 
revenues to cover at least some of the costs 
of media campaigns.

In the 1960s in the United States, 
before tobacco advertising was banned 
on television, television broadcasters 
were required to run free anti-tobacco 
advertisements; these were effective in 
reducing tobacco consumption, smoking 
prevalence and smoking initiation (115–
117). Currently, some countries mandate 
that broadcasters provide free air time 
for anti-tobacco television advertising 

campaigns, though the quantity and content 
of such advertising varies widely.

According to studies, governments in 
high-income countries should spend about 
US$ 1.50–4.00 per person per year on anti-
tobacco health communication and counter-
advertising (about 15–20% of total tobacco 
control expenditures) (70). However, there 
is currently a lack of comparable estimates 
and recommendations for low- and middle-
income countries.

Anti-tobacco mass media 
campaigns need to be 
sustained

Because the effects of advertising are often 
complex and indirectly diffused through 
other interventions (118), anti-tobacco 

1500

1000

500

0

Quit line calls TARPs*

January 2001 January 2002 January 2003 January 2004

N
um

be
r 

of
 c

al
ls

 o
r T

A
RP

s

Anti-tobacco mass media campaigns increase calls for 
cessation assistance in Victoria, Australia

* �Television Advertising Rating Points (TARPs) are a standard measure of television advertising weight and are used to indicate the number of 
people within a certain demographic group that were exposed to an advertisement within a given period of time.

Source: (113).



35WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2011

advertising strategies generally require 
sustained exposure over long periods to 
have a lasting effect (119).  Advertising 
campaigns should run at least six months to 
effect awareness of issues, 12–18 months 
to have an impact on attitudes, and 18–24 
months to change behaviour (120). The 
longer an anti-tobacco media campaign is 
established, the more likely it will result in 
sustained declines in both adult and youth 
smoking (79, 81, 121). However, because 
many tobacco control programmes are 
unlikely to have sufficient resources to run 
campaigns of this duration, and because 
shorter-term campaigns can have some 
impact, these recommendations should 
be considered as a goal and should not 
dissuade campaigns of shorter duration.

Conversely, suspension of anti-tobacco 
advertising campaigns may increase 

smoking (122–124). Campaigns lasting as 
little as three weeks may have a measurable 
impact in reducing smoking uptake among 
youth, especially if they use provocative 
themes, are repeated in successive years, 
and are augmented with advertising in 
print and other media (125). Television 
advertisements that are emotionally 
arousing require fewer broadcasts than less 
engaging messages to achieve viewer recall, 
which can decrease the costs of a campaign 
(104). 

Planning and evaluation 
are important campaign 
components

Ongoing planning and evaluation are 
necessary to develop anti-tobacco 
advertising campaigns and assess their 

effectiveness.  As with any type of social 
marketing project, the process must include 
planning, implementation and evaluation 
phases. The table below outlines the 
steps to be taken in each phase and the 
performance objectives for each campaign 
component (126).

The tobacco industry fights 
to stop anti-tobacco mass 
media campaigns

As part of its strategy to weaken tobacco 
control efforts generally, the tobacco 
industry typically works to prevent or limit 
the effectiveness of anti-tobacco advertising 
campaigns, often claiming that they are 
inaccurate and a misuse of government 
resources (16). Ensuring that all anti-
tobacco mass media campaigns are based 

Framework for the development of an ANTI-TOBACCO mass media campaign

Phase Assessment domain Performance objective

Planning
Identification of target audiences; planning 
of objectives, strategies and activities; and 
adaptation or development of materials

Tobacco control strategy Campaign is integral component of comprehensive 
tobacco control programme

Formative research Thorough understanding of target audience knowledge, 
attitudes and smoking behaviour is gained to guide 
objectives and strategies

Pre-testing Materials pre-tested and refined to meet campaign 
objectives

Implementation
Design and implementation of media strategy 
to maximize target audience exposures and 
impact 

Advertising placement Media planning and buying effectively and efficiently 
reaches campaign target audience 

Earned media and  
public relations

Additional unpaid media coverage for the campaign is 
gained

Evaluation
Assessment of campaign implementation and 
impact 

Process evaluation Assess campaign implementation

Outcome evaluation Assess campaign impact

Source: (126).
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on statements that are easily verifiable by 
scientific evidence will help to withstand this 
type of challenge. The tobacco industry has 
created its own anti-tobacco advertising, 
often in response to government actions 
to curtail its business practices, to avoid 
even more restrictive future regulation 
and to try to promote its image as a good 
corporate citizen (16, 127, 128). However, 
these efforts are often thinly disguised 
product advertisements (16), are ineffective 
in reducing smoking, and may even 
increase smoking, especially among youth 
(87,101,129–132). The guidelines to WHO 
FCTC Article 5.3 (133) include a number of 
recommendations to prevent government 
agencies from partnering with the tobacco 
industry in the implementation of youth 
smoking prevention and other campaigns.

“Earned” media can have a 
large impact

The process of obtaining media exposure 
without spending money on paid advertising 
is known as “earned” media, reflecting 
that the coverage is earned through public 
relations efforts instead of being paid for. 
The news media represent a key source 
of health information for the general 
public as well as a framing mechanism 
for the overall tobacco control agenda, 
which itself has become increasingly more 
newsworthy (16). Tobacco control efforts 
can be supplemented through media 
advocacy efforts, although this approach 
is often underused (16). Obtaining free 
news coverage can be a highly effective 
and inexpensive way to inform the public 

about the harms of tobacco, gain attention 
for tobacco control initiatives, and counter 
tobacco industry misinformation (134).

Media outreach efforts should be proactive 
and engage the media whenever there 
are developments in tobacco control. 
Because the media often wish to be seen 
as advocates for the public good (135) and 
are likely to report favourably on tobacco 
control issues (16), it is important to ensure 
that any news stories contain a strong 
tobacco control advocacy viewpoint.  At 
a minimum, issuing press releases can 
sometimes result in substantial media 
coverage (136).

Increased news coverage of tobacco control 
issues may reduce tobacco consumption and 
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Obtaining free news coverage can be  
a highly effective and inexpensive way to inform  

the public about the harms of tobacco,  
gain attention for tobacco control initiatives,  
and counter tobacco industry misinformation.

increase cessation attempts (137–139) and, 
among youth, increases the perceptions 
of harm caused by smoking (140). Well-
managed publicity supporting mass media 
campaigns can have a large impact on the 
number of people aware of and responding 
to a campaign. Earned media can also be 
effective in motivating smokers to quit when 
tobacco control policy changes are put into 
effect (141).

WHO FCTC requirements and 
guidelines on education, 
communication, training and 
public awareness

Article 12 of the WHO FCTC requires 
Parties to promote and strengthen public 

awareness of tobacco control issues, 
using all available communication tools, 
as appropriate. Towards this end, Parties 
are obligated to promote educational 
programmes on the health risks of tobacco 
use and exposure to tobacco smoke and 
about the benefits of cessation. They should 
also provide the public with access to 
information about the tobacco industry and 
about the adverse health, economic and 
environmental consequences of tobacco 
production and consumption.  Awareness 
programmes addressed to health workers, 
community workers, educators, decision-
makers and other concerned persons are 
also to be promoted. Parties are further 
obligated to foster the development of 
intersectoral programmes among public 
and private agencies and NGOs. The 

guidelines to Article 12 (4) include a number 
of other recommendations for education, 
communication, training and public 
awareness (see the previous chapter for full 
details of recommendations).
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The WHO Framework Convention on 
Tobacco Control states (1): Article 20: …
Parties shall establish … surveillance of 
the magnitude, patterns, determinants 
and consequences of tobacco 

Monitor tobacco use  
and prevention policies

consumption and exposure to tobacco 
smoke … Parties should integrate 
tobacco surveillance programmes into 
national, regional and global health 
surveillance programmes so that data 

are comparable and can be analysed at 
the regional and international levels … 
Article 21: Each Party shall submit … 
periodic reports on its implementation of 
this Convention …
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Recent achievements and developments 

By the end of  2010, the Global Adult Tobacco Survey (GATS) was 
completed in 14 low- and middle-income countries, representing 
54% of the world’s population.  All GATS data are internationally 
comparable and provide rigorous estimates of tobacco use. GATS 
also tracks the progress of MPOWER measures as well as gaps 

in policy development. Tobacco Questions for Surveys (TQS), a 
short set of standardized questions that measure tobacco use and 
progress of the MPOWER measures, will be released in 2011. These 
questions are consistent with those used in GATS and can be used 
by countries in an existing or planned survey to assure tobacco 
prevalence results that are internationally comparable.

Implementation of effective 
measures continues to gain 
momentum

Source: (90).
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Monitor the prevalence of tobacco use – HIGHEST ACHIEVING countries, 2010

Low-incomeMiddle-incomeHigh-income

100%

90%

80%

70%

60%

50%

40%

30%

20%

10%

0%

Pr
op

or
ti

on
 o

f c
ou

nt
ri

es
 (N

um
be

r 
of

 c
ou

nt
ri

es
 in

si
de

 b
ar

s)

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

Recent and representative 
data for either adults or 
youth

Recent and representative 
data for both adults and 
youth

Recent, representative and 
periodic data for both adults 
and youth

20

7

4

9

49

20

25

10

14

3

30

3

Monitoring

 Refer to Technical Note I 
for definitions of categories

Monitoring of tobacco use and tobacco control policy achievements 

is critical to understanding and reversing the epidemic and ensuring 

success of the other five MPOWER measures.

Monitor tobacco use  
and prevention policies

Countries with the highest level of achievement:  Argentina, Armenia*, Australia, Austria, Belgium, Bulgaria*, Canada, Czech Republic, Denmark, Djibouti*, Estonia, Finland, France, Germany, 
Ghana*, Iceland*, India, Indonesia*, Iran (Islamic Republic of), Ireland, Israel, Italy, Japan, Jordan, Kyrgyzstan*, Latvia, Lebanon*, Lithuania, Luxembourg*, Malta, Mauritania, Mongolia*, 
Morocco*, Myanmar*, Namibia*, Netherlands, New Zealand*, Norway, Panama*, Philippines*, Poland, Portugal, Republic of Korea, Republic of Moldova*, Romania*, Serbia, Slovenia, Spain, 
Sri Lanka*, Swaziland, Sweden, Switzerland, Thailand*, Turkey*, Ukraine*, United Kingdom of Great Britain and Northern Ireland, United States of America, Uruguay and Viet Nam*

* Country newly at the highest level since 31 December 2008.
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Monitoring is critical to 
tobacco control efforts

Monitoring of tobacco use and tobacco 
control policy achievements is critical 
to understanding and reversing the 
epidemic and ensuring success of the 
other five MPOWER measures (142). Good 
monitoring systems should track indicators 
of tobacco use, including use of smokeless 
tobacco and new, emerging forms of 
tobacco (water pipe, e-cigarettes), as well 
as the impact of policy interventions (143). 
Tobacco industry activities should also 
be monitored (14).  Accurate data allow 
for appropriate policy implementation, 
efficient impact measurement and timely 
adjustment when necessary, all which 
greatly improve the likelihood of success 
(14). 

Tobacco use monitoring has 
been strengthened in some 
countries, but remains weak 
in many others

Since publication of the WHO Report on 
the Global Tobacco Epidemic, 2009, there 
are 23 additional countries that have 
strengthened tobacco use monitoring to 
include recent and representative data 
for both adults and youth, and have also 
conducted ongoing periodic surveys that 
collect these data at least every five years. 
The total number of countries reporting 
this level of monitoring practice is 59, 
representing about 3.2 billion people, or 
almost half of the world’s population. 

Despite this significant progress, more than 
100 countries still do not have representative 

data for both adults and youth, or have no 
data at all – and an additional 30 countries 
do not have periodic data, making it difficult 
to accurately track trends in tobacco use. 
GATS, introduced in 14 countries during 
2009 and 2010, is an important tool that 
has strengthened monitoring in a number 
of countries and can serve as a model 
for conducting high-quality monitoring. 
It is important that countries develop and 
conduct surveys on tobacco use and tobacco 
control policy implementation, either as 
part of general health surveys or as stand-
alone tobacco surveys, to provide the data 
needed to effectively fight the global tobacco 
epidemic.

It is important that countries develop  
and conduct surveys on tobacco use  

and tobacco control policy implementation,  
either as part of general health surveys  

or as stand-alone tobacco surveys.
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The Philippines has a strong and well-developed health surveillance 
infrastructure. Monitoring of tobacco use and its determinants has 
been conducted in the Philippines since 1989 under the leadership 
of the Department of Health. Numerous surveys have been 
administered by various agencies at national and subnational levels, 
including a National Nutrition and Health Survey using the WHO-
STEPS survey instrument.

This report shows that the Philippines’ tobacco use monitoring 
system includes periodic, recent and representative smoking 
prevalence data for both adults and youth, ranking the country in 
the highest category of monitoring effectiveness. 

Among youth, the Global Youth Tobacco Survey (GYTS) was 
conducted in 2000, 2004 and 2007. The GYTS surveys students 
in their second, third and fourth years of secondary school, and 
yields representative estimates of smoking prevalence among 
students aged 13–15 years. The 2000 survey showed that 31% of 
boys and 18% of girls were current tobacco users.  After declines 
to 21% among boys and to 12% among girls in 2004, the 2007 
survey showed a resurgence in tobacco use to 28% for boys and 
18% for girls (144).

Additionally, the Global Health Professions Student Survey was 
conducted in 2005 among students in their third year of pharmacy 
school, and in 2009 among students in the third year of medical 
school. The 2005 survey showed that 38% of male and 18% of 
female pharmacy students were current smokers; that more than 
half of students who had never smoked were regularly exposed 
to second-hand tobacco smoke at home and more than three 
quarters were exposed in public places; and that nearly 90% of 
pharmacy students believed that all enclosed public spaces should 
be completely smoke-free (145).

The most recent measure of tobacco use in the Philippines, GATS, 
was conducted in 2009.  A total of 9705 adults were interviewed, 
producing a nationally representative sample of the adult household 
population 15 years of age and older. The survey showed that 48% 
of men and 9% of women are current smokers; that in the month 
prior to the survey 37% of adults had been exposed to second-hand 
tobacco smoke at workplaces and 54% had been exposed at home; 
and that more people noticed anti-tobacco information in the media 
(80%) than noticed advertisements for cigarettes (71%) (146).

Philippines implements GATS and other tobacco  
use surveys
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The WHO Framework Convention on 
Tobacco Control states (1): Article 8: …
scientific evidence has unequivocally 
established that exposure to tobacco smoke 
causes death, disease and disability … 
[Parties] shall adopt and implement … 
measures providing for protection from 
exposure to tobacco smoke in indoor 
workplaces, public transport, indoor public 
places and, as appropriate, other public 
places. WHO FCTC Article 8 guidelines (147) 
are intended to assist Parties in meeting 
their obligations under Article 8 of the 
Convention and provide a clear timeline 
for Parties to adopt appropriate measures 
(within five years after entry into Force of 
the WHO FCTC).

Second-hand smoke kills

There is no safe level of exposure to second-
hand smoke, which contributes to a range 

of serious and often fatal diseases, including 
heart disease, respiratory illness, and lung 
and other cancers (148). Children can also 
be harmed by second-hand smoke exposure, 
and babies in utero and newborns are 
particularly susceptible (148). 

Smoke-free laws save lives

Completely smoke-free environments 
with no exceptions are the only proven 
way to protect people from second-hand 
smoke (148). Separate smoking rooms and 
ventilation systems do not prevent second-
hand smoke exposure (148). Governments 
must maintain strong support for laws once 
they are enacted through proactive and 
uniform enforcement that achieves high 
compliance levels (148). 

Experience in a growing number of 
countries and subnational areas shows 
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that it is possible to enact and enforce 
effective smoke-free laws, and that doing 
so is popular with the public, does not 
harm business, and improves health (149). 
Public opinion polling continues to show 
consistent strong support for smoke-free 
laws wherever they are enacted (148). 
Smoke-free environments also help 
smokers who want to quit, and encourage 
people to make their homes smoke-free 
to protect children and other non-smokers 
(148). 

Smoke-free laws do not hurt 
business

Despite tobacco and hospitality industry 
claims, experience shows that in every 
country where comprehensive smoke-free 
legislation has been enacted, smoke-
free environments are popular, easy to 
implement and enforce, and result in either 

Protect from tobacco smoke
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Protect from tobacco smoke

Smoke-free environments – HIGHEST ACHIEVING countries, 2010

Recent achievements and developments 

Results from GATS show that large numbers of people continue 
to be exposed to second-hand tobacco smoke at home and in the 
workplace. Exposure to second-hand smoke is lower in countries with 
comprehensive smoke-free laws than in countries with smoking bans 
covering only some types of public places or none at all.
The 2010 United States Surgeon General’s report contains new 
scientific data that confirm the health harms caused by tobacco 
smoke, and detail the biological and behavioural mechanisms of 
how mainstream and second-hand smoke damage the human body 
(150). The evidence and conclusions in this report validate earlier 

findings, expand and strengthen the science base, and describe in 
great detail the multiple ways that even small levels of exposure 
to tobacco smoke damage every organ in the body, resulting in 
disease and death.
Study results published by the United States Institute of Medicine 
consistently indicate that second-hand smoke exposure increases the 
risk of coronary heart disease by 25–30% in non-smokers, and that 
there are increased risks even at the lowest levels of exposure (151). 
Studies show a 6–47% decrease in the rate of heart attacks in smok-
ers and non-smokers after smoking bans are implemented (151). 
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Source: (90).

Countries with the highest level of 
achievement:  Albania, Australia, 
Barbados*, Bhutan, Burkina Faso*, 
Canada, Chad*, Colombia, Greece*, 
Guatemala, Honduras*, Iran (Islamic 
Republic of), Ireland, Libyan Arab 
Jamahiriya*, Maldives*, Malta*, Marshall 
Islands, Namibia*, Nauru*, New Zealand, 
Pakistan*, Panama, Peru*, Seychelles*, 
Spain*, Thailand*, Trinidad and Tobago*, 
Turkey, Turkmenistan, United Kingdom of 
Great Britain and Northern Ireland and 
Uruguay.
* �Country newly at the highest level since 

31 December 2008.
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a neutral or positive impact on businesses, 
including the hospitality sector (149).

Notable progress has been 
achieved in enacting smoke-
free policies

Between 2008 and 2010, 16 countries 
newly enacted nationwide comprehensive 
smoke-free legislation, increasing to 31 the 
number of countries that provide the highest 
level of protection against second-hand 
tobacco smoke exposure. More than 739 

million people, representing almost 11% 
of the world’s population, are protected by 
comprehensive, national smoke-free laws, an 
increase of more than 385 million since 2008.

Middle-income countries were especially 
active in expanding these protections 
through enacting smoke-free laws that 
cover all or some types of public places (see 
Technical Note I). About half of countries in 
each income classification have legislation 
covering more than two types of public 
places, but the other half still have only 
minimal policies with legislation covering 

only one or two types of public places, or 
have no laws at all.

An additional 210 million people (3% of 
the world’s population) are protected by 
comprehensive smoke-free legislation at 
the subnational level, an increase of almost 
100 million since 2008. Notable gains were 
made in Brazil, which now protects 77 
million people (representing nearly 40% of 
its population) by subnational smoke-free 
laws passed since 2008, and in the United 
States, which now protects 21 million more 
people at the subnational level.

DISEASEs CAUSED BY smoking and exposure to second-hand smoke

Completely smoke-free environments  
with no exceptions are the only proven way to  

protect people from second-hand smoke.

Cancers

Smoking Secondhand Smoke Exposure

Chronic Diseases Children

Stroke

Blindness, 
cataracts

Periodontitis

Aortic aneurysm

Coronary 
heart disease

Pneumonia

Atherosclerotic 
peripheral 
vascular disease

Chronic 
obstructive 
pulmonary disease,
asthma, and other 
respiratory effects

Hip fractures

Reproductive 
effects in women 
(including 
reduced fertility) 

Middle ear disease

Respiratory 
symptoms, 
impaired lung 
function

Lower 
respiratory 
illness

Sudden 
infant death 
syndrome 

Adults

Nasal 
irritation

Lung 
cancer

Coronary 
heart 
disease

Reproductive 
effects in 
women: 
low birth 
weight

Oropharynx 
Larynx 
Esophagus 
Trachea, 
bronchus, 
and lung 
Acute 
myeloid 
leukemia 
Stomach 
Pancreas 
Kidney 
and ureter 
Cervix 
Bladder

Source: (150).
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More than 739 million people are protected  
by comprehensive, national smoke-free laws,  

an increase of more than 385 million since 2008.

In the Seychelles, located in an archipelago in the Indian Ocean, 
strong progress has been made on several WHO FCTC Articles, 
including Article 8 (Protection from exposure to tobacco smoke). 

The country’s Tobacco Control Act of August 2009 created 
completely smoke-free environments in all enclosed public 
places and workplaces, on all transport, and in selected outdoor 
premises including all health and educational facilities and all 
stadiums. Tobacco advertising, promotion and sponsorship are 
also completely banned, formalizing the absence of tobacco 
advertising that has been observed for several decades and 
extending it to new forms of tobacco marketing.

Data collected for this report show that the Act has been 
unanimously assessed as having high compliance by tobacco 
control experts.  A recent survey also showed good compliance 
with the law; compliance was checked in 38 of the country’s 
most popular hospitality venues and in 97% of these premises 
no customers were seen smoking (152).

Comprehensive tobacco control legislation was first drafted 
in the Seychelles in 1996, but not enacted.  A national 
committee for tobacco control, established in 2000 by the 
Minister of Health, elaborated a new draft of comprehensive 
legislation that was rejected several times primarily because 
of the total ban on smoking in enclosed public places. With 
the assistance of international tobacco control experts, 
communities mobilized to support the legislation, and 
advocated in particular for the smoke-free regulations. This 
advocacy was key to the law being passed in June 2009 by 
unanimous vote in the National Assembly. Passage of the 
Act also continues the Seychelles tradition of being in the 
forefront of tobacco control, including being the first country 
in the African Region to ratify the WHO FCTC in 2003, and 
may serve as a model for other countries.

Passage of a strong smoke-free law in the  
Seychelles caps long-term tobacco control efforts

“Smoking is forbidden; it is against the law  
to smoke in these premises.”
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The WHO Framework Convention on 
Tobacco Control states (1): Article 14: Each 
Party shall … take effective measures 
to promote cessation of tobacco use 
and adequate treatment for tobacco 
dependence … Each Party shall … design 
and implement effective programmes aimed 
at promoting the cessation of tobacco use. 
WHO FCTC Article 14 guidelines (153) 
are intended to assist Parties in meeting 
their obligations under Article 14 of the 
Convention.

Most smokers want to quit

Most smokers who are aware of the 
dangers of tobacco want to quit, but 
quitting without assistance is difficult 
because nicotine is highly addictive 

(143).  Although most who quit eventually 
do so without intervention, assistance 
greatly increases quit rates (143). Quitting 
produces immediate and significant 
health benefits and reduces most of the 
associated risks within a few years of 
quitting (143).

Tobacco cessation 
interventions are effective

Clinical cessation interventions are 
extremely cost-effective compared with 
other health-care system activities (14). 
Three types of treatment should be included 
in any tobacco prevention effort (143).

■■ Cessation advice in health care. Brief 
advice from primary health-care 

practitioners increases quit rates (143).
■■ Quit lines. Cessation advice and 

counselling can also be provided in 
the form of free telephone help lines 
(known as quit lines) (143).

■■ Pharmacological therapy. Cessation can 
also include treatment with nicotine 
replacement therapy (NRT), usually 
available over the counter, and other 
drugs that require a prescription (143). 
Pharmacological therapy can double or 
triple quit rates (143, 154). 

Government support for 
cessation treatment

Smoking cessation is primarily the 
responsibility of each country’s health-
care system (143). Cessation services are 

Offer help to quit tobacco use
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Tobacco dependence treatment – HIGHEST ACHIEVING countries, 2010
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in the 14 countries that completed GATS, 2008–2010

Recent achievements and developments 

In November 2010, the fourth session of the COP to the WHO 
FCTC issued detailed guidelines for implementation of Article 14 
(Demand reduction measures concerning tobacco dependence and 
cessation) (153). These guidelines are intended to encourage Parties 
to strengthen or create a sustainable infrastructure to motivate 
quit attempts and ensure wide access to cessation support and 
dependence treatment, identify key effective measures to promote 
cessation and incorporate treatment into national tobacco control 
programmes and health-care systems, and urge Parties to share 
experiences and collaborate in order to facilitate development or 
strengthening of support for cessation and treatment.

To better meet countries’ anticipated need for technical support 
to scale up treatment and cessation capacity, the WHO TFI has 
developed a comprehensive training package, Strengthening 
Primary Health Care (PHC) Systems for Treating Tobacco 
Dependence, to assist countries in implementing Article 14 of the 
WHO FCTC and strengthening their primary health-care systems 
for treating tobacco dependence. The training package has been 
piloted in five countries (Bahamas, Barbados, Iran, Panama, and 
Trinidad and Tobago) and will be finalized and disseminated in 
2011 after additional pilot tests in two more countries.

Source: (90).

Countries with the highest level of 
achievement:  Australia, Bahrain, Belgium, 
Brazil, Canada, France, Iran (Islamic 
Republic of), Ireland, Israel, New Zealand, 
Republic of Korea, Romania, Saudi Arabia, 
Singapore, Turkey*, United Arab Emirates, 
United Kingdom of Great Britain and 
Northern Ireland, United States of America 
and Uruguay.
* �Country newly at the highest level since 

31 December 2008.
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most effective when they are part of a 
coordinated tobacco control programme 
(143). 

Minimal progress has been 
made in providing access to 
comprehensive help to quit 
smoking

Between 2008 and 2010, one additional 
country (Turkey) began providing 
comprehensive 1 tobacco dependence 
treatment that includes a national quit line 

as well as coverage of costs for nicotine 
replacement therapy and at least some 
other cessation services. This brings the 
number of countries that provide the 
highest level of tobacco cessation services 
to 19, which now cover 980 million people 
(about 14% of the world’s population), an 
increase of 76 million since 2008.

High-income countries, which are expected to 
have the necessary financial resources, were 
most likely to provide and fund a full range of 
cessation services, although less than 30% of 
countries in this income classification currently 

do so. Both high- and middle-income countries 
showed progress in providing at least some 
cost coverage for tobacco dependence 
treatment, with 80% of high-income and 
nearly 40% of middle-income countries now 
providing services at this level or greater. 
However, no low-income country yet offers 
a national quit line as well as cost-covered 
cessation services, and only one in eight 
currently covers any costs of cessation services.

1 �“Comprehensive” refers to countries qualifying for the 
top group of the O indicator; see Technical Note I for 
details.
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New Zealand (Aotearoa) provides a wide range of free cessation 
services as part of its comprehensive tobacco control strategy. 
Smoking prevalence among adults in 2009 was 21%, a decline 
by about a third over the past two decades that resulted from 
sustained strong tobacco control policies and high-quality 
cessation services. New Zealand first introduced 
nationally funded cessation programmes in 
the late 1990s: a national quit line service, 
based on established international models, and 
Aukati Kaipaipa, a programme targeted to the 
indigenous Maori population.

The national quit line (http://www.quit.org.nz) 
now assists more than 50 000 New Zealanders 
each year who attempt to quit smoking. It 
has also expanded to include text messaging 
and online services, with a blog community of 
over 30 000 members who share cessation 
experiences and offer tips, support and 
encouragement to help others towards a smoke-
free future.

Aukati Kaipaipa’s services, which have similarly 
grown from an initial pilot to more than 30 sites 
throughout the country, feature professional 
Quit Coaches who deliver face-to-face services 
“to Maori, by Maori”. Personalized counselling 
programmes include intensive support for the 
initial 12 weeks, with follow-up every three 
months for the first year. This model has been 
highly effective for many people who might not 
have sought out less personalized models of 
support.

In the same period, ensuring “better help for 
smokers to quit” was given formal status as one 
of only six governmental priority health targets 
– with an ultimate goal that 90% of all smokers 
who enter New Zealand hospitals receive advice 
and assistance to quit. New Zealand’s health 

system uses an ABC approach: Ask smoking status, give Brief 
advice, offer Cessation support. As of May 2011, since the Health 
Target was first introduced in 2009, over 110 000 have received 
brief advice to quit smoking in the hospital setting alone.

New Zealand offers comprehensive  
no-cost cessation services
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The number of people 
exposed to strong graphic 
health warning labels on 
tobacco packaging has 
almost doubled

Three additional countries (Mexico, Peru 
and the United States) passed new laws 
between 2008 and 2010 that strengthened 
requirements for health warning labels on 
tobacco products so that they cover at least 
50% of principal pack display areas and 
include all major characteristics outlined in 
WHO FCTC Article 11, including the use of 
pictures.  A total of 19 countries with more 
than 1 billion people (almost 15% of the 
world’s population) now mandate health 
warning labels at this level of best practice, 
an increase from 10 countries in 2007 and 
16 countries in 2008. This nearly doubles 

the number of people worldwide who have 
been newly exposed to strong graphic health 
warnings since 2008, when 8% of the 
world’s population was protected, and almost 
triples the coverage of this intervention at 
this highest level since 2007, when 5% of 
the world’s population was covered.

People in high- and middle-
income countries are more 
likely to be protected by 
strong warning labels

High- and middle-income countries had the 
only increases in populations covered by 
best-practice warning labels. The number of 
middle-income countries with strong warning 
labels at the best-practice level has doubled 
since 2007. Since 2008, four low-income 

countries have made some progress in 
strengthening warning labels, but no country 
in this income category has yet reached the 
best-practice level. There are 87 countries 
in all income classifications that mandate 
only small warnings covering less than 
30% of pack surface areas or that have no 
requirements at all for warning labels, with 
low-income countries particularly likely to 
have weak warning label requirements.

Most countries mandate 
at least some labelling, 
but many have not yet 
implemented best-practice 
warning labels

Of the cigarette pack warning label 
characteristics assessed for the reporting 

Warn about the dangers of tobacco

Health warning labels
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Warn about the dangers of tobacco

Health Warning labels about the dangers of tobacco – HIGHEST ACHIEVING 
countries, 2010
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warning Labels

 Refer to Technical Note I
for definitions of categories

Health warning labels that are large  
and incorporate pictorial images  

reduce tobacco consumption and save lives.

Countries with the highest level 
of achievement:  Australia, Bolivia 
(Plurinational State of), Brazil, Brunei 
Darussalam, Chile, Djibouti, Egypt, Iran 
(Islamic Republic of), Malaysia, Mauritius, 
Mexico*, New Zealand, Panama, Peru*, 
Singapore, Thailand, United States of 
America*, Uruguay and Venezuela 
(Bolivarian Republic of). 
* �Country newly at the highest level since 

31 December 2008.
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categories in this report, the most frequently 
legislated are mandating specific health 
warnings and having warnings that appear 
on each individual package as well as on 
outside packaging (e.g. carton wrappers). 
In both cases, 130 countries had warnings 
with these characteristics. 

The least frequently legislated characteristic 
is the requirement for a large warning label 
size, with only 30 countries mandating pack 
warnings that cover 50% or more of main 
pack display areas (i.e. the front and back 
of the packs). The second least legislated 

Specific health 
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mandated

Warnings appear 
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packaging and 

labelling used in 
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principal 
language(s) of 

the country

Warnings 
describe the 

harmful effects 
of tobacco use 
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size and colour 
are mandated
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characteristic is warnings that feature a 
photograph or other pictorial graphic, which 
was adopted by only 42 countries. 

Health warning labels that are large 
in size and that incorporate pictorial 
images provide the most effective 
types of warnings; implementing these 
characteristics more widely would reduce 
tobacco consumption and save lives. 

Other warning label characteristics 
legislated by half or less of all countries are 
requirements that labels be printed using 

specified font styles, sizes and colours to 
ensure easy legibility, as well as periodic 
rotation of warning labels so that they stay 
fresh in people’s minds and continue to 
have an impact. 

Although not included in the determination 
of best practice for this report, banning 
misleading descriptive terms, such as “light” 
and “mild”, is also important because these 
descriptors may give the false impression 
that some tobacco products are less harmful 
than others. In total, 89 countries ban 
these misleading terms for manufactured 

A total of 19 countries with more than 1 billion people  
now mandate best-practice health warning labels.
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cigarettes, and 74 countries prohibit them 
on smokeless tobacco products. 

Smokeless tobacco products 
are less likely to have health 
warning labels

In countries where there is widespread use 
of smokeless tobacco products, warning 
labels affixed directly to these products 
would provide tobacco users with important 
health information.

Smokeless tobacco products are included 
in the health warning legislation of 
126 countries, either explicitly or by referring 
to all tobacco products inclusively.

As is the case with manufactured cigarettes, 
many of these countries do not require 
warning labels that incorporate best-
practice characteristics for smokeless 
tobacco products. Only seven countries have 
adopted the strongest level of regulations 
for smokeless tobacco warnings, including 
warning labels that cover at least 50% of 
the packaging: Chile, Egypt, Iran, Mexico, 
Panama, Peru and Uruguay. 

The two most common features of 
smokeless tobacco legislation among 
these 126 countries are that warnings 
should appear on each pack as well 
as on outside packaging and be in the 
countries’ principal language(s). The 
least commonly reported feature is 

that warnings include a photograph or 
pictorial graphic. 

In the South-East Asia Region (SEAR), 
where smokeless tobacco products are 
extensively used, seven of 11 countries 
reported smokeless tobacco use for this 
report. However, only six SEAR countries 
(Bhutan, Democratic People’s Republic of 
Korea, India, Maldives, Nepal and Sri Lanka) 
have legislation requiring health warnings 
on smokeless tobacco packaging. None 
of the SEAR countries currently meets the 
best-practice level for health warnings on 
smokeless tobacco products.
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Nearly 28% of the world’s 
population is exposed to 
effective anti-tobacco mass 
media campaigns

Anti-tobacco mass media campaigns were 
assessed for the first time for this report. 
There are currently 23 countries, with a total 
of more than 1.9 billion people representing 
28% of the world’s population, that have 
conducted media campaigns that were 
national in scope and that incorporated all 
appropriate characteristics:

■■ The campaign was part of a comprehensive 
government tobacco control programme.

■■ The campaign utilized media planning 
strategies.

■■ Research was conducted to develop 
campaign messaging and materials.

Anti-tobacco mass media campaigns

■■ Campaign materials were pre-tested 
before use.

■■ The campaign was monitored during 
implementation to ensure that materials 
were used as planned.

■■ The campaign was evaluated to assess 
impact.

■■ Earned media was used as an adjunct to 
the campaign.

Another 30 countries have conducted 
campaigns that incorporate at least five of 
the seven listed characteristics.

High-income countries, which are expected 
to have the necessary financial resources to 
run media campaigns, are the most likely 
to have carried out campaigns featuring 
most of these characteristics, although many 

middle- and low-income countries have also 
run effective campaigns that incorporate 
most or all of the listed characteristics. 
However, over half of all countries reporting 
data did not run any national-level media 
campaigns during the survey period (January 
2009 through August 2010).

More than a third of all 
countries have conducted a 
national anti-tobacco mass 
media campaign with at least 
some key characteristics

Of the seven campaign characteristics 
assessed for report categories, the most 
commonly implemented component was 
that the campaign utilized media planning 
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Anti-Tobacco mass media campaigns – HIGHEST ACHIEVING countries, 2010
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Over 60 countries reported that their campaigns  
were conducted as part of a comprehensive  

national tobacco control programme, a strategy that 
maximizes campaign effectiveness.

Countries with the highest level of 
achievement:  Bhutan, Cambodia, Cuba, 
Denmark, Egypt, Greece, India, Ireland, 
Lebanon, Malaysia, Mongolia, Morocco, 
Netherlands, Niger, Philippines, Russian 
Federation, Samoa, Serbia, Singapore, 
Sweden, Turkey, United Kingdom of Great 
Britain and Northern Ireland and Viet Nam.
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strategies. Media planning is an important 
campaign element, as it helps to ensure that 
the public is exposed to the campaign at 
times and in places where it will have the 
greatest impact. 

Encouragingly, over 60 countries reported 
that their campaigns were run as part 
of a comprehensive national tobacco 
control programme, a strategy that 
maximizes campaign effectiveness. This 
element was the most frequently named 
campaign characteristic among low-
income countries, with all 10 of those 
implementing a campaign doing so as part 
of a comprehensive national tobacco control 
programme. 

The least frequently mentioned 
characteristics were evaluation to assess 
campaign impact and pre-testing of 
materials prior to conducting campaigns. 

Warning about the harms of 
smoking and second-hand 
smoke exposure are frequent 
campaign objectives

In 48 countries, the primary campaign 
objective was to warn about the harms of 
smoking, making this the most commonly 
stated objective. Warning about the 
harms of second-hand smoke exposure 
was also a common campaign objective, 

reported by 35 countries.  Over two thirds 
of low-income countries reported warning 
about the dangers of tobacco use and 
warning about the harms of second-hand 
smoke exposure as their main campaign 
objectives. This is important because 
research shows that the health harms of 
smoking and second-hand smoke exposure 
are often not well understood in low-
income countries, and thus more education 
is needed.

Stopping youth from using tobacco was also 
a common campaign objective, reported by 
35 countries. Because general campaign 
messaging is also effective at reaching 
youth, specific targeting of youth may not 

Television advertising is the most commonly employed 
type of media for anti-tobacco mass media campaigns.
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be necessary if strong campaigns that reach 
the entire country are in place.

Broadcast media are the 
most commonly used for 
campaigns

Television advertising is the most commonly 
employed type of media in which to run 

anti-tobacco advertising campaigns, used by 
61 countries, and radio is also widely used 
(42 countries). Because broadcast media 
tend to have the widest audience reach, 
their use facilitates greater exposure of anti-
tobacco messaging to the public.

Print media are also widely used, with 42 
counties using print advertising as part of 
their campaigns. Other media types, which 

Twenty-three countries, totalling more than  
1.9 billion people, have conducted national  

anti-tobacco mass media campaigns.

have lower population reach, tend to be used 
less frequently; some of these (e.g. Internet or 
social media) require further exploration. The 
number of countries using these newer media 
technologies for anti-tobacco campaigns can 
be expected to increase in the future as their 
use becomes more widespread.
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Uruguay has required health warning labels on cigarette packages 
for nearly 30 years. However, the first labels were considered weak 
and ineffective because they were small, text-only warnings that 
were not displayed prominently on the packaging and included 
only a nonspecific message: “Smoking is harmful to health”. By 
2000, however, Uruguay’s Health Ministry began to coordinate 
efforts to implement more effective tobacco control measures.

As a result, in 2003 health warnings were modified to feature 
more direct and specific messaging that read: “Smoking may cause 
cancer, lung and heart disease” and “Smoking when pregnant 
harms your baby”.  Although improved, the warnings continued 
to be small, not prominently displayed, and used no pictures. By 
2005, after ratifying the WHO FCTC, Uruguay increased the size of 
the warning labels to cover half of the main display areas on both 
the front and back of the packaging, but still included no pictures.

In March 2005 a major boost was given to tobacco control policy 
in the country, and the Health Ministry established a formal 
national tobacco control programme. Within months, pictures 
were added to health warning labels, and misleading terms such 
as “light”, “ultra light” or “mild” were prohibited. In 2008, the 
policy was further strengthened according to WHO FCTC Article 
11 to allow only one presentation per brand in order to ensure 
that tobacco product packaging and labelling do not promote 
a tobacco product by any means that are false or misleading, 
including designs, colours, or any other signs that may create the 
false impression that one tobacco product is less harmful than 
another. In 2009, the size of warning labels was increased to 
80% of primary pack surface areas. Results from the Global Adult 
Tobacco Survey show that nearly half of Uruguay’s smokers are 
considering quitting because of these enhanced health warnings. 

In view of the effectiveness of labelling provisions, a tobacco 
company has challenged the laws in a particularly alarming 
and aggressive fashion by initiating international arbitration to 
overturn them. In early 2010, an international tobacco company 
announced that it had filed for arbitration at the World Bank’s 
International Centre for Settlement of Investment Disputes, 
claiming that Uruguay has violated its bilateral investment 
agreement with Switzerland. The Government of Uruguay, 
with support from international tobacco control advocates, is 
actively defending the laws.

Countries with already strong health warning label 
requirements can strengthen them even further. Canada, which 
was the first country to require graphic pictorial labels and 
which currently mandates that they cover 50% of the front 
and back of packs, has proposed increasing label size to 75% 
of primary pack surface areas. Label content would also be 
augmented with 16 new graphic health warnings that would 
rotate, eight new health information messages with new colour 
and graphic elements, and promotion of a new nationwide 
toll-free quit line number and web portal. Another example of a 
country that wants to further increase the impact of its pictorial 
health warnings is Australia: The Parliament is expected to 
adopt a bill to require generic tobacco packaging in 2011, 
which would make Australia the first country to mandate 
generic packaging beginning in July 2012.

Uruguay mandates pictorial warning labels that 
cover most of the package, in line with WHO FCTC 
requirements 

“YOU SMOKE, YOU STINK.  
Smoking causes bad breath, tooth staining 
and unpleasant smell.”
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Djibouti implements strong pictorial health warning 
labels to meet public demand for information

“SMOKING: Causes fatal lung 
cancer.”

Mauritius implements large pictorial pack warning 
labels

“Smoking causes a long and 
painful death”

Due to growing demand for information about the health harms 
of tobacco, the tobacco control unit within Djibouti’s Ministry 
of Health faced many challenges, including the high costs of 
producing informational materials and launching large-scale 
education and communication efforts. To bring health information 
directly to the public at the lowest possible cost and align with 
WHO FCTC requirements, the country chose to implement strong 
health warning labels on tobacco packaging.

With the support of international tobacco control experts and 
in-country organizations, a variety of warning label images was 
pre-tested. Ultimately, 11 different labels were selected that 
feature powerful images intended to raise awareness among 
smokers of both the health hazards to themselves and the risks 
of second-hand tobacco smoke exposure to others.  Additionally, 
despite tobacco industry objections, Djibouti mandated pictorial 
labels covering 50% of both the front and back of packages, as 
well as health messages on the package sides.

The health warnings were implemented in 2009, at no cost to the 
country’s government. Monitoring the impact of these new labels 

demonstrated that 
the labels were 
effective: within the 
first year, sales of 
tobacco products 
incorporating 
“strong” images 
on pack warning 
labels were 
substantially lower 
than sales of 
products containing 
“softer” images.  
As a result, Djibouti 
has proposed a 
new series of even 
stronger warning label images to begin in 2012. There is no 
requirement for health warning labels on tobacco products used 
for water pipe smoking; an increase in water pipe use indicates a 
need to expand warning labels to these products.

Tobacco use is 
a leading factor 
in the increasing 
epidemic of 
noncommunicable 
diseases in 
Mauritius.  
As part of a 
comprehensive 
five-year tobacco 
control plan, the 
country adopted 
new tobacco 
regulations in 
November 2008, 

becoming the first and so far only country in Africa to mandate 
pictorial health warnings on cigarette packs. These warnings are 
among the largest and most prominent in the world, occupying 
on average 65% of the total principal surface areas of the pack.

A set of eight rotating pictorial health warnings, which feature 
themes of addictiveness, second-hand smoke and health hazards, 
were selected based on survey findings and best-practice 
experiences of other countries. The warnings were pre-tested 
using qualitative techniques to assess their appropriateness, 
clarity, acceptance, pertinence and appeal, as well as respect for 
the needs of the country’s multicultural and multiethnic society.

Evaluation showed that the new pictorial warning labels were 
substantially more effective than the previous text-only warnings. 
Many more smokers reported that they noticed the new warning 
labels and looked at them more often, that the warning labels 
made them more likely to feel uncomfortable or alarmed, and 
that they increased their likelihood of reducing consumption or 
wanting to quit altogether. Mauritius intends to introduce a new 
set of pictorial health warnings in the future to sustain continued 
attention and interest, and will work to ensure that they are 
consistent with its comprehensive package of tobacco prevention 
and control strategies.
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Key regions of the Russian Federation implement 
hard-hitting anti-tobacco advertising as a catalyst 
for change

“Smoking kills you and those who are dear to 
you — Quit smoking today!”

Turkey increases free radio and television time  
for anti-tobacco advertising

“When you light up you ruin me!”

‹stanbul’da dumans›z hava sahas›
19 Temmuz'dan itibaren geniflliyor

Sigara duman›na maruz kalan çocuklarda
ani bebek ölümü, solunum yolu enfeksiyonlar›,
ast›m ve kulak hastal›klar› s›k görülür.
Hastaneye yatma oran› 3 kat fazlad›r.

Haklar›n›z› ö¤renmek için

benideyakma.com

With 43 million tobacco users, the Russian Federation has among 
the highest rates of smoking in the world – 60% of men and 
20% of women.  Although the Ministry of Health did not have a 
mandate for overarching tobacco control until late 2010, tobacco 
control experts started to lay the groundwork for hard-hitting anti-
tobacco advertising campaigns beginning in 2008. 

As part of a strategy to encourage the government to implement 
a national tobacco control programme, key regions in the Russian 
Federation were evaluated based on population size, available 
resources and political will necessary to conduct media campaigns.  
Advertising materials shown to be effective in other countries 
were adapted, and technical assistance was provided to regional 
governments in Chuvashia, Krasnodarsk, Moscow and Samara, 
among others, which aired the advertising campaigns.

Government involvement assured a wide reach for the campaign 
messaging via deeply discounted media buys as well as through 
earned media provided at no cost. For example, in Moscow, a 
US$ 175 000 advertising purchase resulted in media exposure 
worth nearly US$ 2.5 million. Evaluations in Moscow showed that 

the campaign increased the likelihood that people would talk 
about smoking and its harms and that smokers would consider 
quitting. The success of these campaigns also prompted several 
municipal and regional governments to push for smoke-free 
initiatives and laws, and in September 2010 the Russian Federation 
adopted a comprehensive national tobacco control strategy.

Since 1996, Turkey has mandated that radio and television stations 
provide a minimum of 90 minutes of free air time every month for 
anti-tobacco educational programming and advertising. However, 
television channels generally showed these advertisements very 
early in the morning or late at night, and thus few people were 
exposed to their anti-tobacco messages.

In 2003, the head of the Turkish parliamentarian health 
commission began drafting new tobacco control legislation.  A 
provision was included to mandate broadcasts of anti-tobacco 
educational programming during daytime and early evening 
hours (8:00–22:00) so that messaging would reach increased 
numbers of adults and also be more likely to reach children.  
A further provision of the law requires that a minimum of 30 
minutes per month be aired during evening prime time hours 
(17:00–22:00), which are the most heavily viewed programming 
slots.

Although there have been some enforcement problems due to the 
large number of television and radio channels in Turkey, the free 
air time is now being used for pre-tested effective anti-tobacco 
advertising. Other countries are currently examining the Turkish 
tobacco control legislation using the mandatory free air time 
requirements as a model for drafting national tobacco control 
legislation.
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Indian government airs campaign to highlight 
dangers of smokeless tobacco

Within its National Tobacco Control Programme, the Government 
of India allocates approximately US$ 5 million annually to anti-
tobacco mass media campaigns. Based on increasing evidence, 
including the recent Global Adult Tobacco Survey that shows 
smokeless tobacco is used by more than a quarter of all adults in 
India, one of the most recent campaigns highlights the harmful 
effects of smokeless tobacco use. 

The campaign was run in three 6-week phases for more than a 
year to warn the public about the dangers of smokeless tobacco 
use. The first phase of the campaign, which aired on television and 
radio in November and December 2009 in 11 local languages, 

included hard-hitting footage of patients 
with tobacco-related cancers and featured 
an oral cancer surgeon describing the 
disfigurements suffered by tobacco 
chewers. The campaign was also adapted 
for northeastern Indian audiences and 
ran for eight weeks in early 2010.  An 
evaluation of the campaign showed high 
recall and impact (75). 

The second phase of the campaign 
against smokeless tobacco aired on 
television and radio from January to 
March 2011 in 16 languages. It featured 
Mukesh Harane, a 24-year-old smokeless 
tobacco user who died from oral cancer 
caused by chewing tobacco, and showed 
other patients at Tata Memorial Hospital 
in Mumbai who suffered from disfiguring 
and deadly cancers attributable to its use. 
The campaign generated considerable 

press coverage and helped bring facts about the smokeless 
tobacco epidemic in the country to the forefront. 

A web site (http://www.chewonthis.in) has been developed and 
launched jointly by the Ministry of Health and Family Welfare 
and Tata Memorial Hospital as an advocacy platform to highlight 
the dangers of smokeless tobacco products.  An innovative 
mobile technology using text messaging has also been used to 
supplement television and radio advertising on the harms of 
smokeless tobacco use. 
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The WHO Framework Convention on 
Tobacco Control states (1): Article 13: 
… a comprehensive ban on advertising, 
promotion and sponsorship would reduce 
the consumption of tobacco products. Each 
Party shall … undertake a comprehensive 
ban of all tobacco advertising, promotion 
and sponsorship.

Comprehensive bans are 
necessary

Marketing of tobacco products encourages 
current smokers to smoke more, decreases 
their motivation to quit, and urges youth to 

start (143). Tobacco advertising, promotion 
and sponsorship normalize tobacco use and 
impede efforts to educate people about 
its harms (143). Complete bans on these 
activities block the industry’s ability to 
continue marketing to young people who 
have not yet started to use tobacco, and to 
adult tobacco users who want to quit (143). 

Bans are effective

Both direct and indirect advertising should 
be banned (143).  A comprehensive ban 
on all tobacco advertising, promotion 
and sponsorship could decrease tobacco 

consumption by about 7%, independent of 
other tobacco control interventions (143), 
with some countries experiencing a decline 
in consumption of up to 16% (143).

Bans need to be complete 
and well enforced

Bans must be comprehensive: partial bans 
have little or no effect (143), and usually 
do not include indirect forms of marketing 
(143). Voluntary restrictions are ineffective; 
well-drafted and well-enforced legislation is 
required because the tobacco industry will 
circumvent advertising bans (143). 

Enforce bans on tobacco advertising, 
promotion and sponsorship
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A comprehensive ban on all tobacco advertising, 
promotion and sponsorship could decrease tobacco 

consumption by about 7%, independent of other 
tobacco control interventions, with some countries 

experiencing a decline in consumption of up to 16%.

Enforce bans on tobacco advertising, 
promotion and sponsorship

Enforce bans on tobacco advertising, promotion and sponsorship – HIGHEST 
ACHIEVING countries, 2010

Recent achievements and developments 

Increased media scrutiny of tobacco industry activities can highlight 
violations of advertising bans and noncompliance with the WHO 
FCTC as well as shape public opinion about event sponsorships. 
Unfavourable media coverage in China, together with advocacy by 
the Chinese health sector and tobacco control advocates, led to 
cancellation of tobacco sponsorships of several high-profile events, 
including the 2010 Shanghai World Expo (155). To avoid similar 
negative publicity, and to honour China’s obligations under the 
WHO FCTC and to promote public health through sport, the 16th 
Asian Games held in November 2010 in Guangzhou were made 

completely smoke-free from their inception, including a total ban 
on tobacco company sponsorships and the advertising and sale of 
tobacco products (156).

In Indonesia, tobacco control advocates enlisted the media as 
active partners. Outreach to journalists generated news coverage 
publicizing tobacco company event sponsorships, including 
high-profile concerts by popular singers such as Alicia Keys and 
Kelly Clarkson, and the resulting negative publicity forced the 
sponsorships to be withdrawn (157).

Countries with the highest level of 
achievement:  Chad*, Colombia*, Djibouti, 
Eritrea, Iran (Islamic Republic of), Jordan, 
Kenya, Kuwait, Madagascar, Montenegro, 
Myanmar, Niger, Norway, Panama, Qatar, 
Sudan, Syrian Arab Republic*, Thailand 
and United Arab Emirates.
* �Country newly at the highest level since 

31 December 2008.
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Progress is slow in 
comprehensively banning 
tobacco advertising, promotion 
and sponsorship

Between 2008 and 2010, three additional 
countries (Chad, Colombia and the Syrian 
Arab Republic) enacted comprehensive 
bans on tobacco advertising, promotion and 
sponsorship that covered all forms of direct 
as well as indirect advertising. There are 
now 19 countries with 425 million people, 

representing 6% of the world’s population, 
who are now fully protected against tobacco 
industry marketing tactics, 80 million more 
than in 2008. Of these 19 countries, nine 
are classified as middle-income, six as low-
income, and four as high-income.

An additional 101 countries ban national 
television, radio and print tobacco 
advertising, as well as some but not 
all other forms of direct and/or indirect 
advertising. However, this level of ban is 

still insufficient to protect people from 
tobacco advertising and marketing.  
Another 74 countries (38% of all countries) 
currently do not have any restrictions at 
all on tobacco advertising, promotion 
and sponsorship or have very minimal 
restrictions.

Bans must be comprehensive: partial bans  
have little or no effect, and usually do not include 

indirect forms of marketing.



65WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2011

Chittagong City, Bangladesh, passes  
a strong subnational advertising ban

Chittagong City, population 4 million, is Bangladesh’s second 
largest city. It has an active network of tobacco control advocacy 
organizations that work closely with local government to advance 
the tobacco control agenda. In 2010, this advocacy work helped 
lead the Chittagong City government to enact a ban on all 
tobacco advertising, including advertising indirectly through 
surrogates and brand extensions such as lighters featuring 
cigarette brands.

Although there is an existing national ban on tobacco billboard 
advertising, the law does not explicitly cover indirect advertising, 

point-of-sale marketing, or other promotional activities, 
and overall enforcement is suboptimal. The Chittagong City 
regulations expand and strengthen the national law by banning 
all tobacco billboard advertising and creating a clear mechanism 
for enforcement.

All tobacco billboard advertising was removed immediately upon 
passage of the law, and other forms of advertising including 
at the point of sale were eliminated shortly thereafter. Tobacco 
control advocacy groups continue to work with local government 
agencies to ensure effective enforcement of the ban.

There are 425 million people in 19 countries, 
representing 6% of the world’s population,  

who are now fully protected against tobacco industry 
marketing tactics, 80 million more than in 2008. Of these 

19 countries, nearly all are low- or middle-income.

Before ban.	 After ban.
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The WHO Framework Convention on 
Tobacco Control states (1): Article 6: … 
price and tax measures are an effective 
and important means of reducing tobacco 
consumption … [Parties] … should … 
adopt … measures which may include: 
… tax policies and … price policies on 
tobacco products so as to contribute to the 
health objectives aimed at reducing tobacco 
consumption.  Article 15: …elimination of 
all forms of illicit trade in tobacco products, 
including smuggling, illicit manufacturing 
and counterfeiting … are essential 
components of tobacco control.

Increasing taxes is the best 
way to reduce tobacco use

Increasing tobacco prices through higher 
taxes is the most effective intervention to 
reduce tobacco use and encourage smokers 
to quit (143). Higher taxes are particularly 

effective in keeping youth from starting to 
smoke and reducing use among the poor 
(143). Each 10% increase in retail price 
reduces consumption by about 4% in high-
income countries and up to 8% in low- and 
middle-income countries, with smoking 
prevalence reduced by about half those 
rates (14). 

Higher taxes increase 
government revenues

Tobacco taxes are generally well 
accepted, and even supported by many 
smokers, because most people understand 
that tobacco use is harmful (143). Tax 
increases raise government revenues, 
which can be used for tobacco control 
and other important health and social 
programmes; allocating tax revenues in 
this way further increases popular support 
for raising taxes (143).

Strong tax administration 
improves compliance

Increased smuggling does not automatically 
follow tax increases; good governance is a 
more important determinant of smuggling 
than differences in tax rates (143). Countries 
should strengthen tax administration and 
customs enforcement capacity, particularly 
where there are high levels of smuggling 
and/or tax evasion (14). 

Taxes must keep pace with 
inflation and incomes

Taxes should be increased periodically to 
offset the combined effects of inflation and 
increased incomes and purchasing power 
(143). If real cigarette prices do not rise 
faster than consumer purchasing power, 
tobacco becomes relatively more affordable 
and consumption increases (14). 

Raise taxes on tobacco
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Raise taxes on tobacco

Raise taxes on tobacco – HIGHEST ACHIEVING countries and territories, 2010

Increasing tobacco prices through higher taxes  
is the most effective intervention to reduce  
tobacco use and encourage smokers to quit.

Recent achievements and developments 

To assist countries to increase tobacco taxes and prices, WHO 
developed, in consultation with external experts, a Technical 
Manual on Tobacco Tax Administration (158) for use by all 
countries, and is conducting training workshops on tobacco 
taxation for finance ministry officials and technical experts in 
public finance in different regions.

The fourth session of the COP to the WHO FCTC established a 
working group to develop guidelines for the implementation 
of Article 6 (Price and tax measures to reduce the demand for 
tobacco) of the WHO FCTC (159). The COP also mandated the 
Intergovernmental Negotiating Body to continue negotiating a draft 
protocol to eliminate illicit trade in tobacco products, which the 
COP will consider for approval in 2012 (159). 

Countries and territories with the highest 
level of achievement:  Argentina*, 
Belgium, Bulgaria, Chile, Cook Islands, 
Czech Republic, Estonia, Finland, France, 
Greece*, Hungary*, Ireland, Israel*, Italy*, 
Latvia*, Lithuania*, Madagascar*, Malta, 
Poland, Portugal, Romania*, Slovakia, 
Slovenia*, Spain, Turkey*, United Kingdom 
of Great Britain and Northern Ireland and 
West Bank and Gaza Strip*.
* �Country or territory newly at the highest 

level since 31 December 2008.
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Taxes in some countries 
are not keeping pace with 
increases in tobacco prices

There are now 26 countries and one 
territory that have total taxes constituting 
more than 75% of the retail price. Since 
2008, there have been 11 countries and 
one territory (Argentina, Greece, Hungary, 
Israel, Italy, Latvia, Lithuania, Madagascar, 
Romania, Slovenia, Turkey and West 
Bank and Gaza Strip) that have increased 
tobacco taxes so that they constitute more 
than 75% of the retail price. However, six 

countries that had tobacco taxation at that 
level in 2008 have by 2010 seen their share 
of taxes as a proportion of retail price fall 
below the 75% benchmark. This was not 
always caused by reductions in tax rates, 
but because taxes (primarily specific taxes 
set at a fixed amount) did not increase as 
prices increased.  In addition, two countries 
formerly reported to levy taxes at this level 
(Cuba and Fiji) did not report data on taxes 
for 2010. As a result, there is a net increase 
of four countries/territories that now levy 
taxes at the recommended 75% level, with 
an increase of 115 million people newly 

protected by tax legislation at the highest 
level since 2008, bringing the total to more 
than 539 million people representing 8% of 
the world’s population.

High-income countries are more likely to 
levy taxes at sufficiently high levels so that 
they make up more than 75% of retail 
price; the same holds when the threshold 
level is reduced to 50%. However, only one 
low-income country currently levies taxes at 
75% of the retail price, and less than 10% 
of middle-income countries do so.

Since 2008, there have been 11 countries and  
one territory that have increased tobacco taxes so that 

they constitute more than 75% of the retail price.

Average retail price and taxation (excise and total) of most sold 
brands of cigarettes, 2010
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High-income

PPP $ 4.93

0.61

1.70

2.62

Total taxes=
PPP $ 3.23 
(66% of 
pack price)

Global

1.47

0.40

1.75

PPP $ 3.62

Total taxes=
PPP $ 1.87 
(52% of 
pack price)

Middle-income

0.49

1.85

1.24

PPP $ 3.58

Total taxes=
PPP $ 1.73 
(48% of 
pack price)

Low-income

0.29

1.14

0.52

PPP $ 1.95

Total taxes=
PPP $ 0.81 
(42% of pack price)

Note: Prices are expressed in Purchasing Power Parity (PPP) adjusted dollars or international dollars to account for differences in purchasing power across 
countries. Based on 45 high-income, 89 middle-income and 33 low-income countries with data on price of most sold brand, excise and other taxes and PPP 
conversion factors. 



69WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2011

In July 2010, Egypt’s Ministry of Finance restructured its tax 
system for tobacco products to reduce tax avoidance, generate 
more tax revenues and improve public health by reducing 
tobacco consumption. The government eliminated its tiered tax 
system, replacing eight different rates based on price with a 
uniformly applied 40% ad valorem excise tax as well as a single 
specific tax rate of Egyptian £ 1.25 (approximately US$ 0.20) 
per pack of cigarettes. Taxes on loose tobacco were also 
increased by 100%.

Under the new system, total taxes per pack of cigarettes 
increased by an average of 87%, which increased the average 

retail price by an estimated 44%. This tax-induced price increase 
on cigarettes is expected to reduce cigarette consumption by 
21% and smoking prevalence by more than 10%, and hence 
reduce the number of adult smokers by about 893 000 and 
prevent about 208 000 premature deaths. 

The decision to increase tobacco taxes in Egypt was driven 
in part by government efforts to secure additional funds to 
overhaul health care and expand health insurance coverage 
(160). Egypt’s approach to reaching the dual goals of reduced 
tobacco consumption and increased resources to spend on 
health can provide valuable lessons for other countries.

Excise revenue, 2010, 
billions of Egyptian pounds
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Increased tobacco taxes with simplified structure predicted to more 
than double tax revenues, reduce consumption by one fifth, and reduce 
prevalence by over 10%

Note: The graph describes the predicted impact of two scenarios on excise revenues and tobacco use: 1) under Egypt’s pre-2010 tiered system, and 2) the policy implemented in 
July 2010 – a change in tax structure (eliminating tiers) and a higher excise tax rate. Scenario 2 more than doubles excise revenues; it also results in higher prices and substantial 
reductions in cigarette consumption and the number of smokers. 

Egypt restructures and increases tobacco excise 
taxes and earmarks additional revenues to fund 
health programmes
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The WHO Framework Convention on 
Tobacco Control states (1): Article 5: Each 
Party shall develop, implement, periodically 
update and review comprehensive 
multisectoral national tobacco control 
strategies, plans and programmes … [and] 
establish or reinforce and finance a national 
coordinating mechanism or focal points for 
tobacco control. In addition, WHO FCTC 
Article 26.2 indicates that each Party shall 
provide financial support in respect of its 
national activities intended to achieve the 
objective of the Convention (1).

National programmes are 
needed to lead tobacco 
control efforts

Building national capacity to carry out an 
effective and sustainable national tobacco 

control programme (NTCP) is critical to 
reversing the tobacco epidemic (143). 
Strategic planning and leadership for 
the NTCP should occur centrally within 
the ministry of health (143).  A national 
coordinating mechanism at a high level 
of government should be convened with 
an official mandate to develop tobacco 
control infrastructure and coordinate policy 
implementation (14). 

In larger countries, the NTCP should be 
designed for flexible implementation by 
decentralizing authority to subnational 
levels so that interventions can more 
effectively reach the entire country (14). 
Since most tobacco control interventions 
are carried out at the local level, success 
depends on adequate resources and 
capacity building for local public health 
professionals and government leaders (14).

Tobacco use prevalence often differs 
across income, age, ethnic groups and 
by gender, indicating social inequity. As 
national tobacco control programmes are 
designed to reduce tobacco use, efforts 
to ensure that population subgroups with 
disproportionately high rates of tobacco use 
are reached by policies and programmes are 
essential (161).

Funding for tobacco control 
is inadequate

Each country’s government must provide 
its NTCP with a steady source of funding 
at national and, where appropriate, 
subnational levels (143). Governments 
collect nearly US$ 133 billion in tobacco 
excise tax revenues each year, but spend 
less than US$ 1 billion combined on 

National action is critical to achieve 
the vision of a tobacco-free world
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Governments collect nearly US$ 133 billion in tobacco 
excise tax revenues each year, but spend less than  

US$ 1 billion combined on tobacco control – 97% of this 
amount are spent by high-income countries.

Recent achievements and developments 

Within the past year, the Russian Federation has adopted 
its Concept for State Policy on Actions Against Tobacco Use 
for 2010–2015 in accordance with Article 5 of the WHO 
FCTC.  A formal tobacco control programme mechanism 
has been established within the Ministry of Health and 
Social Development with responsibility for implementing a 
comprehensive national strategy that addresses all WHO FCTC 

requirements, including provisions on tax increases, advertising 
bans, smoke-free places, warning labels, cessation services, and 
public education activities that will include anti-tobacco mass 
media advertising. Specific programme goals have been set for 
2015, including reducing tobacco use prevalence by 10–15% 
and reducing the number of people exposed to second-hand 
tobacco smoke by half (162).
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tobacco control– 97% of this amount are 
spent by high-income countries. While per 
capita excise revenues are about 124 times 
higher than tobacco control expenditures 
in high-income countries (US$ 167.57 per 
capita excise revenues vs US$ 1.36 per 
capita tobacco control expenditures), the 
difference is much higher in middle-income 
countries (excise revenues 1339 times 
higher than tobacco control expenditures) 
and low-income countries (excise revenues 
4304 times higher than tobacco control 
expenditures).

This lack of funding is cause for extreme 
concern, as most countries have sufficient 
financial resources available to expand and 
strengthen NTCPs (143). Further tobacco 

tax increases can provide additional funding 
(143).

Tobacco control programmes 
need sufficient staffing

A NTCP with full-time, dedicated staff 
at both central and (where appropriate) 
subnational levels can provide highly 
effective leadership and administration of 
all programme initiatives (143). Successful 
tobacco control policy implementation 
also requires support from senior 
levels throughout government as well 
as technical experts and persons with 
expertise in planning and implementation 
(14). Most countries have developed 

tobacco control programmes or strategies, 
although staffing levels continue to be 
low.

Civil society must be 
involved with tobacco 
control efforts

NTCPs require logistic support and 
effective partnerships both within 
government and with all segments of civil 
society (143). Many nongovernmental 
organizations and other civil society groups 
have made great contributions to national 
and global tobacco control efforts; their 
continued involvement is essential to 
continued progress (143). 
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Venezuela establishes an Intergovernmental 
Commission for Tobacco Control

Building national capacity to carry out an effective  
and sustainable national tobacco control programme  

is critical to reversing the tobacco epidemic.

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

At least 154 countries have a national 
agency with some responsibility for tobacco 
control objectives, a slight increase over the 
results shown in the WHO Report on the 
Global Tobacco Epidemic, 2009, with low- 

and middle-income countries somewhat 
more likely to have such an agency than 
high-income countries. However, many 
countries do not sufficiently staff these 
agencies at a level that adequately supports 
tobacco control policy implementation. Only 
20% of high-income countries and 24% of 
middle- and low-income countries have an 
agency with at least five full-time equivalent 
staff members, showing virtually no change 

from the previous survey period; just three 
countries (Burundi, Pakistan and Turkey) 
increased programme staffing to this level in 
the past two years. More than 30 countries 
either do not have a national tobacco 
control agency or have not established 
national objectives for tobacco control, 
which are critical foundations for complying 
with WHO FCTC treaty obligations.

Ministry of Popular Power for Health and  
Social Protection

Even prior to ratifying the WHO FCTC, the Bolivarian Republic of 
Venezuela had begun implementing most of the treaty’s tobacco 
control measures. To further satisfy treaty requirements, the 
country’s Ministry of Health established an Intergovernmental 
Commission for Tobacco Control to coordinate tobacco control 
programmes across all arms of government. The Ministries of 
Education, Environment, Interior Relations and Justice, Exterior 
Relations, Defence, Work and Social Security, and Economy 
and Finances joined this Commission, as did other government 
agencies including the National Integrated Service of the 
Customs and Tax Administration, National Antidrug Office, 
Rafael Rangel National Institute of Hygiene and the Institute of 
Prevention, Health and Labour Security.

Creation of the Commission shows strong support for tobacco 
control across all government sectors in Venezuela.  A practical 
framework outlines responsibilities for each involved entity, 
such as monitoring and enforcement, taxation and finance, 
cessation support, and education, and provides a coordination 
mechanism for all activities and programmes. The Commission 
also cooperates with regional and international organizations 
including WHO, the Pan-American Health Organization (PAHO), 
Oras-Conhu, Mercosur and others.

The Commission’s efforts in advancing tobacco control policies 
have resulted in bans on tobacco advertising and promotion, 
strong health warning label requirements for cigarette packs, 
tobacco tax rates that are among the highest in South America, 
and mechanisms to prevent smuggling. Continued coordination 
of the work being done by the Commission’s constituent 
organizations is intended to result in even stronger tobacco 
control measures in Venezuela in the future.
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The WHO FCTC demonstrates continued 
global commitment to decisive action 
against the global tobacco epidemic, 
which kills millions of people and costs 
hundreds of billions of dollars each year. 
A total of 173 Parties to the WHO FCTC, 
covering about 87% of the world’s 
population, have made a legally binding 
commitment to implement effective 
tobacco control policies. The WHO FCTC 
provides countries with the necessary 
tobacco control tools that, when 
implemented and enforced, will reduce 
tobacco use and save lives.

The status of the MPOWER measures 
presented in this WHO Report on the 
Global Tobacco Epidemic, 2011 show that 
it is possible for any country, regardless 
of political structure or income level, to 

implement an effective tobacco control 
programme to reduce tobacco use. 

■■ In total, nearly 3.8 billion people, or 
55% of the world’s population, are now 
covered by at least one of the measures 
at the highest level of achievement.  
More than one billion people (17% of 
the world’s population) are covered by 
two or more measures at the highest 
level.

■■ More than 1.1 billion people have 
been newly protected by at least one 
tobacco control measure applied 
nationally at the highest level since 
2008, with progress in all MPOWER 
measures. Mass media campaigns, 
an MPOWER measure assessed for 
the first time for this report, were 
conducted in 23 countries, comprising 
a significant 1.9 billion people, airing a 

best-practice anti-tobacco mass media 
campaign in 2009 or 2010.

■■ The greatest progress as measured by 
population coverage has been in the 
area of health warnings on tobacco 
packaging; three more countries with 
a total population of 458 million have 
enacted pack labelling laws at the 
highest level.

■■ Although subnational mass media 
campaigns were not formally assessed, 
it is likely that a substantial number of 
people were exposed to anti-tobacco 
advertising conducted at the local 
level.

■■ National-level smoke-free laws covering 
all public places and workplaces have 
been newly enacted by 16 countries 
with a total of 385 million people; an 
additional 100 million people are newly 

Conclusion
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protected by comprehensive smoke-free 
laws at the subnational level.

■■ Comprehensive services to help people 
quit tobacco use have been applied 
by one additional country, with a total 
population of 76 million.

■■ Complete bans on all tobacco 
advertising, promotion and sponsorship 
are now in place in three more countries, 
with a total population of 80 million.

■■ An additional 115 million people 
are now living in countries with the 
recommended minimum tobacco taxes, 
and 26 countries and one territory 
now have taxes constituting the 
recommended minimum of 75% of 
retail price. 

■■ Despite the progress being made by 
countries in levying revenue-generating 
tobacco taxes, governments still 

inadequately fund tobacco control 
activities. Governments collect nearly 
US$ 133 billion in tobacco excise 
tax revenues, but spend less than 
US$ 1 billion on tobacco control, a 
deficit that is most evident in low- and 
middle-income countries. 

The progress in reaching the highest level 
of the MPOWER measures is a sign of the 
growing success of the WHO FCTC and 
provides strong evidence that there is 
political will for tobacco control on both 
national and global levels, which can be 
harnessed to great effect. Many countries 
have made significant progress in fighting 
the epidemic of tobacco use, and can be 
looked to as models for action by those 
countries that have not as yet adopted 
these measures. Countries must continue to 

expand and intensify their tobacco control 
efforts, ensuring they have both the financial 
means and political commitment to support 
effective and sustainable programmes.

Although there has been substantial 
progress on tobacco control in many 
countries, more work needs to be done. 
The successes already achieved can and 
must be expanded upon so that all people 
worldwide are fully protected against the 
harms of tobacco use.

Continued progress will stop millions 
of people from dying each year from 
preventable tobacco-related illness, and 
save hundreds of billions of dollars a year 
in avoidable health-care expenditures and 
productivity losses. It is up to us to make 
sure that this occurs.
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To ensure consistency and comparability among 
WHO Reports on the Global Tobacco Epidemic, 
2008 and 2009 and this report, the data collection 
and analysis methodology used are based largely 
on previous reports. Some of the methodology 
employed in earlier reports has been revised 
and strengthened for the present report. Where 
revisions have been made, data from previous 
reports have been reanalysed so that the results 
are comparable across years. The methodology 
employed for this year’s report is described in this 
Technical Note. 

Data sources 
Data were collected using the following sources:

•	 For all areas: official reports from WHO FCTC 
Parties to the Conference of the Parties (COP), 
through the Convention Secretariat 1.

•	 For M: tobacco prevalence surveys not yet 
reported under the COP reporting mechanism 
were collected from the WHO Global Infobase 
and through an extensive literature search. 
Technical Note II provides the detailed 
methodology used.

•	 For P, W (pack warnings) and E: original tobacco 
control legislation adopted in all Member 
States related to smoke-free environments, 
comprehensive bans on tobacco advertising, 
promotion and sponsorship, and packaging and 
labelling measures were carefully reviewed, as 
described below.

•	 For W (mass media): data on anti-tobacco 
mass media campaigns were obtained from 
Member States. In order to avoid unnecessary 
data collection, the Tobacco Free Initiative 
conducted a screening for anti-tobacco mass 
media campaigns in all WHO country offices. In 
countries where potentially eligible mass media 
campaigns were identified, focal points in each 
country were contacted for further information 
on these campaigns. 

•	 For R: the prices of the most sold brand of 
cigarettes, the cheapest brand and the brand 
Marlboro were collected for July 2010 through 
regional data collectors. The information on the 
taxation of cigarettes (and, for some countries in 
SEAR, bidis) and revenues from tobacco taxation 
as well as any supporting documents were 
collected from ministries of finance. Technical 
Note III provides the detailed methodology used.

Based on these sources of information, WHO 
ascertained the value of each of the 131 variables 
used for the report as of 31 December 2010, 
except for monitoring surveys of tobacco use, 
which were appraised as of November 2010, 
tobacco product prices and taxes, which were 
appraised as of July 2010, and anti-tobacco media 
campaigns, which were appraised as of August 
2010. 

Data validation
For each country, each data point was assessed 
independently by two different expert staff from 
two different WHO offices, generally one from WHO 
headquarters and the other from the respective 
regional office. Any inconsistencies found were 
reviewed by the two WHO expert staff involved 
and a third expert staff member not yet involved in 
the appraisal of the legislation and were resolved 
by: (i) checking the original text of the legislation; 
(ii) trying to obtain consensus from the two expert 
staff involved in the data collection; and (iii) in 
case differences still remained, decision of the third 
expert. Data were also checked for completeness 
and logical consistency across variables.

Data sign-off
The final validated data for each country were sent 
to the respective government for review and sign-
off. To facilitate review by governments, a summary 
sheet was generated for each country and was sent 
for review prior to the close of the report database. 
In cases where national authorities explicitly did 
not approve any of the data, this is specifically 
noted in the appendix tables.

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

Data analysis
The report provides summary measures or 
indicators of country achievements for each of the 
six MPOWER measures. The summary measures 
developed for the WHO Report on the Global 
Tobacco Epidemic, 2011 are the same as those 
used for the 2009 report, except for the indicator 
on health warnings, which was slightly improved 
and the indicator on anti-tobacco mass media 
campaigns, which is new. These two measures 

Evaluation of existing policies and compliance
TECHNICAL NOTE I

constitute the central topic of the present report. 

It is important to note that data for the report 
are based on existing legislation and reflect the 
status of adopted but not necessarily implemented 
legislation, as long as the law clearly indicates a 
date of entry into force and is not undergoing a 
legal challenge. 

When country or population totals for MPOWER 
measures are referred to collectively in the analysis 
section of this report, only the implementation of 
tobacco control policies (smoke-free legislation, 
cessation services, warning labels, anti-tobacco 
mass media campaigns, advertising and 
promotion bans, and tobacco taxes) is included 
in these totals. Monitoring of tobacco use is 
reported separately. When changes in population 
coverage since 2008 are presented, again only 
implementation of policies is included, except for 
data on implementation of anti-tobacco mass 
media campaigns; since these data were collected 
for the first time in 2010 and thus no comparative 
data are available for 2008.

Correction to previously 
published data
The data from the 2009 edition of the report were 
reviewed, and about 3% of data points were 
corrected. In most cases, review was conducted 
because legislation was in place at the time of 
the 2009 report but not available to WHO in time 
for publication 2.  As a result of these corrections 
four countries were downgraded from the highest 
group of smoke-free legislation, one country 
for cessation services, ten countries for bans on 
advertising, promotion and sponsorship, and two 
countries for tax rates. 

Monitoring
The section of the report devoted to assessing 
each country’s achievements in monitoring notes 
the most recent smoking prevalence survey data 
available and includes the following information:

•	 the recentness of the survey;

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

•	 whether it covered adults, youth or both;

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

Surveys were considered recent if the data were 
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collected in 2005 or later. Surveys were considered 
representative if the sample was representative of 
the national population. Surveys were considered 
periodic if they were conducted at least once 
every five years. Surveys were considered “adult 
surveys” if participants were above 15 years of 
age. Surveys were considered “youth surveys” if 
all participants were between 11 and 19 years of 
age. For this year’s report, the groupings for the 
Monitoring indicator have been revised to reflect 
the additional information collected on survey 
periodicity. Periodicity of surveys of at least every 
five years is included in the highest category 
in addition to the requirements of recent and 
representative data for both adults and youth. 
Because of this, some countries that fell in the 
highest category in the previous report (defined as 
those having recent and representative data only) 
do not fall in the highest category in this report. 
The groupings for the Monitoring indicator are 
listed below.

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

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

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

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

*	 Data from 2005 or later.
**	� Survey sample representative of the national 

population.
***	 Occurring at least every five years.

Smoke-free legislation
There is a wide range of places and institutions 
which can be made smoke-free by law. Smoke-
free legislation can take place at the national 
or subnational level. The report includes data 
on national legislation as well as legislation 
in subnational jurisdictions. The assessment 
of subnational smoke-free legislation includes 
all first-level administrative boundaries (first 
administrative subdivisions of a country), as 
determined by the United Nations Geographical 
Information Working Group (UNGIWG). In 
addition, smoke-free legislation status of other 
subnational jurisdictions is reported when data 
and respective legislation were provided by 
country focal points. Legislation was assessed 
to determine whether smoke-free laws at either 
the national or subnational level provided for a 
complete3 indoor smoke-free environment at all 

times, in all the facilities of each of the following 
places:

•	 health-care facilities;

•	 educational facilities other than universities;

•	 universities;

•	 government facilities;

•	 indoor offices and workplaces not considered in 
any other category;

•	 restaurants or facilities that serve mostly food;

•	 pubs and bars or facilities that serve mostly 
beverages (not applicable where alcohol serving 
is illegal);

•	 public transport.

Groupings for the Smoke-free legislation 
indicator are based on the numbers of places 
and institutions where smoking is completely 
prohibited. In addition, countries where at least 
90% of the population was covered by complete 
subnational indoor smoke-free legislation are 
grouped in the top category. 

In a few countries, in order to significantly expand 
the creation of smoke-free places, including 
restaurants and bars, it was politically necessary 
to include exceptions to the law that allowed 
for the provision of designated smoking rooms 
(DSRs) with requirements so technically complex 
and strict that, for practical purposes, few or 
no establishments are expected to implement 
them. In order to meet the criteria for “very strict 
technical requirements”, the legislation had to 
include at least three out of the six following 
characteristics (and must include at least criteria 
#5 or #6).

The designated smoking room must:

1.	 be a closed indoor environment;

2.	 be furnished with automatic doors, generally 
kept closed;

3.	 be non-transit premises for non-smokers;

4.	 be furnished with appropriate forced-
ventilation mechanical devices; 

5.	 have appropriate installations and functional 
openings installed and air must be expelled 
from the premises;

6.	 be maintained, with reference to surrounding 
areas, in a depression not lower than 5 Pascal.

The five countries meeting these criteria have not 
been categorized in the analyses for this section 
because their smoke-free legislation substantially 
departs from the recommendations of WHO FCTC 
Article 8 guidelines, and it has been difficult to 
obtain evidence indicating that the law resulted 
in the intended very low number of DSRs in all of 
these countries.

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

Data not reported/not categorized

Up to two public places completely 
smoke-free

Three to five public places completely 
smoke-free

Six to seven public places completely 
smoke-free

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

*	� In a country where pubs and bars are illegal, 
only seven places are required to be smoke-
free to qualify for this group.

Tobacco dependence 
treatment
Despite the low cost of quit lines, few low- or 
middle-income countries have implemented such 
programmes. Thus, national toll-free quit lines are 
included as a qualification only for the highest 
category. Reimbursement for tobacco dependence 
treatment is considered only for the top two 
categories to take restricted national budgets of 
many lower-income countries into consideration. 
The top three categories reflect varying levels 
of government commitment to the availability 
of nicotine replacement therapy and cessation 
support. 

The groupings for the Tobacco dependence 
treatment indicator are listed below.

Data not reported

None

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

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

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

*	 Nicotine replacement therapy.
**	� Smoking cessation support available in any 

of the following places: health clinics or other 
primary care facilities, hospitals, office of a 
health professional, the community.

Warning labels
The section of the report devoted to assessing 
each country’s achievements in health warnings 
notes the following information about cigarette 
pack warnings:

•	 whether specific health warnings are mandated;

•	 the mandated size of the warnings, as a 
percentage of the front and back of the 
cigarette pack;
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•	 whether the warnings appear on individual 
packages as well as on any outside packaging 
and labelling used in retail sale;

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

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

•	 whether the warnings rotate;

•	 whether the warnings are written in (all) the 
principal language(s) of the country;

•	 whether the warnings include pictures or 
pictograms.

The size of the warnings on both the front 
and back of the cigarette pack were averaged 
to calculate the percentage of the total pack 
surface area that is covered by the warnings. 
This information was combined with the warning 
characteristics to construct the groupings for the 
Health warnings indicator. 

The groupings for the Health warnings indicator 
are listed below.

Data not reported

No warnings or small warnings 1

Medium size warnings 2 missing some 3 
appropriate characteristics 4 OR large 
warnings 5 missing many 6 appropriate 
characteristics 4

Medium size warnings 2 with all 
appropriate characteristics 4 OR large 
warnings 5 missing some 3 appropriate 
characteristics 4

Large warnings 5 with all appropriate 
characteristics 4

1�	 Average of front and back of package is less than 30%.
2	� Average of front and back of package is between 30 

and 49%.
3	 One or more.
4 �	Appropriate characteristics:
•	specific health warnings mandated;
•	appearing on individual packages as well as on any 

outside packaging and labelling used in retail sale;
•	describing specific harmful effects of tobacco use 

on health;
•	are large, clear, visible and legible (e.g. specific 

colours and font style and sizes are mandated);
•	rotate;
•	include pictures or pictograms;
•	written in (all) the principal language(s) of the 

country.
5	� Average of front and back of the package is at least 

50%.
6	 Four or more.

Anti-tobacco mass media 
campaigns
There is a wide range of anti-tobacco mass 
media campaigns that are implemented in many 
countries each year. In order to focus the reporting 

on mass media campaigns that are likely to 
change attitudes about tobacco use, curb smoking 
initiation and encourage cessation, only those 
campaigns that had a duration of at least three 
weeks and were implemented at the national level 
between January 2009 and August 2010 were 
assessed for this report. 

Eligible campaigns were assessed by the following 
characteristics:

•	 the campaign was part of a comprehensive 
tobacco control programme;

•	 before the campaign, research was undertaken 
or reviewed to gain a thorough understanding 
of the target audience;

•	 campaign communications materials were pre-
tested with the target audience and refined in 
line with campaign objectives;

•	 air time (radio, television) and/or placement 
(billboards, print advertising, etc.) was obtained 
by purchasing or securing it using either the 
organization’s own internal resources or 
an external media planner or agency (this 
information indicates whether the campaign 
adopted a thorough media planning and buying 
process to effectively and efficiently reach its 
target audience);

•	 the implementing agency worked with 
journalists to gain publicity or news coverage 
for the campaign;

•	 process evaluation was undertaken to assess 
how effectively the campaign had been 
implemented;

•	 an outcome evaluation process was 
implemented to assess the campaign impact.

The groupings for the Mass media campaigns 
indicator are listed below.

Data not reported

No campaign conducted between January 
2009 and August 2010 with a duration of 
at least three weeks

Campaign conducted with one to four 
appropriate characteristics

Campaign conducted with five to six 
appropriate characteristics

Campaign conducted with all appropriate 
characteristics

Bans on advertising, 
promotion and sponsorship
Country-level achievements in banning tobacco 
advertising, promotion and sponsorship were 
assessed based on whether the bans covered the 
following types of advertising:

•	 national television and radio;

•	 local magazines and newspapers;

•	 billboards and outdoor advertising;

•	 point of sale;

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

•	 promotional discounts;

•	 non-tobacco goods and services identified with 
tobacco brand names (brand extension);

•	 brand names of non-tobacco products used for 
tobacco products3;

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

•	 sponsored events.

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

The groupings for the Bans on advertising, 
promotion and sponsorship indicator are listed 
below.

Data not reported

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

Ban on national TV, radio and print media 
only

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

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

* Direct advertising bans:
•	 national television and radio;
•	 local magazines and newspapers;
•	 billboards and outdoor advertising;
•	 point of sale.

** Indirect advertising bans:
•	 free distribution of tobacco products in the mail or 

through other means;
•	 promotional discounts;
•	 non-tobacco goods and services identified with 

tobacco brand names (brand extension);
•	 brand names of non-tobacco products used for 

tobacco products;
•	 appearance of tobacco products in television and/

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

Given the lack of information on country and 
brand-specific profit margins of retailers and 
wholesalers, their profits were assumed to be zero 
(unless provided by the national data collector). 

The groupings for the Tobacco tax indicator are 
listed below. Please refer to Technical Note III for 
more details.

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

National tobacco control 
programmes
Classification of countries’ national tobacco 
control programmes is based on the existence of 
a national agency with responsibility for tobacco 
control objectives. Countries with at least five 
full-time equivalent staff members working at the 
national agency with responsibility for tobacco 
control meet the criteria for the highest group.

The groupings for the National tobacco control 
programme indicator are listed below.

Data not reported

No national agency on tobacco control

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

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

Compliance assessment
Compliance with national and comprehensive 
subnational smoke-free legislation as well as with 
advertising, promotion and sponsorship bans 

(covering both direct and indirect marketing) 
was assessed by up to five national experts, who 
assessed the compliance in these two areas as 
“minimal”, “moderate” or “high”. These five 
experts were selected according to the following 
criteria:

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

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

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

•	 a staff member of a public health university 
department;

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

The experts performed their assessments 
independently. Summary scores were calculated 
by WHO from the five individual assessments by 
assigning two points for highly enforced policies, 
one point for moderately enforced policies 
and no points for minimally enforced policies, 
with a potential minimum of 0 and maximum 
of 10 points in total from these five experts. 
The compliance assessment was obtained for 
legislation that had been adopted by 30 June 
2010. For countries with more recent legislation, 
the compliance data are reported as not 
applicable. 

To expedite the process of collecting compliance 
scores, compliance data for this report were 
collected differently than in previous years. For 
this report, where possible, the same experts 
were contacted directly by WHO regional staff 
and were asked to provide their assessment of 
compliance. Where this was not possible (because 
either there were no experts from the previous 
report(s) or the original experts could not be 
located), WHO regional and country offices made 
contact with other appropriate experts employing 
the same selection criteria described above. To 
assess possible bias in this report’s compliance 
scores resulting from this change in procedure, 
experts’ compliance assessments were compared 
for countries where the legislation on smoke-
free legislation and advertising, promotion and 
sponsorship bans had not changed since the last 
report. Three quarters of eligible countries had the 
same or almost the same compliance scores as in 
the previous report, indicating that the different 
method of obtaining the compliance data did not 
result in significantly different values.

The country-reported answers are listed in 
Appendix IV.  Appendix I summarizes this 
information. Compliance scores are represented 
separately (i.e. compliance is not included in the 
calculation of the grouping categories). 

1 �	 Parties report on the implementation of the 

WHO Framework Convention on Tobacco Control 

according to Article 21. The objective of reporting 

is to enable Parties to learn from each other’s 

experience in implementing the WHO FCTC. Parties’ 

reports are also the basis for review by the COP 

of the implementation of the Convention. Parties 

submit their initial report two years after entry into 

force of the WHO FCTC for that Party, and then 

every subsequent three years, through the reporting 

instrument adopted by COP. Starting in 2012, all 

Parties will report at the same time, once every two 

years. For more information please refer to http://

www.who.int/fctc/reporting/en/
2	�F urther analysis found that information for a few 

countries had been misinterpreted in prior reports; 

for these countries, the response has been changed 

accordingly in this report. 
3	  �“Complete” is used in this report to mean that 

smoking is not permitted, with no exemptions 

allowed, except in residences and indoor places that 

serve as equivalents to long-term residential facilities, 

such as prisons and long-term health and social care 

facilities. Ventilation and any form of designated 

smoking rooms and/or areas do not protect from the 

harms of second-hand tobacco smoke, and the only 

laws that provide protection are those that result in 

the complete absence of smoking in all public places.
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Monitoring the prevalence of tobacco use is 
central to any surveillance system for tobacco 
control. Reliable prevalence data provide the 
information needed to assess the impacts of 
tobacco control actions adopted by a country 
and can be used by tobacco control workers in 
their efforts to counter the tobacco epidemic. 
This report contains WHO-modelled prevalence 
estimates for smoking and country-provided data 
for both smoking and smokeless tobacco use 
(see Appendix VII).

Collection of tobacco use 
prevalence estimates
As discussed in Technical Note I, the data 
collection process for this report differed from 
that used in the previous two editions of the 
WHO Report on the Global Tobacco Epidemic. 
Information for the previous reports was collected 
by sending a detailed questionnaire to Member 
States about any tobacco survey that had been 
conducted in the relatively recent past. For this 
report, three sources of data were first explored: 
(i) reports submitted to the WHO FCTC Secretariat 
by Parties; and (ii) information sought from the 
WHO STEPwise Survey team (also responsible for 
the WHO Global Infobase, a portal of information 
on eight risk factors for noncommunicable 
diseases including tobacco: http://www.who.int/
infobase) on countries that may have conducted 
or officially released the results of a recent survey 
implemented since 2005. In addition, an extensive 
literature search was conducted to identify any 
other possible data sources. During this process, 
multiple data sources were frequently identified. 
In such cases, preference was given to surveys that 
met the following four criteria:

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

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

•	 present prevalence values by age and sex;

•	 survey the adult population aged 15 years and 
older.

Member States were contacted if WHO did 
not obtain an official report from the recently 
undertaken surveys. 

Data were collated on four indicators of tobacco 
smoking: 

•	 current and daily prevalence of tobacco 
smoking;1

•	 current and daily prevalence of cigarette 
smoking.

These indicators provide the most complete 
representation of tobacco smoking across 
countries.  Although differences exist in the types 
of tobacco products used in different countries 
and grown or manufactured in different regions of 
the world, data on cigarette smoking and tobacco 
smoking are the most widely available and are 
common to all countries, thereby permitting 
statistical analyses.2

Analysis and presentation 
of tobacco use prevalence 
estimates
In this report, prevalence data are presented 
in two forms - crude rates provided directly by 
countries (Appendix VIII) and age-standardized 
rates  for adults aged 15 years and over estimated 
by WHO (Appendix VII). To produce the age-
standardized rates for the various indicators of 
tobacco and cigarette smoking described above 
for one common year (2009), WHO first adjusted 
the country-provided data for differences in 
survey methods including differences in age-
groups, indicators of tobacco use, geographic 
coverage and survey year. After these adjustments 
were made, WHO then produced directly age-
standardized estimates to enable cross-country 
comparisons.

Adjustments to country 
provided data
Data from various surveys undertaken in countries 

TECHNICAL NOTE II 

provide an estimate of tobacco use. Typically, these 
estimates are provided as crude rates, expressed as 
the percentage of tobacco users of the total survey 
sample. These rates are useful to estimate the 
number of smokers for the relevant indicator (e.g. 
current smokers, daily smokers) in the population. 
If the surveys in countries used standard methods 
across time, then projecting crude tobacco 
estimates for one point in time (2009 for this 
report) would be a relatively simple task. However, 
many countries use a variety of survey sources that 
do not apply standardized survey instruments. 

WHO has developed a regression method that 
attempts to adjust the estimates to enable 
comparisons of results between countries. The 
general principle that underlies the regression 
method is that if data are partly missing or are 
incomplete for a country, then the regression 
technique uses data available for the region in 
which the country is located to generate estimates 
for that country. The regression models are run at 
the United Nations subregional level3 separately for 
males and females in order to obtain age-specific 
prevalence rates for that region. These estimates 
are then substituted for the country falling within 
the subregion for the missing indicator. Note that 
the technique cannot be used for countries without 
any data; these countries are excluded from any 
analysis. The four types of differences between 
surveys and the relevant adjustment procedures 
used are listed below.

Differences in age groups covered by the survey. 
In order to estimate smoking prevalence rates 
for standard age ranges (by five-year groups 
from age 15 until age 80 and then aggregated 
from 80 to 100 years), the association between 
age and daily smoking is examined for males 
and females separately for each country using 
scatter plots. For this exercise, data from the 
latest nationally representative survey are 
chosen; in some cases more than one survey 
is chosen if male and female prevalence rates 
stem from different surveys or if the additional 
survey supplements data for the extreme age 

Smoking prevalence  
in WHO Member States
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intervals. To obtain age-specific prevalence rates 
for five-year age intervals, regression models 
using daily smoking prevalence estimates from a 
first-order, second‑order and third-order function 
of age are graphed against the scatter plot and 
the best-fitting curve is chosen. For the remaining 
indicators, a combination of methods is applied: 
regression models are run at the subregional level 
to obtain age-specific rates for current and daily 
cigarette smoking, and an equivalence relationship 
is applied between smoking prevalence rates and 
cigarette smoking where cigarette smoking is 
dominant to obtain age-specific prevalence rates 
for current and daily cigarette smoking for the 
standard age intervals.

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

Differences in geographic coverage of the survey 
within the country.  Adjustments are made to 
the data by observing the prevalence relationship 
between urban and rural areas in countries falling 
within the relevant subregion. Results from this 
urban-rural regression exercise are applied to 
countries to allow a scaling-up of prevalence to 
the national level.  As an example, if a country 
has prevalence rates for daily smoking of tobacco 
in urban areas only, the regression results from 
the smoking relationship are used to obtain 
rural prevalence rates for daily smoking. These 
are then combined with urban prevalence rates 
using urban-rural population ratios as weights to 
generate a national prevalence estimate as well as 
national age-specific rates.

Differences in survey year. For this report, smoking 
prevalence estimates are generated for the year 
2009. Smoking prevalence data are sourced from 

surveys conducted in countries in different years. 
In some cases, the latest available prevalence data 
came from surveys before the year 2009 while in 
other cases the survey was later than 2009. To 
obtain smoking prevalence estimates for 2009, 
trend information is used either to project into the 
future for countries with data older than 2009 
or backtracked for countries with data later than 
2009. This is achieved by incorporating trend 
information from all available surveys for each 
country. For countries without historical data, 
trend information from the respective subregion in 
which they fall is used. 

Estimation of number of smokers. Adjusted 
prevalence estimates can be used to assess the 
number of smokers for the relevant indicator in a 
country.

Estimation of age-standardized prevalence 
rates. Tobacco use generally varies widely by sex 
and across age groups.  Although the adjusted 
prevalence rate is reasonably easy to understand 
for a country at one point in time, comparing 
prevalence rates between two or more countries 
at one point in time, or of one country at different 
points in time, can be misleading if the two 
populations being compared have significantly 
different age distributions or differences in tobacco 
use by sex. The method of age standardization 
is commonly used to overcome this problem and 
allows for meaningful comparison of prevalence 
between countries. The method involves applying 
the age-specific rates by sex in each population 
to one standard population. When presenting 
age-standardized prevalence rates, both this and 
the previous WHO reports on the global tobacco 
epidemic used the WHO Standard Population, a 
fictitious population whose age distribution was 
artificially created and is largely reflective of the 
population age structure of low- and middle-
income countries. The resulting age-standardized 
rate, also expressed as a percentage of the total 
population, refers to the number of smokers 
per 100 WHO Standard Population.  As a result, 
the rate generated using this process is only a 

hypothetical number with no inherent meaning 
in itself. It is only useful when comparing rates 
obtained from one country with those obtained 
in another country, or from the same country at 
a different point in time. In order to produce an 
overall smoking prevalence rate for a country, 
the age-standardized prevalence rates for males 
and females must be combined to generate 
total prevalence. Since the WHO Standard 
Population is the same irrespective of sex, the 
age-standardized rates for males and females are 
combined using population weights for males 
and for females at the global level from United 
Nations population data for 2009. For example, if 
the age-standardized prevalence rate for tobacco 
smoking in adults is 60% for males and 30% for 
females, the combined prevalence rate for tobacco 
smoking in all adults is calculated as 60 x (0.51) 
+ 30 x (0.49) = 45%, with the figures in brackets 
representing male and female population weights. 
Thus, of the total smoking prevalence (45%), the 
proportion of smoking attributable to males is 
66.7% [= (30 ÷ 45) x 100] and to females 33.3% 
[= (15 ÷ 45) x 100]. These combined rates are 
shown in Appendix VII.

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

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

3	 There are 21 United Nations subregions; Oceania, 
Melanesia, Polynesia and Micronesia are combined 
into one subregion to form a total of 18. For a 
complete listing, please refer to World Population 
Prospects, 2008 revision at http://esa.un.org/unpp/
index.asp?panel=5
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This report includes appendices containing 
information on the share of total and excise 
taxes in the price of the most widely sold brand 
of cigarettes, based on tax policy information 
collected from each country. This Technical Note 
contains information on the methodology used by 
WHO to estimate the share of total and tobacco 
excise taxes in the price of a pack of 20 cigarettes 
using country-reported data.

Data collection
Data were collected between July and December 
2010 by WHO regional data collectors. The two 
primary inputs into calculating the share of total 
and excise taxes were prices and tax rates and 
structure.

Information collected included the prices of 
the most widely sold brand of cigarettes, 
the least-expensive brand and the Marlboro 
brand for July 2010. Detailed information 

was collected in each country on the taxation 
of cigarettes (and, for some countries in 
SEAR, bidis) and tobacco tax revenues. 
Documents such as laws, decrees or other 
official materials in support of the information 
provided were also collected. 

Data on tax structure were collected through 
contacts with ministries of finance. The validity 
of this information was checked against other 
sources. These sources, including tax law 
documents, decrees, and official schedules of 
tax rates and structures and trade information, 
when available, were either downloaded from 
ministerial web sites or from other United 
Nations databases such as Comtrade (http://
comtrade.un.org/db/). Other secondary data 
sources were also purchased for data validation. 

The tax data collected focus on indirect taxes 
levied on tobacco products (e.g. excise taxes 
of various types, import duties, value added 
taxes), which usually have the most direct policy 

TECHNICAL NOTE III

Tobacco taxes in WHO Member States

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

2.  Ad valorem excise taxes An ad valorem excise tax is a tax on a selected good produced for sale within a country, or imported and sold in that 
country. In general, the tax is collected from the manufacturer/wholesaler or at the point of entry into the country by 
the importer, in addition to import duties. These taxes come in the form of a percentage of the value of a transaction 
between two independent entities at some point of the production/distribution chain; ad valorem taxes are generally 
applied to the value of the transactions between the manufacturer and the retailer/wholesaler. Example: 27% of the 
retail price.

3. �Tobacco-specific import duties An import duty is a tax on a selected good imported into a country to be consumed in that country (i.e. the goods 
are not in transit to another country). In general, the import duties are collected from the importer at the point of 
entry into the country. These taxes can be either amount-specific or ad valorem.  Amount-specific import duties are 
applied in the same fashion as amount-specific excise taxes.  Ad valorem import duties are generally applied to the CIF 
(cost, insurance, freight) value, i.e. the value of the unloaded consignment that includes the cost of the product itself, 
insurance, transport and unloading. Example: 50% import duty levied on CIF.

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

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

impact on the price of tobacco products. Excise 
taxes are the most important because they are 
applied exclusively to tobacco and contribute 
the most to substantially increasing the price 
of tobacco products and subsequently reducing 
consumption. Thus, rates, amounts, functioning 
and application of excise taxes are central 
components of the data collected.

Data were not collected on other taxes (e.g., 
income taxes, corporate taxes) because of the 
practical difficulty of obtaining information on 
these taxes and the complexity in estimating 
their potential impact on price.

The table below describes the types of tax 
information collected.

Data analysis
Only the price of the most popular brand of 
cigarettes was considered in the calculation of 
the tax as a share of the retail price. In the case of 
countries where different levels of taxes are applied 
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on cigarettes based on either length of cigarette, 
quantity produced or type (e.g. filter vs non-filter), 
only the rate that applied to the most sold brand 
was used in the calculation. The only exceptions 
were made for Canada and the United States 
where average estimates had to be calculated for 
prices and taxes because, in addition to federal 
taxes, different rates were applied by states/
provinces, and in some instances by localities.

The import duty was only applied to the most 
popular brand of cigarettes that were imported 
into the country. Import duty is not applied on 
total tax calculation for countries reporting that 
the most popular brand was produced locally.

“Other taxes” are all other indirect taxes excluding 
excise, import duties and VAT. These types of taxes 
were considered excises if they had a special 
rate applied on tobacco products. For example, 
Thailand reported the tax earmarked from 
tobacco and alcohol for the ThaiHealth Promotion 
Foundation as “other tax”. However, since this tax 
is applied only on tobacco and alcohol products, 
it acts like an excise tax and it was considered an 
excise in the calculations.

The next step of the exercise was to convert all 
tax rates into the same base, in our case, the 
tax‑inclusive retail sales price (hereafter referred 
to as P). Consider the following example where 
Country B applies the same ad valorem tax as 
Country A, but ends up with higher taxation 
because the tax is applied later in the distribution 
chain: 

TAX INCLUSIVE RETAIL SALES PRICE OF CIGARETTES Country A 
(US$)

Country B 
(US$)

[A] Manufacturer’s price (same in both countries) 2.00 2.00

[B] Country A: ad valorem tax on manufacturer’s price (20%) = 20% x [A] 0.40 -

[C] Countries A and B: specific excise 2.00 2.00

[D] Retailer’s and wholesaler’s profit margin (same in both countries) 0.20 0.20

[E] Country B: ad valorem tax on retailer’s price (20%) = 20% x [A]+[C] +[D] - 0.84

[F] Final price = P = [A]+[B]+[C]+[D]+[E] 4.60 5.04

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

To calculate price, it was assumed that the price 
of a pack of cigarettes could be expressed as the 
following:  1

P = �[(M + M×ID) + (M + M×ID) ×  
Tav% + Tas + π] × (1 + VAT%)    2

Where: 

P = �Price per pack of 20 cigarettes of the most 
popular brand consumed locally;

M = �Manufacturer’s/distributor’s price, or import 
price if the brand is imported;

ID = �Total import duties (where applicable) on a 
pack of 20 cigarettes 2;

Tav = �Statutory rate of ad valorem tax;

Tas = �Amount specific excise tax on a pack of 20 
cigarettes;

π = �Retailer’s, wholesaler’s and importer’s profit 
margins (sometimes expressed as a mark-up);

VAT = �Statutory rate of value added tax.

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

Given knowledge of price (P) and amount-specific 
excise tax (Tas), the shares Sas (and, where 
applicable, Sid) are easy to recover. The case of ad 
valorem taxes (and, where applicable, Sid) is more 
complicated because one needs to recover and 
separate the base (M + M×ID) of the tax into its 
component parts in order to calculate the amount 

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

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

Sts = Sas + Sav + Sid + SVAT     1

Where:
Sts = �Total share of taxes on the price of a pack of 

cigarettes;
Sas = �Share of amount-specific excise taxes 

(or equivalent) on the price of a pack of 
cigarettes;

Sav = �Share of ad valorem excise taxes (or 
equivalent) on the price of a pack of 
cigarettes;

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

SVAT = �Share of the value added tax on the price of 
a pack of cigarettes.
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of ad valorem tax. In most of the cases M was 
not known (unless specifically reported by the 
country).

Using equation 2, it is possible to calculate M: 

	 P	 - π -Tas
	 1 + VAT%
M =	 (1 + Tav%) x (1 + ID)    3

Unfortunately, π is unknown and will 
systematically vary from country to country. For 
domestically produced most popular brands, we 
considered π to be nil (i.e. 0) in the calculation 
of M because the retailer’s and wholesaler’s 
margins are assumed to be small. This would 
result in an overestimation of M and therefore 
of the base for the ad valorem tax. This will in 
turn result in an overestimation of the amount 
of ad valorem tax. Since the goal of this exercise 
is to measure the share of tobacco taxes in 
the price of a typical pack of cigarettes, the 
assumption that the retailer’s/wholesaler’s profit 
(π) is nil, therefore, does not penalize countries 
by underestimating their ad valorem taxes. In 
light of this, it was decided that unless and until 
country-specific information was made available 
to WHO, the retailer’s/wholesaler’s margin 
would be assumed to be nil for the domestically 
produced brands. 

However, for those countries where the most 
popular brand is imported, assuming π to be 
nil would grossly overestimate the base for the 
ad valorem tax because the importer’s profit 
needs to be taken into account. The import duty 
is applied on CIF values, and the consequent 
excise taxes are applied on import duty inclusive 
CIF values. The importer’s profit or own price is 
added on tax‑inclusive CIF value. For domestically 
produced cigarettes, the producer’s price includes 
its own profit so it is automatically included 
in M, but this is not the case for imported 
products where the tax is imposed on the import 
duty‑inclusive CIF value excluding the importer’s 
profit. So calculating M as in equation 3 would 
mean assuming the importer’s profit to be zero. 
The importer’s profit is assumed to be relatively 
significant and ignoring it would therefore 

overestimate M. For this reason, M had to be 
estimated differently for imported products: 
M* (or the CIF value) was calculated using 
secondary sources (e.g. data from the United 
Nations Comtrade database). M* was normally 
calculated as the import price of cigarettes in a 
country (value of imports divided by the quantity 
of imports for the importing country). However, 
because of limited data availability and because 
of inconsistencies in the import data in some 
cases, the export price was also considered. 
When both values were available, the higher of 
the two was selected for the CIF value. Looking 
more closely at the data, import and export 
prices sometimes varied greatly depending on 
the partner considered. In order to take this 
variation into account, the average import and 
export prices were weighted for each country 
by the quantities of the imports/exports coming 
from the different available partners. When the 
export price was selected, an additional 10 cents 
was added to the CIF value because the export 
price does not include cost, insurance and freight 
price. The 10 cents value was calculated based 
on the global difference between import and 
export prices. The ad valorem and other taxes 
were then calculated in the same manner as for 
local cigarettes using M* as the base, where 
applicable. 

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

SVAT 	= VAT% × (P - SVAT), equivalent to  
SVAT 	= VAT% ÷ (1+ VAT%)

So in sum the tax rates are calculated this way:

Sts 	 = Sid + Sas + Sav + SVAT 

Sas	 = Tas ÷ P

Sav	 = �(Tav % × M) ÷ P  
or  
(Tav % × M*× (1+ Sid)) ÷ P  
if the most popular brand was imported

Sid	 = �(TID % × M*) ÷ P  
(if the import duty is value-based)  
or  
ID ÷ P  
(if it is specific)

SVAT	 = VAT% ÷ (1+ VAT%) 

Prices

In order to reduce chances of inconsistency in 
prices collected in 2008 compared to those 
reported in 2010, the questionnaire distributed 
among data collectors in 2010 included the 
brands and prices reported in 2008. 3

In the case of the most sold brand used for the 
tax calculation, the information reported in 2010 
can be gathered in four groups: 

a) �brand reported has changed and the price is 
the same/higher than in 2008;

b) �brand reported has changed and the price is 
lower;

c) �brand reported is the same and price is the 
same/higher;

d) �brand reported is the same but price is lower.

The following action was taken for each group:

Groups a and c: no action was taken.

Group a: one concern that could be raised is the 
comparability of the data when different brands 
are reported between two years. However, for 
countries where secondary data were available, 
the new brand reported often had the same 
market share as the brand reported in 2008 
and they were both in the same price category 
(22 countries in this group: Albania, Azerbaijan, 
Bangladesh, Burkina Faso, Cameroon, the 
Dominican Republic, El Salvador, the Gambia, 
Ghana, Grenada, Guinea, Honduras, Jordan, 
Mauritius, Myanmar, Nicaragua, Palau, Panama, 
the Russian Federation, Saint Kitts and Nevis, 
Turkey and Zambia).

Groups a and c: another question could be raised 
here when no tax change was perceived but a 
higher price was reported in 2010 compared to 
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2008. It was assumed, however, that the industry 
tends to increase the price of its product because 
of inflation, income growth, increase in cost or 
just to increase its profit margin whenever it has 
the opportunity to do so. 

Groups b and d: an important assumption made 
was that prices could not have gone down from 
2008 to 2010 unless there was a tax decrease 
(e.g. Myanmar). Because of positive inflation and 
increase in incomes the price cannot go down. 
Therefore, the prices had to be revised:

•	 In group b: the brand and price for 2008 
were replaced by the data reported in 2010, 
resulting in no change between the two years. 
The 2010 price was chosen as a reference 
because in many regions the data collection 
process was improved, involving data 
collectors more knowledgeable in tobacco tax 
and price issues (12 countries in this group: 
Antigua and Barbuda, the Bahamas, the 
Comoros, Cook Islands, Ecuador, Iran (Islamic 
Republic of), the Philippines, Saint Lucia, Sierra 
Leone, Swaziland, Tonga and Tuvalu). 

•	 In group d: it seemed odd to experience 
a reduction in the price of a same brand 
between 2008 and 2010 while no tax 
changes or other major events occurred. It 
was therefore assumed that a mistake was 
made in the reporting, so the price for 2008 
was also replaced by the price reported in 
2010, resulting in no change in the price 
between the two years (four countries in this 
group: Afghanistan, Dominica, Maldives and 
Micronesia (Federated States of)). 

Considerations in interpreting 
tax share changes

It is important to note that the change in the tax 
as a share of the price is not only dependent on 
tax changes but also on changes in the price. 
Therefore, despite an increase in the tax, the 
tax share might remain the same or go down. 

Similarly, a tax share might increase despite no 
change or a decrease in the tax. 

In the current database, there are cases of tax 
increases between 2008 and 2010 where the 
share of tax as a percentage of price either did 
not change or went down. This is mainly due to 
the fact that, in absolute terms, the increase in 
the price is larger than the increase in the tax 
(particularly in the case of specific excise tax 
increases).

For example, in Uzbekistan, the excise tax 
increased from 104.1 sums per pack in 2008 to 
143.2 sums per pack in 2010 (a non-negligible 
increase) while the price of the most sold 
brand increased from 700 to 1100 sums per 
pack. In terms of tax share, however, the excise 
represented 14.87% (104.1/700) of the price in 
2008 while it represented 13.02% (143.2/1100) 
of the price in 2010. This is because the prices 
increased to a larger extent than taxes did.

Conversely, there are also cases where increases 
(decreases) in the tax as a share of the price 
occurred despite no change in the tax. In the 
current database, this was due to one of the 
following reasons:

•	 Price increased independently of tax change 
(leading to a decrease in the tax share).

•	 In the case of imported products, the CIF 
value had to be estimated using secondary 
data, as explained above. The CIF values are 
provided in US$, so they were converted into 
the local currency. This exercise introduced 
other external factors that had also an impact 
on the results for taxes as a percentage of the 
retail price (one of the following reasons or a 
combination of the two):

–– CIF value in US$ decreased (increased) 
between 2008 and 2010, making the base 
for the application of the tax lower (higher), 
therefore leading to a lower (higher) tax 
percentage despite no change in the tax rate.

–– The exchange rate decreased (increased) 

between 2008 and 2010, leading to a lower 
(higher) CIF value in the local currency, 
leading also to a lower (higher) base for the 
application of the tax and also leading to a 
lower (higher) tax percentage.

1	 This formula applies when the ad valorem tax is 
applied on the manufacturer’s/distributor’s price, 
the import duty is applied on the manufacturer’s/
distributor’s price or the CIF value, and the VAT 
is applied on the VAT-exclusive retail price. Other 
scenarios exist (e.g.  Ad valorem rate applies to the 
retail price) but they are not described here because 
they are usually more straightforward to calculate.

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

3	 The brands are used for internal purposes for data 
validation and are not published in this report.
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Appendix I provides an overview of 
selected tobacco control policies. For 
each WHO region an overview table is 
presented that includes information on 
monitoring and prevalence, smoke-free 
environments, treatment of tobacco 
dependence, health warnings and 
packaging, advertising, promotion and 
sponsorship bans, and taxation levels, 
based on the methodology outlined in 
Technical Note I.

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

Appendix I: �Regional summary of MPOWER 
measures

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

Age-standardized prevalence estimates 
for both sexes combined were produced 
by applying global population weights 
for males and females to the age-
standardized adult male and female daily 
smoking prevalence rates (as presented 
in Appendix VII). Global male and female 
population weights were obtained from 
the United Nations population data for 
2010. 
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Algeria . . . | ||| 55%

Angola . . . . . . . . .
Benin 6% |||||| ||||||| 43%

Botswana . . . . . . 48%

Burkina Faso 12% – ||| 23% 1
Burundi . . . 56%

Cameroon 6% || ||||||| 26% 1
Cape Verde 6% ||||||| |||||||||| 26% 1
Central African Republic . . . 29%

Chad 11% ||||||| 33% 1 1 1
Comoros 14% ||| |||||| 70% 1
Congo 4% » |||||||||| 32%

Côte d’Ivoire 9% ||||| 34%

Democratic Republic of the Congo 5% ||||| ||||||||| 25% 5
Equatorial Guinea . . . . . . » . . .

Eritrea 5% ||||||| 55%

Ethiopia 3% . . . » 55% 1
Gabon 9% 22%

Gambia 15% |||||||| 66% 1
Ghana 5% » 27%

Guinea 12% ||| |||| 43%

Guinea-Bissau . . . » 44%

Kenya 10% ||||||| 64% 5
Lesotho . . . . . . . . . » 41% 1
Liberia . . . 46%

Madagascar . . . ||||||||| 76% 1
Malawi 11% . . .

Mali 14% ||||| 22%

Mauritania 15% || » 20%

Mauritius 13% ||||| |||||||||| 72% 1 5
Mozambique 7% |||||||| 60% 1
Namibia 15% . . . . . . 46% 1 1
Niger 3% ||| ||||||| 27% 1
Nigeria 5% ||||||| 21%

Rwanda . . . 66%

Sao Tome and Principe 4% 11%

Senegal 7% 42%

Seychelles 11% |||||||||| ||||||||| 68% 1 5 1 5
Sierra Leone 22% 39%

South Africa 13% ||||||| 53% 1
Swaziland 6% ||||||||| 53% 1 1
Togo . . . 32%

Uganda 7% |||||| 45% 5
United Republic of Tanzania 10% . . . 26%

Zambia 11% ||| 45%

Zimbabwe 14% || 52% 1

Africa

Table 1.0.1 
Summary of 
MPOWER measures

. . .	 Data not reported/not available.

–	 Data not required/not applicable.

V
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Algeria . . . | ||| 55%

Angola . . . . . . . . .
Benin 6% |||||| ||||||| 43%

Botswana . . . . . . 48%

Burkina Faso 12% – ||| 23% 1
Burundi . . . 56%

Cameroon 6% || ||||||| 26% 1
Cape Verde 6% ||||||| |||||||||| 26% 1
Central African Republic . . . 29%

Chad 11% ||||||| 33% 1 1 1
Comoros 14% ||| |||||| 70% 1
Congo 4% » |||||||||| 32%

Côte d’Ivoire 9% ||||| 34%

Democratic Republic of the Congo 5% ||||| ||||||||| 25% 5
Equatorial Guinea . . . . . . » . . .

Eritrea 5% ||||||| 55%

Ethiopia 3% . . . » 55% 1
Gabon 9% 22%

Gambia 15% |||||||| 66% 1
Ghana 5% » 27%

Guinea 12% ||| |||| 43%

Guinea-Bissau . . . » 44%

Kenya 10% ||||||| 64% 5
Lesotho . . . . . . . . . » 41% 1
Liberia . . . 46%

Madagascar . . . ||||||||| 76% 1
Malawi 11% . . .

Mali 14% ||||| 22%

Mauritania 15% || » 20%

Mauritius 13% ||||| |||||||||| 72% 1 5
Mozambique 7% |||||||| 60% 1
Namibia 15% . . . . . . 46% 1 1
Niger 3% ||| ||||||| 27% 1
Nigeria 5% ||||||| 21%

Rwanda . . . 66%

Sao Tome and Principe 4% 11%

Senegal 7% 42%

Seychelles 11% |||||||||| ||||||||| 68% 1 5 1 5
Sierra Leone 22% 39%

South Africa 13% ||||||| 53% 1
Swaziland 6% ||||||||| 53% 1 1
Togo . . . 32%

Uganda 7% |||||| 45% 5
United Republic of Tanzania 10% . . . 26%

Zambia 11% ||| 45%

Zimbabwe 14% || 52% 1

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

V Separate, completely enclosed smoking rooms 
are allowed under very strict conditions (refer to 
Technical Note I for more details)

2 Policy adopted but not implemented by 
31 December 2010

» Data not substantiated by a copy of the 
legislation

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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The Americas

Table 1.0.2  
Summary of 
MPOWER measures

. . .	 Data not reported/not available.

2

2

2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Antigua and Barbuda . . . . . . 12%

Argentina 22% 76% 1
Bahamas . . . 31%

Barbados 5% 48% 1
Belize 4% 21%

Bolivia (Plurinational State of) 6% ||||| |||||| 42% 5
Brazil 15% |||||| ||||||| 60%

Canada 14% |||||||||| |||||||||| 67% 1
Chile 34% ||||| |||||||| 76%

Colombia . . . |||||| |||||| 50% 1 1
Costa Rica 6% |||||||| 56%

Cuba . . . . . .

Dominica 5% 26%

Dominican Republic 13% |||||||| 57%

Ecuador . . . ||||| 64%

El Salvador . . . | 55% 1
Grenada . . . 49%

Guatemala 4% ||||| || 57%

Guyana 9% || 21% 5
Haiti . . . . . .

Honduras . . . 2 2 2 39% 1 1 1
Jamaica . . . |||||||| 51% 1
Mexico 8% |||| V ||||||| 63% 1
Nicaragua . . . . . . 2 2 . . . 2 29% 1 1 1
Panama . . . ||||||||| ||||||||| 47%

Paraguay 15% |||||||||| 18%

Peru . . . . . . ||| 50% 1 1
Saint Kitts and Nevis 5% 14%

Saint Lucia 19% 31%

Saint Vincent and the Grenadines 11% 16%

Suriname . . . 50% 5
Trinidad and Tobago 18% ||||||| ||||| 34% 1
United States of America 16% . . . 2 ||||||||| 45% 1
Uruguay 22% |||||||||| ||||||||| 72%

Venezuela (Bolivarian Republic of) . . . ||||||||| |||||||| 71%
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Antigua and Barbuda . . . . . . 12%

Argentina 22% 76% 1
Bahamas . . . 31%

Barbados 5% 48% 1
Belize 4% 21%

Bolivia (Plurinational State of) 6% ||||| |||||| 42% 5
Brazil 15% |||||| ||||||| 60%

Canada 14% |||||||||| |||||||||| 67% 1
Chile 34% ||||| |||||||| 76%

Colombia . . . |||||| |||||| 50% 1 1
Costa Rica 6% |||||||| 56%

Cuba . . . . . .

Dominica 5% 26%

Dominican Republic 13% |||||||| 57%

Ecuador . . . ||||| 64%

El Salvador . . . | 55% 1
Grenada . . . 49%

Guatemala 4% ||||| || 57%

Guyana 9% || 21% 5
Haiti . . . . . .

Honduras . . . 2 2 2 39% 1 1 1
Jamaica . . . |||||||| 51% 1
Mexico 8% |||| V ||||||| 63% 1
Nicaragua . . . . . . 2 2 . . . 2 29% 1 1 1
Panama . . . ||||||||| ||||||||| 47%

Paraguay 15% |||||||||| 18%

Peru . . . . . . ||| 50% 1 1
Saint Kitts and Nevis 5% 14%

Saint Lucia 19% 31%

Saint Vincent and the Grenadines 11% 16%

Suriname . . . 50% 5
Trinidad and Tobago 18% ||||||| ||||| 34% 1
United States of America 16% . . . 2 ||||||||| 45% 1
Uruguay 22% |||||||||| ||||||||| 72%

Venezuela (Bolivarian Republic of) . . . ||||||||| |||||||| 71%

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

V Separate, completely enclosed smoking rooms 
are allowed under very strict conditions (refer to 
Technical Note I for more details)

2 Policy adopted but not implemented by 
31 December 2010

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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South-East Asia

Table 1.0.3 
Summary of 
MPOWER measures

. . .	 Data not reported/not available.

2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Bangladesh 22% ||| ||||||| 68%

Bhutan . . . ||||| |||||||||| . . . 1
Democratic People's Republic of Korea . . . . . . . . . 1
India 12% ||||| |||||| 46%

Indonesia 29% | 54%

Maldives 24% . . . 2 2 |||||||| 2 32% 1
Myanmar 18% || ||||||| 50% 5
Nepal 28% ||||| ||||| 29% 1 1 1
Sri Lanka 11% ||||| ||||||| 73%

Thailand 20% |||||||| |||||||| 69% 1
Timor-Leste . . . 	 ||||| 	 » . . . 1
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Bangladesh 22% ||| ||||||| 68%

Bhutan . . . ||||| |||||||||| . . . 1
Democratic People's Republic of Korea . . . . . . . . . 1
India 12% ||||| |||||| 46%

Indonesia 29% | 54%

Maldives 24% . . . 2 2 |||||||| 2 32% 1
Myanmar 18% || ||||||| 50% 5
Nepal 28% ||||| ||||| 29% 1 1 1
Sri Lanka 11% ||||| ||||||| 73%

Thailand 20% |||||||| |||||||| 69% 1
Timor-Leste . . . 	 ||||| 	 » . . . 1

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

2 Policy adopted but not implemented by 
31 December 2010

» Data not substantiated by a copy of the 
legislation

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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Europe
Table 1.0.4 
Summary of 
MPOWER measures

. . .	 Data not reported/not available.

–	 Data not required/not applicable.

2

2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Albania 36% |||||||| 53% 1
Andorra 31% 58%

Armenia 23% ||| |||||| 24%

Austria 44% ||||| |||||||| 73%

Azerbaijan . . . |||||| 26%

Belarus 25% || |||||||| 27% 1
Belgium 21% —  V |||||||||| 76% 5
Bosnia and Herzegovina 37% ||||| 70%

Bulgaria 32% |||||||||| 89%

Croatia 29% ||||| |||||||| 72%

Cyprus . . . |||||||| |||||||||| 72% 1
Czech Republic 27% ||||| |||||||| 79%

Denmark 21% |||||||||| 75%

Estonia 27% |||||| . . . 83%

Finland 17% |||||||||| ||||||||| 79%

France 27% . . .  V . . . 80% 1
Georgia 27% . . . |||| 61%

Germany 25% |||||||| ||||||| 74% 1 5
Greece 49% ||||| ||||||| 86% 1 1
Hungary 32% |||||||| 79% 1 1
Iceland 17% |||||||||| |||||||||| 56%

Ireland . . . |||||||||| |||||||||| 79%

Israel . . . |||||||| . . . 82% 1
Italy 22% —  V ||||||||| 75% 1
Kazakhstan 20% |||| |||||||| 27% 1
Kyrgyzstan 20% ||||| |||||| 18% 1 5
Latvia 29% |||||||| ||||||||| 81% 1 1 1
Lithuania 28% |||||||| |||||||| 77% 1
Luxembourg . . . . . . . . . 70%

Malta 22% ||||| 2 |||||||| 76% 1 1
Monaco . . . |||||||| . . .

Montenegro . . . |||| |||||||||| 65% 1
Netherlands 22% |||||||| ||||||| 73% 1
Norway 20% |||||||||| 2 |||||||||| 72% 1
Poland 27% || ||||||| 86%

Portugal 20% . . . |||||||| 79%

Republic of Moldova 20% ||| |||| 30% 1
Romania 29% ||||| |||||| 83% 1
Russian Federation 36% ||||| 35%

San Marino . . . |||||||||| ||||||||| 74%

Serbia 29% |||||||||| ||||||| 72% 1
Slovakia 23% ||||| |||||||||| 83% 1
Slovenia 22% ||||||| |||||||| 76% 1
Spain 28% |||||||| 2 |||||||||| 78% 1 1
Sweden . . . ||||||||| 72%

Switzerland 19% |||||||| 63%

Tajikistan . . . ||||| |||||| 22%

The former Yugoslav Republic of Macedonia . . . ||||||| |||||||||| 72%

Turkey 27% |||||||| |||||||| 78% 1 1 1
Turkmenistan . . . |||||||||| ||||||||| 49%

Ukraine 28% ||||| 2 ||||| 70% 1 1 1
United Kingdom of Great Britain 
and Northern Ireland

16% |||||||||| ||||||||| 77%

Uzbekistan 10% ||||| |||||||||| 30% 1
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Albania 36% |||||||| 53% 1
Andorra 31% 58%

Armenia 23% ||| |||||| 24%

Austria 44% ||||| |||||||| 73%

Azerbaijan . . . |||||| 26%

Belarus 25% || |||||||| 27% 1
Belgium 21% —  V |||||||||| 76% 5
Bosnia and Herzegovina 37% ||||| 70%

Bulgaria 32% |||||||||| 89%

Croatia 29% ||||| |||||||| 72%

Cyprus . . . |||||||| |||||||||| 72% 1
Czech Republic 27% ||||| |||||||| 79%

Denmark 21% |||||||||| 75%

Estonia 27% |||||| . . . 83%

Finland 17% |||||||||| ||||||||| 79%

France 27% . . .  V . . . 80% 1
Georgia 27% . . . |||| 61%

Germany 25% |||||||| ||||||| 74% 1 5
Greece 49% ||||| ||||||| 86% 1 1
Hungary 32% |||||||| 79% 1 1
Iceland 17% |||||||||| |||||||||| 56%

Ireland . . . |||||||||| |||||||||| 79%

Israel . . . |||||||| . . . 82% 1
Italy 22% —  V ||||||||| 75% 1
Kazakhstan 20% |||| |||||||| 27% 1
Kyrgyzstan 20% ||||| |||||| 18% 1 5
Latvia 29% |||||||| ||||||||| 81% 1 1 1
Lithuania 28% |||||||| |||||||| 77% 1
Luxembourg . . . . . . . . . 70%

Malta 22% ||||| 2 |||||||| 76% 1 1
Monaco . . . |||||||| . . .

Montenegro . . . |||| |||||||||| 65% 1
Netherlands 22% |||||||| ||||||| 73% 1
Norway 20% |||||||||| 2 |||||||||| 72% 1
Poland 27% || ||||||| 86%

Portugal 20% . . . |||||||| 79%

Republic of Moldova 20% ||| |||| 30% 1
Romania 29% ||||| |||||| 83% 1
Russian Federation 36% ||||| 35%

San Marino . . . |||||||||| ||||||||| 74%

Serbia 29% |||||||||| ||||||| 72% 1
Slovakia 23% ||||| |||||||||| 83% 1
Slovenia 22% ||||||| |||||||| 76% 1
Spain 28% |||||||| 2 |||||||||| 78% 1 1
Sweden . . . ||||||||| 72%

Switzerland 19% |||||||| 63%

Tajikistan . . . ||||| |||||| 22%

The former Yugoslav Republic of Macedonia . . . ||||||| |||||||||| 72%

Turkey 27% |||||||| |||||||| 78% 1 1 1
Turkmenistan . . . |||||||||| ||||||||| 49%

Ukraine 28% ||||| 2 ||||| 70% 1 1 1
United Kingdom of Great Britain 
and Northern Ireland

16% |||||||||| ||||||||| 77%

Uzbekistan 10% ||||| |||||||||| 30% 1

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

V Separate, completely enclosed smoking rooms 
are allowed under very strict conditions (refer to 
Technical Note I for more details)

2 Policy adopted but not implemented by 
31 December 2010

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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Eastern Mediterranean

Table 1.0.5 
Summary of 
MPOWER measures

. . .	 Data not reported/not available.
<	 Refers to a territory.

2

2

2

2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Afghanistan . . . . . . . . . 9%

Bahrain 19% ||||||||| 29% 1
Djibouti . . . . . . . . . 31%

Egypt 19% || |||||||| 74%

Iran (Islamic Republic of) 11% |||||||| |||||||||| 13%

Iraq 15% |||| 23%

Jordan 26% ||||||| |||||| 75% 5
Kuwait 17% |||||| 34%

Lebanon 37% || 47%

Libyan Arab Jamahiriya 23% ||| |||||||| 2% 1
Morocco 16% . . . . . . . . .

Oman 4% 31%

Pakistan 17% | |||||||| 62% 1 1
Qatar . . . ||||||||| 33%

Saudi Arabia 9% . . . . . . » 29%

Somalia . . . |||| » 10%

Sudan 12% ||| 72%

Syrian Arab Republic . . . ||||| |||||||| 33% 1 1
Tunisia 31% |||||||| 65%

United Arab Emirates 7% ||||||| |||||| 29%

West Bank and Gaza Strip < . . . ||||||||| ||||||||| 78%

Yemen 21% |||||| 53%
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Afghanistan . . . . . . . . . 9%

Bahrain 19% ||||||||| 29% 1
Djibouti . . . . . . . . . 31%

Egypt 19% || |||||||| 74%

Iran (Islamic Republic of) 11% |||||||| |||||||||| 13%

Iraq 15% |||| 23%

Jordan 26% ||||||| |||||| 75% 5
Kuwait 17% |||||| 34%

Lebanon 37% || 47%

Libyan Arab Jamahiriya 23% ||| |||||||| 2% 1
Morocco 16% . . . . . . . . .

Oman 4% 31%

Pakistan 17% | |||||||| 62% 1 1
Qatar . . . ||||||||| 33%

Saudi Arabia 9% . . . . . . » 29%

Somalia . . . |||| » 10%

Sudan 12% ||| 72%

Syrian Arab Republic . . . ||||| |||||||| 33% 1 1
Tunisia 31% |||||||| 65%

United Arab Emirates 7% ||||||| |||||| 29%

West Bank and Gaza Strip < . . . ||||||||| ||||||||| 78%

Yemen 21% |||||| 53%

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

» Data not substantiated by a copy of the 
legislation

2 Policy adopted but not implemented by 
31 December 2010

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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Western Pacific

Table 1.0.6 
Summary of 
MPOWER measures

. . .	 Data not reported/not available.

–	 Data not required/not applicable.
1 1 1 1 1

2

2

2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Australia 17% – |||||||||| 64%

Brunei Darussalam 13% ||||| |||||||||| 63%

Cambodia 22% 20% 1
China 23% || ||| 41%

Cook Islands 33% ||||| |||||||||| 78%

Fiji 8% . . . |||||||||| . . .

Japan 25% 63%

Kiribati 55% 50%

Lao People's Democratic Republic 23% . . . . . . » 39%

Malaysia 21% ||||||||| 52%

Marshall Islands 17% . . . . . . 36%

Micronesia (Federated States of) 19% » 72%

Mongolia 24% ||| ||||| 33% 1
Nauru 47% . . . 2 . . . 2 42% 1 1
New Zealand 20% ||||||| |||||||||| 72%

Niue . . . 63% 5
Palau 19% |||||||| 57%

Papua New Guinea 41% |||| . . .

Philippines 23% |||| |||| 63% 1
Republic of Korea 25% ||||| |||| 62%

Samoa . . . ||||| |||||||||| 61%

Singapore 15% |||||||| |||||||||| 67%

Solomon Islands 27% . . . 2  2 . . . 2 . . . 1 1 1
Tonga 23% . . . . . . 68%

Tuvalu 31% ||||| |||||||||| 19%

Vanuatu 11% . . . 60%

Viet Nam 20% ||| » ||||||| » 42%
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2010 Indicator and compliance Change since 2008

Country AGE- AND SEX-
STANDARDIZED 

adult daily 
smoking 

prevalence 
(2009)

M 
Monitoring

P 
smoke-free 

policies

O 
cessation 

programmes

W
warnings

E 
advertising 

bans

R 
Taxation

P 
smoke-free 

policies

O 
cessation 

programmes

W 
warning 

Labels

E 
advertising 

bans

R 
Taxation

Lines represent 
level of 

compliance

Warning
labels

Mass  
media

Lines represent 
level of 

compliance Change in POwER INDICATOR GROUP, UP OR DOWN, SINCE 2008

Australia 17% – |||||||||| 64%

Brunei Darussalam 13% ||||| |||||||||| 63%

Cambodia 22% 20% 1
China 23% || ||| 41%

Cook Islands 33% ||||| |||||||||| 78%

Fiji 8% . . . |||||||||| . . .

Japan 25% 63%

Kiribati 55% 50%

Lao People's Democratic Republic 23% . . . . . . » 39%

Malaysia 21% ||||||||| 52%

Marshall Islands 17% . . . . . . 36%

Micronesia (Federated States of) 19% » 72%

Mongolia 24% ||| ||||| 33% 1
Nauru 47% . . . 2 . . . 2 42% 1 1
New Zealand 20% ||||||| |||||||||| 72%

Niue . . . 63% 5
Palau 19% |||||||| 57%

Papua New Guinea 41% |||| . . .

Philippines 23% |||| |||| 63% 1
Republic of Korea 25% ||||| |||| 62%

Samoa . . . ||||| |||||||||| 61%

Singapore 15% |||||||| |||||||||| 67%

Solomon Islands 27% . . . 2  2 . . . 2 . . . 1 1 1
Tonga 23% . . . . . . 68%

Tuvalu 31% ||||| |||||||||| 19%

Vanuatu 11% . . . 60%

Viet Nam 20% ||| » ||||||| » 42%

ADULT DAILY SMOKING PREVALENCE*: AGE- AND SEX-
STANDARDIZED PREVALENCE RATES FOR ADULT DAILY 
SMOKERS OF TOBACCO (BOTH SEXES COMBINED), 2009

. . . Estimates not available

30% or more 

From 20% to 29% 

From 15% to 19% 

Less than 15% 
* �The figures should be used strictly for the purpose of drawing 

comparisons across countries and must not be used to estimate 
absolute number of daily tobacco smokers in a country.

MONITORING: PREVALENCE DATA

No known data or no recent data or data 
that are not both recent and representative
Recent and representative data for either 
adults or youth
Recent and representative data for both 
adults and youth
Recent, representative and periodic data for 
both adults and youth

SMOKE-FREE POLICIES:  
POLICIES ON SMOKE-FREE ENVIRONMENTS

Data not reported

Up to two public places completely smoke-free

Three to five public places completely smoke-free

Six to seven public places completely smoke-free

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

CESSATION PROGRAMMES:  
TREATMENT OF TOBACCO DEPENDENCE

Data not reported

None

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

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

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

WARNINGS:  
HEALTH WARNINGS ON CIGARETTE PACKAGES

Data not reported

No warnings or small warnings

Medium size warnings missing some 
appropriate characteristics OR large warnings 
missing many appropriate characteristics

Medium size warnings with all appropriate 
characteristics OR large warnings missing 
some appropriate characteristics

Large warnings with all appropriate 
characteristics

WARNINGS:  
ANTI-TOBACCO MASS MEDIA CAMPAIGNS

Data not reported

No campaign conducted between January 
2009 and August 2010 with duration of at 
least three weeks

Campaign conducted with 1–4 appropriate 
characteristics

Campaign conducted with 5–6 appropriate 
characteristics

Campaign conducted with all appropriate 
characteristics

ADVERTISING BANS:  
BANS ON ADVERTISING, PROMOTION AND SPONSORSHIP

Data not reported

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

Ban on national television, radio and print 
media only

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

Ban on all forms of direct and indirect 
advertising

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

Data not reported

≤ 25% of retail price is tax 

26–50% of retail price is tax 

51–75% of retail price is tax 

>75% of retail price is tax 

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

||||||||||
|||||||||
||||||||

Complete compliance (8/10 to 10/10)

|||||||
||||||
|||||
||||
|||

Moderate compliance (3/10 to 7/10)

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

SYMBOLS LEGEND

» Data not substantiated by a copy of the 
legislation

2 Policy adopted but not implemented by 
31 December 2010

15 Change in POWER indicator group, up or down, 
between 2008 and 2010. Some 2008 data 
were revised in 2010. 2010 grouping rules 
were applied to both years

Refer to Technical Note I  
for definitions of categories
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Appendix II provides detailed information 
on legislation for warning labels on 
tobacco products and on anti-tobacco 
mass media campaigns in Member States. 
Data are provided for each WHO region.
 

Appendix II: Regulation of WARNING LABELS 
ON CIGARETTE PACKAGES AND 
NATIONAL ANTI–TOBACCO MASS MEDIA 
CAMPAIGNS 

Data on health warnings were primarily 
drawn from supporting legal documents 
such as adopted legislation and 
regulations.  Available documents were 
reviewed by WHO and discussed with 
countries as necessary to ensure the 
correct interpretation. Data on anti-
tobacco mass media campaigns were 
obtained from Member States directly.
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Please refer to page 118 for country-specific notes.

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

»	 Data not substantiated by a copy of the legislation.

. . .	 Data not reported/not available.

—	 Data not required/not applicable.

^	 Not mandated.

Table 2.1.1 
Characteristics* of health warning 
labels on cigarette packages in Africa

Africa

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Algeria Yes 15 15 15 Yes 6 No Yes No Yes Yes No
Angola No — — — — — — — — — — —
Benin Yes 30 30 30 Yes 1 Yes No No No No No
Botswana No — — — — — — — — — — —
Burkina Faso 1 Yes — — — Yes 1 No No No No No No
Burundi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cameroon Yes 50 50 50 Yes 1 Yes Yes Yes No Yes No
Cape Verde Yes ^ ^ ^ No — No No No No No No
Central African Republic No — — — — — — — — — — —
Chad Yes 50 50 50 No — Yes No No No No No
Comoros No — — — — — — — — — — —
Congo No — — — — — — — — — — —
Côte d'Ivoire Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Democratic Republic of the Congo Yes 30 30 30 Yes 4 Yes Yes Yes No No No
Equatorial Guinea No — — — — — — — — — — —
Eritrea Yes 50 50 50 Yes 5 Yes Yes No Yes Yes No
Ethiopia No — — — — — — — — — — —
Gabon No — — — — — — — — — — —
Gambia Yes 30 30 30 Yes 2 Yes Yes No No No No
Ghana Yes 5 — — Yes 1 No No No No No No
Guinea Yes ^ ^ ^ Yes 1 No Yes No No No No
Guinea-Bissau » Yes — 45 — No — No No No No No No
Kenya Yes 40 30 50 Yes 14 No Yes Yes Yes Yes No
Lesotho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Liberia No — — — — — — — — — — —
Madagascar Yes 50 50 50 Yes 1 Yes Yes No No Yes No
Malawi No — — — — — — — — — — —
Mali Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Mauritania No — — — — — — — — — — —
Mauritius Yes 65 60 70 Yes 8 Yes Yes Yes Yes Yes Yes
Mozambique Yes 28 30 25 No — Yes Yes No No Yes No
Namibia Yes ^ ^ ^ No — No Yes No No No No
Niger Yes 30 30 30 Yes 1 Yes No No No No No
Nigeria Yes ^ ^ ^ Yes 2 Yes Yes No Yes Yes No
Rwanda No — — — — — — — — — — —
Sao Tome and Principe No — — — — — — — — — — —
Senegal Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Seychelles Yes 50 — — No — Yes No No No Yes No
Sierra Leone No — — — — — — — — — — —
South Africa Yes 20 15 25 Yes 8 Yes Yes Yes Yes Yes No
Swaziland Yes ^ ^ ^ — — Yes Yes — — — —
Togo No — — — — — — — — — — —
Uganda No — — — No — No No No No No No
United Republic of Tanzania Yes ^ ^ ^ Yes 10 No Yes No No Yes No
Zambia Yes ^ ^ ^ Yes 1 Yes No No No No No
Zimbabwe Yes 20 15 25 Yes 1 Yes Yes Yes No No No
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country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Algeria Yes 15 15 15 Yes 6 No Yes No Yes Yes No
Angola No — — — — — — — — — — —
Benin Yes 30 30 30 Yes 1 Yes No No No No No
Botswana No — — — — — — — — — — —
Burkina Faso 1 Yes — — — Yes 1 No No No No No No
Burundi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cameroon Yes 50 50 50 Yes 1 Yes Yes Yes No Yes No
Cape Verde Yes ^ ^ ^ No — No No No No No No
Central African Republic No — — — — — — — — — — —
Chad Yes 50 50 50 No — Yes No No No No No
Comoros No — — — — — — — — — — —
Congo No — — — — — — — — — — —
Côte d'Ivoire Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Democratic Republic of the Congo Yes 30 30 30 Yes 4 Yes Yes Yes No No No
Equatorial Guinea No — — — — — — — — — — —
Eritrea Yes 50 50 50 Yes 5 Yes Yes No Yes Yes No
Ethiopia No — — — — — — — — — — —
Gabon No — — — — — — — — — — —
Gambia Yes 30 30 30 Yes 2 Yes Yes No No No No
Ghana Yes 5 — — Yes 1 No No No No No No
Guinea Yes ^ ^ ^ Yes 1 No Yes No No No No
Guinea-Bissau » Yes — 45 — No — No No No No No No
Kenya Yes 40 30 50 Yes 14 No Yes Yes Yes Yes No
Lesotho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Liberia No — — — — — — — — — — —
Madagascar Yes 50 50 50 Yes 1 Yes Yes No No Yes No
Malawi No — — — — — — — — — — —
Mali Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Mauritania No — — — — — — — — — — —
Mauritius Yes 65 60 70 Yes 8 Yes Yes Yes Yes Yes Yes
Mozambique Yes 28 30 25 No — Yes Yes No No Yes No
Namibia Yes ^ ^ ^ No — No Yes No No No No
Niger Yes 30 30 30 Yes 1 Yes No No No No No
Nigeria Yes ^ ^ ^ Yes 2 Yes Yes No Yes Yes No
Rwanda No — — — — — — — — — — —
Sao Tome and Principe No — — — — — — — — — — —
Senegal Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Seychelles Yes 50 — — No — Yes No No No Yes No
Sierra Leone No — — — — — — — — — — —
South Africa Yes 20 15 25 Yes 8 Yes Yes Yes Yes Yes No
Swaziland Yes ^ ^ ^ — — Yes Yes — — — —
Togo No — — — — — — — — — — —
Uganda No — — — No — No No No No No No
United Republic of Tanzania Yes ^ ^ ^ Yes 10 No Yes No No Yes No
Zambia Yes ^ ^ ^ Yes 1 Yes No No No No No
Zimbabwe Yes 20 15 25 Yes 1 Yes Yes Yes No No No
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The Americas

Please refer to page 118 for country-specific notes.

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

2	� Policy adopted but not implemented by 31 December 2010.

—	 Data not required/not applicable.

^	 Not mandated.

Table 2.1.2 
Characteristics* of health warning 
labels on cigarette packages in the 
Americas

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Antigua and Barbuda No — — — — — — — — — — —
Argentina Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Bahamas Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Barbados No — — — — — — — — — — —
Belize No — — — — — — — — — — —
Bolivia (Plurinational State of) Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Brazil Yes 50 0 100 Yes 10 Yes Yes Yes Yes Yes Yes
Canada Yes 50 50 50 Yes 16 Yes Yes Yes No Yes Yes
Chile Yes 50 50 50 Yes 1 Yes Yes Yes Yes Yes Yes
Colombia Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes Yes
Costa Rica Yes ^ ^ ^ Yes 2 Yes Yes No Yes Yes No
Cuba Yes 30 30 30 Yes 5 Yes Yes Yes Yes Yes No
Dominica No — — — — — — — — — — —
Dominican Republic Yes ^ ^ ^ Yes 1 Yes No Yes No Yes No
Ecuador Yes 40 40 40 Yes 3 Yes Yes Yes No Yes No
El Salvador Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Grenada No — — — — — — — — — — —
Guatemala Yes 13 25 0 Yes 6 Yes Yes Yes Yes Yes No
Guyana Yes ^ ^ ^ Yes 1 Yes No Yes No Yes No
Haiti No — — — — — — — — — — —
Honduras Yes 2 80 2 80 2 80 2 No 3 — Yes 2 No 3 No 3 Yes 2 Yes 2 Yes 2

Jamaica Yes 30 30 30 Yes 12 Yes Yes Yes Yes Yes No
Mexico Yes 65 30 100 Yes 8 Yes Yes Yes Yes Yes Yes
Nicaragua Yes 2 50 2 50 2 50 2 Yes 2 6 2 Yes 2 No 3 Yes 2 Yes 2 Yes 2 Yes 2

Panama Yes 50 50 50 Yes 5 Yes Yes Yes Yes Yes Yes
Paraguay Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Peru Yes 50 2 50 2 50 2 Yes 11 Yes Yes Yes Yes Yes Yes
Saint Kitts and Nevis No — — — — — — — — — — —
Saint Lucia No — — — — — — — — — — —
Saint Vincent and the Grenadines No — — — — — — — — — — —
Suriname No — — — — — — — — — — —
Trinidad and Tobago Yes 2 ^ 3 ^ 3 ^ 3 Yes 2 ^ 3 Yes 2 No Yes 2 No Yes 2 No
United States of America Yes 2 50 2 50 2 50 2 Yes 2 9 2 Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 Yes 2

Uruguay Yes 80 80 80 Yes 6 Yes Yes Yes Yes Yes Yes
Venezuela (Bolivarian Republic of) Yes 50 0 100 Yes 10 Yes Yes Yes Yes Yes Yes
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country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Antigua and Barbuda No — — — — — — — — — — —
Argentina Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Bahamas Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Barbados No — — — — — — — — — — —
Belize No — — — — — — — — — — —
Bolivia (Plurinational State of) Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Brazil Yes 50 0 100 Yes 10 Yes Yes Yes Yes Yes Yes
Canada Yes 50 50 50 Yes 16 Yes Yes Yes No Yes Yes
Chile Yes 50 50 50 Yes 1 Yes Yes Yes Yes Yes Yes
Colombia Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes Yes
Costa Rica Yes ^ ^ ^ Yes 2 Yes Yes No Yes Yes No
Cuba Yes 30 30 30 Yes 5 Yes Yes Yes Yes Yes No
Dominica No — — — — — — — — — — —
Dominican Republic Yes ^ ^ ^ Yes 1 Yes No Yes No Yes No
Ecuador Yes 40 40 40 Yes 3 Yes Yes Yes No Yes No
El Salvador Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Grenada No — — — — — — — — — — —
Guatemala Yes 13 25 0 Yes 6 Yes Yes Yes Yes Yes No
Guyana Yes ^ ^ ^ Yes 1 Yes No Yes No Yes No
Haiti No — — — — — — — — — — —
Honduras Yes 2 80 2 80 2 80 2 No 3 — Yes 2 No 3 No 3 Yes 2 Yes 2 Yes 2

Jamaica Yes 30 30 30 Yes 12 Yes Yes Yes Yes Yes No
Mexico Yes 65 30 100 Yes 8 Yes Yes Yes Yes Yes Yes
Nicaragua Yes 2 50 2 50 2 50 2 Yes 2 6 2 Yes 2 No 3 Yes 2 Yes 2 Yes 2 Yes 2

Panama Yes 50 50 50 Yes 5 Yes Yes Yes Yes Yes Yes
Paraguay Yes ^ ^ ^ Yes 1 Yes No No No Yes No
Peru Yes 50 2 50 2 50 2 Yes 11 Yes Yes Yes Yes Yes Yes
Saint Kitts and Nevis No — — — — — — — — — — —
Saint Lucia No — — — — — — — — — — —
Saint Vincent and the Grenadines No — — — — — — — — — — —
Suriname No — — — — — — — — — — —
Trinidad and Tobago Yes 2 ^ 3 ^ 3 ^ 3 Yes 2 ^ 3 Yes 2 No Yes 2 No Yes 2 No
United States of America Yes 2 50 2 50 2 50 2 Yes 2 9 2 Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 Yes 2

Uruguay Yes 80 80 80 Yes 6 Yes Yes Yes Yes Yes Yes
Venezuela (Bolivarian Republic of) Yes 50 0 100 Yes 10 Yes Yes Yes Yes Yes Yes
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South-East Asia

Please refer to page 118 for country-specific notes.

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

. . .	 Data not reported/not available.

—	 Data not required/not applicable.

^	 Not mandated.

2	� Policy adopted but not implemented by 31 December 2010.

Table 2.1.3 
Characteristics* of health warning 
labels on cigarette packages in 
South-East Asia

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Bangladesh Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes No
Bhutan 4 Yes ^ ^ ^ No — No No No No No No
Democratic People's Republic of Korea Yes ^ ^ ^ Yes 1 No Yes No No No No
India Yes 20 40 0 Yes 2 Yes Yes Yes Yes Yes Yes
Indonesia Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Maldives Yes 30 30 30 Yes 5 Yes 2 Yes No Yes Yes 2 No
Myanmar Yes ^ ^ ^ Yes . . . No No No No Yes No
Nepal Yes 15 30 0 No — Yes No No Yes Yes Yes
Sri Lanka Yes ^ ^ ^ Yes 2 No Yes No No No No
Thailand Yes 55 55 55 Yes 10 Yes Yes Yes Yes Yes Yes
Timor-Leste Yes ^ ^ ^ Yes 5 No Yes No No Yes No



113WHO REPORT ON THE GLOBAL TOBACCO EPIDEMIC, 2011

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Bangladesh Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes No
Bhutan 4 Yes ^ ^ ^ No — No No No No No No
Democratic People's Republic of Korea Yes ^ ^ ^ Yes 1 No Yes No No No No
India Yes 20 40 0 Yes 2 Yes Yes Yes Yes Yes Yes
Indonesia Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
Maldives Yes 30 30 30 Yes 5 Yes 2 Yes No Yes Yes 2 No
Myanmar Yes ^ ^ ^ Yes . . . No No No No Yes No
Nepal Yes 15 30 0 No — Yes No No Yes Yes Yes
Sri Lanka Yes ^ ^ ^ Yes 2 No Yes No No No No
Thailand Yes 55 55 55 Yes 10 Yes Yes Yes Yes Yes Yes
Timor-Leste Yes ^ ^ ^ Yes 5 No Yes No No Yes No
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Europe

Please refer to page 118 for country-specific notes.

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

2	� Policy adopted but not implemented by 31 December 2010.

. . .	 Data not reported/not available.

—	 Data not required/not applicable.

^	 Not mandated.

Table 2.1.4 
Characteristics* of health warning 
labels on cigarette packages in 
Europe

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Albania Yes 50 50 50 Yes 16 Yes Yes Yes Yes Yes No
Andorra 5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Armenia Yes 30 30 30 Yes 5 Yes Yes Yes Yes Yes No
Austria Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Azerbaijan Yes ^ ^ ^ No — No No No No Yes No
Belarus Yes 30 30 30 Yes 6 Yes Yes No Yes Yes No
Belgium Yes 43 35 50 Yes 16 Yes Yes Yes Yes Yes Yes
Bosnia and Herzegovina 6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bulgaria Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Croatia Yes 35 30 40 Yes 16 No Yes Yes Yes Yes No
Cyprus Yes 39 32 45 Yes 13 Yes Yes Yes Yes Yes No
Czech Republic Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Denmark Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Estonia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Finland Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes No
France Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Georgia Yes 30 30 30 Yes 12 Yes Yes Yes Yes Yes Yes
Germany Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Greece Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Hungary Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Iceland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Ireland Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes No
Israel Yes 30 30 30 Yes 13 Yes Yes Yes Yes Yes No
Italy Yes 35 30 40 Yes 10 Yes Yes Yes Yes Yes No
Kazakhstan Yes 40 0 40 No — No No No No No No
Kyrgyzstan Yes 40 40 40 Yes 9 Yes Yes Yes Yes Yes No
Latvia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Lithuania Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Luxembourg Yes 39 32 45 Yes 17 Yes Yes No Yes Yes No
Malta Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes Yes 2

Monaco 7 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Netherlands Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Norway Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes 2

Poland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Portugal Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Republic of Moldova Yes 35 30 40 Yes 14 Yes Yes Yes Yes Yes No
Romania Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Russian Federation Yes 40 30 50 Yes 13 No Yes No Yes Yes No
San Marino No — — — — — — — — — — —
Serbia Yes 35 30 40 Yes 12 Yes Yes Yes Yes Yes No
Slovakia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Slovenia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Spain Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Sweden Yes 35 30 40 Yes 14 Yes Yes Yes Yes Yes No
Switzerland Yes 43 35 50 Yes 16 Yes Yes No Yes Yes Yes
Tajikistan No — — — — — — — — — — —
The former Yugoslav Republic of 
Macedonia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes

Turkey Yes 48 30 65 Yes 16 Yes Yes Yes Yes Yes Yes
Turkmenistan No — — — — — — — — — — —
Ukraine Yes 2 50 2 50 2 50 2 Yes 2 10 2 Yes 2 Yes 2 No Yes 2 Yes 2 Yes 2

United Kingdom of Great Britain and 
Northern Ireland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes

Uzbekistan Yes 30 30 30 Yes 3 No Yes No Yes Yes No
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country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Albania Yes 50 50 50 Yes 16 Yes Yes Yes Yes Yes No
Andorra 5 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Armenia Yes 30 30 30 Yes 5 Yes Yes Yes Yes Yes No
Austria Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Azerbaijan Yes ^ ^ ^ No — No No No No Yes No
Belarus Yes 30 30 30 Yes 6 Yes Yes No Yes Yes No
Belgium Yes 43 35 50 Yes 16 Yes Yes Yes Yes Yes Yes
Bosnia and Herzegovina 6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bulgaria Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Croatia Yes 35 30 40 Yes 16 No Yes Yes Yes Yes No
Cyprus Yes 39 32 45 Yes 13 Yes Yes Yes Yes Yes No
Czech Republic Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Denmark Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Estonia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Finland Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes No
France Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Georgia Yes 30 30 30 Yes 12 Yes Yes Yes Yes Yes Yes
Germany Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Greece Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Hungary Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Iceland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Ireland Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes No
Israel Yes 30 30 30 Yes 13 Yes Yes Yes Yes Yes No
Italy Yes 35 30 40 Yes 10 Yes Yes Yes Yes Yes No
Kazakhstan Yes 40 0 40 No — No No No No No No
Kyrgyzstan Yes 40 40 40 Yes 9 Yes Yes Yes Yes Yes No
Latvia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Lithuania Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Luxembourg Yes 39 32 45 Yes 17 Yes Yes No Yes Yes No
Malta Yes 39 32 45 Yes 16 Yes Yes Yes Yes Yes Yes 2

Monaco 7 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Netherlands Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Norway Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes 2

Poland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Portugal Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Republic of Moldova Yes 35 30 40 Yes 14 Yes Yes Yes Yes Yes No
Romania Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Russian Federation Yes 40 30 50 Yes 13 No Yes No Yes Yes No
San Marino No — — — — — — — — — — —
Serbia Yes 35 30 40 Yes 12 Yes Yes Yes Yes Yes No
Slovakia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Slovenia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes No
Spain Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes
Sweden Yes 35 30 40 Yes 14 Yes Yes Yes Yes Yes No
Switzerland Yes 43 35 50 Yes 16 Yes Yes No Yes Yes Yes
Tajikistan No — — — — — — — — — — —
The former Yugoslav Republic of 
Macedonia Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes

Turkey Yes 48 30 65 Yes 16 Yes Yes Yes Yes Yes Yes
Turkmenistan No — — — — — — — — — — —
Ukraine Yes 2 50 2 50 2 50 2 Yes 2 10 2 Yes 2 Yes 2 No Yes 2 Yes 2 Yes 2

United Kingdom of Great Britain and 
Northern Ireland Yes 35 30 40 Yes 16 Yes Yes Yes Yes Yes Yes

Uzbekistan Yes 30 30 30 Yes 3 No Yes No Yes Yes No
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Eastern Mediterranean

Please refer to page 118 for country-specific notes.

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

. . .	 Data not reported/not available.

—	 Data not required/not applicable.

^	 Not mandated.

<	 Refers to a territory.

Table 2.1.5 
Characteristics* of health warning 
labels on cigarette packages in the 
Eastern Mediterranean

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Afghanistan No — — — — — — — — — — —
Bahrain Yes ^ ^ ^ No — Yes No No No Yes No
Djibouti Yes 50 50 50 Yes 16 Yes Yes Yes Yes Yes Yes
Egypt Yes 50 50 50 Yes 8 Yes Yes Yes Yes Yes Yes
Iran (Islamic Republic of) Yes 50 50 50 Yes 8 Yes Yes Yes Yes Yes Yes
Iraq Yes . . . . . . . . . No — No Yes No No Yes No
Jordan Yes 30 30 30 Yes 1 Yes Yes Yes No Yes Yes
Kuwait Yes ^ ^ ^ Yes 1 Yes Yes Yes No Yes No
Lebanon Yes 15 15 15 Yes 1 Yes Yes No No Yes No
Libyan Arab Jamahiriya Yes 25 50 0 Yes 1 Yes Yes No Yes Yes No
Morocco Yes ^ ^ ^ Yes 1 No No No No No No
Oman Yes ^ ^ ^ No — Yes No No No Yes No
Pakistan Yes 40 40 40 Yes 1 Yes Yes Yes Yes Yes Yes
Qatar Yes ^ 8 ^ 8 ^ 8 Yes 1 Yes Yes Yes No Yes No
Saudi Arabia Yes ^ ^ ^ Yes 1 No Yes No No Yes No
Somalia No — — — — — — — — — — —
Sudan Yes 15 30 0 Yes 1 No Yes No Yes Yes No
Syrian Arab Republic Yes 15 30 0 Yes 1 Yes Yes No No Yes No
Tunisia Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
United Arab Emirates Yes ^ ^ ^ No — Yes Yes No Yes No Yes
West Bank and Gaza Strip < Yes 10 20 0 No — Yes Yes No No No No
Yemen Yes 33 — — No — Yes Yes No No Yes No
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country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Afghanistan No — — — — — — — — — — —
Bahrain Yes ^ ^ ^ No — Yes No No No Yes No
Djibouti Yes 50 50 50 Yes 16 Yes Yes Yes Yes Yes Yes
Egypt Yes 50 50 50 Yes 8 Yes Yes Yes Yes Yes Yes
Iran (Islamic Republic of) Yes 50 50 50 Yes 8 Yes Yes Yes Yes Yes Yes
Iraq Yes . . . . . . . . . No — No Yes No No Yes No
Jordan Yes 30 30 30 Yes 1 Yes Yes Yes No Yes Yes
Kuwait Yes ^ ^ ^ Yes 1 Yes Yes Yes No Yes No
Lebanon Yes 15 15 15 Yes 1 Yes Yes No No Yes No
Libyan Arab Jamahiriya Yes 25 50 0 Yes 1 Yes Yes No Yes Yes No
Morocco Yes ^ ^ ^ Yes 1 No No No No No No
Oman Yes ^ ^ ^ No — Yes No No No Yes No
Pakistan Yes 40 40 40 Yes 1 Yes Yes Yes Yes Yes Yes
Qatar Yes ^ 8 ^ 8 ^ 8 Yes 1 Yes Yes Yes No Yes No
Saudi Arabia Yes ^ ^ ^ Yes 1 No Yes No No Yes No
Somalia No — — — — — — — — — — —
Sudan Yes 15 30 0 Yes 1 No Yes No Yes Yes No
Syrian Arab Republic Yes 15 30 0 Yes 1 Yes Yes No No Yes No
Tunisia Yes ^ ^ ^ Yes 1 Yes Yes No No Yes No
United Arab Emirates Yes ^ ^ ^ No — Yes Yes No Yes No Yes
West Bank and Gaza Strip < Yes 10 20 0 No — Yes Yes No No No No
Yemen Yes 33 — — No — Yes Yes No No Yes No
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Western Pacific

*	 Characteristics used to construct the categories for this report are 
described in Technical Note I.

2	� Policy adopted but not implemented by 31 December 2010.

. . .	 Data not reported/not available.

—	 Data not required/not applicable.

^	 Not mandated.

Table 2.1.6 
Characteristics* of health warning 
labels on cigarette packages in the 
Western Pacific

country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Australia Yes 60 30 90 Yes 14 Yes Yes Yes Yes Yes Yes
Brunei Darussalam Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Cambodia Yes 30 30 30 Yes 5 No Yes Yes No Yes No
China Yes 30 30 30 Yes 3 Yes Yes Yes Yes Yes No
Cook Islands Yes 50 50 50 Yes 14 Yes Yes Yes Yes Yes No
Fiji Yes 20 — — No — Yes No No No No No
Japan Yes 30 30 30 Yes 8 Yes Yes Yes Yes Yes No
Kiribati . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Lao People's Democratic Republic Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes No
Malaysia Yes 50 40 60 Yes 6 Yes Yes Yes Yes Yes Yes
Marshall Islands Yes ^ ^ ^ No — Yes Yes No No No No
Micronesia (Federated States of) No — — — — — — — — — — —
Mongolia Yes 33 33 33 Yes 6 Yes Yes Yes Yes Yes Yes
Nauru Yes 13 0 25 Yes 6 Yes Yes Yes Yes Yes No
New Zealand Yes 60 30 90 Yes 14 Yes Yes Yes Yes Yes Yes
Niue No — — — — — — — — — — —
Palau No — — — — — — — — — — —
Papua New Guinea Yes ^ ^ ^ . . . 3 Yes . . . . . . . . . . . . . . .
Philippines Yes 45 30 60 Yes 4 Yes Yes Yes Yes Yes No
Republic of Korea Yes 30 30 30 Yes 3 Yes Yes No Yes Yes No
Samoa Yes 30 30 30 No — Yes No No Yes No No
Singapore Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Solomon Islands Yes 2 30 2 — — No — Yes 2 Yes 2 No Yes 2 Yes 2 No
Tonga Yes 30 30 30 No — Yes No No Yes Yes No
Tuvalu Yes 30 30 30 Yes 6 Yes Yes Yes Yes No No
Vanuatu Yes 30 — — Yes 4 Yes Yes No Yes Yes No
Viet Nam Yes 30 30 30 Yes 2 Yes Yes No Yes Yes No

Notes TO Appendix II table 2.1

1	 Regulations will be issued shortly.
2	 The law was adopted in August 2010 and was scheduled to enter into 

force in February 2011. However, the law was amended in April 2011, 
mandating a size of 50% on the front and back of the package.

3 	 Regulations pending.
4	 Bhutan prohibits the sale of all tobacco products; tobacco products 

imported for personal consumption shall show the country of origin 
and appropriate health warnings as required by the Ministry of Health.

5	 All tobacco products sold in Andorra are imported from France or Spain 
and therefore follow the French or Spanish laws on health warnings.

6	 The two subnational jurisdictions of the country, Federation of Bosnia 
and Herzegovina and Republika Srpska, adopted separate tobacco 
control legislation with several differences, so no national legislation is 
reported.

7	 All tobacco products sold in Monaco are imported from France and 
therefore follow the French law on health warnings.

8	 At least 25% of the surface occupied by the trademark is mandated 
for the health warning; in practice the size of the warning is less than 
30% of the package.
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country HEALTH 
WARNING 

labels 
MANDATED

PERCENTAGE OF PRINCIPAL DISPLAY 
AREA MANDATED TO BE COVERED BY 

HEALTH WARNINGS

SPECIFIC HEALTH WARNING labels ON PACKAGES

AVERAGE 
OF FRONT 
AND BACK

%

front
%

back 
%

DOES THE LAW 
MANDATE SPECIFIC 
HEALTH WARNINGS 

ON PACKAGES?

HOW MANY 
HEALTH WARNINGS 
ARE APPROVED BY 

THE LAW?

DO HEALTH 
WARNINGS APPEAR 
ON EACH PACKAGE 
AND ANY OUTSIDE 
PACKAGING AND 
LABELLING USED 
IN RETAIL SALE?

DO HEALTH 
WARNINGS 

DESCRIBE THE 
HARMFUL EFFECTS 
OF TOBACCO USE 

ON HEALTH?

DOES THE LAW 
MANDATE FONT 

STYLE, FONT SIZE 
AND COLOUR 

OF HEALTH 
WARNINGS?

ARE THE HEALTH 
WARNINGS 
ROTATING?

ARE THE HEALTH 
WARNINGS 
WRITTEN IN 

THE PRINCIPAL 
LANGUAGE(S) OF 
THE COUNTRY?

DO THE HEALTH 
WARNINGS 
INCLUDE A 

PHOTOGRAPH OR 
GRAPHIC?

Australia Yes 60 30 90 Yes 14 Yes Yes Yes Yes Yes Yes
Brunei Darussalam Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Cambodia Yes 30 30 30 Yes 5 No Yes Yes No Yes No
China Yes 30 30 30 Yes 3 Yes Yes Yes Yes Yes No
Cook Islands Yes 50 50 50 Yes 14 Yes Yes Yes Yes Yes No
Fiji Yes 20 — — No — Yes No No No No No
Japan Yes 30 30 30 Yes 8 Yes Yes Yes Yes Yes No
Kiribati . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Lao People's Democratic Republic Yes 30 30 30 Yes 6 Yes Yes Yes Yes Yes No
Malaysia Yes 50 40 60 Yes 6 Yes Yes Yes Yes Yes Yes
Marshall Islands Yes ^ ^ ^ No — Yes Yes No No No No
Micronesia (Federated States of) No — — — — — — — — — — —
Mongolia Yes 33 33 33 Yes 6 Yes Yes Yes Yes Yes Yes
Nauru Yes 13 0 25 Yes 6 Yes Yes Yes Yes Yes No
New Zealand Yes 60 30 90 Yes 14 Yes Yes Yes Yes Yes Yes
Niue No — — — — — — — — — — —
Palau No — — — — — — — — — — —
Papua New Guinea Yes ^ ^ ^ . . . 3 Yes . . . . . . . . . . . . . . .
Philippines Yes 45 30 60 Yes 4 Yes Yes Yes Yes Yes No
Republic of Korea Yes 30 30 30 Yes 3 Yes Yes No Yes Yes No
Samoa Yes 30 30 30 No — Yes No No Yes No No
Singapore Yes 50 50 50 Yes 6 Yes Yes Yes Yes Yes Yes
Solomon Islands Yes 2 30 2 — — No — Yes 2 Yes 2 No Yes 2 Yes 2 No
Tonga Yes 30 30 30 No — Yes No No Yes Yes No
Tuvalu Yes 30 30 30 Yes 6 Yes Yes Yes Yes No No
Vanuatu Yes 30 — — Yes 4 Yes Yes No Yes Yes No
Viet Nam Yes 30 30 30 Yes 2 Yes Yes No Yes Yes No
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Africa

Please refer to page 130 for country-specific notes.

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

. . .	 Data not reported/not available.

Table 2.2.1 
Additional characteristics of health 
warning labels on cigarette packages 
in Africa

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Algeria No No Yes No No No No No No No No
Angola No No No No No . . . . . . . . . . . . . . . . . .
Benin No No Yes No Yes No No No No No No
Botswana No No No No No No No No No No No
Burkina Faso 1 No No Yes No Yes No No No No No No
Burundi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cameroon No No Yes No Yes No No No No No No
Cape Verde No No Yes No Yes No No No No No No
Central African Republic No No No No No No No No No No No
Chad No No Yes No Yes No No No No No No
Comoros No No No No No . . . . . . . . . . . . . . . . . .
Congo No No No No No . . . . . . . . . . . . . . . . . .
Côte d'Ivoire No No Yes Yes Yes No No No No No No
Democratic Republic of the Congo No No Yes No Yes No No No No No No
Equatorial Guinea No No No No No . . . . . . . . . . . . . . . . . .
Eritrea No Yes Yes No Yes Yes Yes No No No No
Ethiopia No No No No No No No No No No No
Gabon No No No No No No No No Yes No No
Gambia No No No No No No No No No No No
Ghana No No Yes No No No No No No No No
Guinea No No Yes No Yes No No No No No No
Guinea-Bissau . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kenya No No Yes No Yes Yes Yes No No No No
Lesotho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Liberia No No No No No No No No No No No
Madagascar No No Yes No No No No No No No No
Malawi No No No No No No No No No No No
Mali No No No No Yes Yes Yes No Yes No No
Mauritania No No No No No No No No No No No
Mauritius No No Yes Yes Yes Yes No No Yes No No
Mozambique No No Yes No No Yes Yes No No No No
Namibia No No Yes No Yes No No No No No No
Niger No No Yes No Yes Yes Yes No No No No
Nigeria No No Yes No Yes No No No No No No
Rwanda No No No No No No No No No No No
Sao Tome and Principe No No No No No No No No No No No
Senegal No No No No Yes No No No No No No
Seychelles No No Yes No Yes Yes Yes No No No No
Sierra Leone No No No No No . . . . . . . . . . . . . . . . . .
South Africa Yes Yes Yes Yes Yes Yes Yes No No Yes No
Swaziland No No Yes No Yes Yes No No No No No
Togo No No No No No . . . . . . . . . . . . . . . . . .
Uganda No No No No No No No No No No No
United Republic of Tanzania No No Yes No Yes Yes No No No No No
Zambia No No Yes No No No No No No No No
Zimbabwe Yes No Yes No Yes No No No No No No
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Algeria No No Yes No No No No No No No No
Angola No No No No No . . . . . . . . . . . . . . . . . .
Benin No No Yes No Yes No No No No No No
Botswana No No No No No No No No No No No
Burkina Faso 1 No No Yes No Yes No No No No No No
Burundi . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Cameroon No No Yes No Yes No No No No No No
Cape Verde No No Yes No Yes No No No No No No
Central African Republic No No No No No No No No No No No
Chad No No Yes No Yes No No No No No No
Comoros No No No No No . . . . . . . . . . . . . . . . . .
Congo No No No No No . . . . . . . . . . . . . . . . . .
Côte d'Ivoire No No Yes Yes Yes No No No No No No
Democratic Republic of the Congo No No Yes No Yes No No No No No No
Equatorial Guinea No No No No No . . . . . . . . . . . . . . . . . .
Eritrea No Yes Yes No Yes Yes Yes No No No No
Ethiopia No No No No No No No No No No No
Gabon No No No No No No No No Yes No No
Gambia No No No No No No No No No No No
Ghana No No Yes No No No No No No No No
Guinea No No Yes No Yes No No No No No No
Guinea-Bissau . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kenya No No Yes No Yes Yes Yes No No No No
Lesotho . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Liberia No No No No No No No No No No No
Madagascar No No Yes No No No No No No No No
Malawi No No No No No No No No No No No
Mali No No No No Yes Yes Yes No Yes No No
Mauritania No No No No No No No No No No No
Mauritius No No Yes Yes Yes Yes No No Yes No No
Mozambique No No Yes No No Yes Yes No No No No
Namibia No No Yes No Yes No No No No No No
Niger No No Yes No Yes Yes Yes No No No No
Nigeria No No Yes No Yes No No No No No No
Rwanda No No No No No No No No No No No
Sao Tome and Principe No No No No No No No No No No No
Senegal No No No No Yes No No No No No No
Seychelles No No Yes No Yes Yes Yes No No No No
Sierra Leone No No No No No . . . . . . . . . . . . . . . . . .
South Africa Yes Yes Yes Yes Yes Yes Yes No No Yes No
Swaziland No No Yes No Yes Yes No No No No No
Togo No No No No No . . . . . . . . . . . . . . . . . .
Uganda No No No No No No No No No No No
United Republic of Tanzania No No Yes No Yes Yes No No No No No
Zambia No No Yes No No No No No No No No
Zimbabwe Yes No Yes No Yes No No No No No No
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The Americas

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

2	� Policy adopted but not implemented by 31 December 2010.

Table 2.2.2 
Additional characteristics of health 
warning labels on cigarette packages 
in the Americas

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Antigua and Barbuda No No No No No No No No No No No
Argentina No No No No Yes No No No No No No
Bahamas No No Yes No Yes No No No No No No
Barbados No No No No No No No No No No No
Belize No No No No No No No No No No No
Bolivia (Plurinational State of) No No Yes No Yes Yes No No Yes No No
Brazil Yes No Yes Yes Yes Yes No No No Yes No
Canada Yes Yes Yes Yes Yes Yes No Yes No No No
Chile No No Yes No Yes Yes No No Yes No No
Colombia No No Yes Yes Yes Yes Yes No Yes No No
Costa Rica No No No No Yes No No No No No No
Cuba No No No Yes Yes Yes Yes No No No No
Dominica No No No No No No No No No No No
Dominican Republic No No No Yes No No No No No No No
Ecuador No No No No Yes No No No No No No
El Salvador No No No No No No No No No No No
Grenada No No No No No No No No No No No
Guatemala No No Yes No Yes No No No No No No
Guyana No No No No No No No No No No No
Haiti No No No No No No No No No No No
Honduras No Yes 2 Yes 2 No Yes 2 Yes 2 No No No No No
Jamaica No No No No No Yes No No No No No
Mexico Yes No Yes Yes Yes Yes Yes No No Yes No
Nicaragua No No No Yes 2 Yes 2 Yes 2 No No No No No
Panama No Yes Yes Yes Yes Yes Yes Yes Yes No No
Paraguay No No No No Yes No No No No No No
Peru No No No No Yes Yes No No No No No
Saint Kitts and Nevis No No No No No No No No No No No
Saint Lucia No No No No No No No No No No No
Saint Vincent and the Grenadines No No No No No No No No No No No
Suriname No No No No No No No No No No No
Trinidad and Tobago No No Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 No No No No
United States of America Yes 2 No Yes No Yes Yes 2 No No No No No
Uruguay No No Yes Yes Yes Yes Yes No Yes No No
Venezuela (Bolivarian Republic of) Yes No Yes No Yes Yes No No Yes No No
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Antigua and Barbuda No No No No No No No No No No No
Argentina No No No No Yes No No No No No No
Bahamas No No Yes No Yes No No No No No No
Barbados No No No No No No No No No No No
Belize No No No No No No No No No No No
Bolivia (Plurinational State of) No No Yes No Yes Yes No No Yes No No
Brazil Yes No Yes Yes Yes Yes No No No Yes No
Canada Yes Yes Yes Yes Yes Yes No Yes No No No
Chile No No Yes No Yes Yes No No Yes No No
Colombia No No Yes Yes Yes Yes Yes No Yes No No
Costa Rica No No No No Yes No No No No No No
Cuba No No No Yes Yes Yes Yes No No No No
Dominica No No No No No No No No No No No
Dominican Republic No No No Yes No No No No No No No
Ecuador No No No No Yes No No No No No No
El Salvador No No No No No No No No No No No
Grenada No No No No No No No No No No No
Guatemala No No Yes No Yes No No No No No No
Guyana No No No No No No No No No No No
Haiti No No No No No No No No No No No
Honduras No Yes 2 Yes 2 No Yes 2 Yes 2 No No No No No
Jamaica No No No No No Yes No No No No No
Mexico Yes No Yes Yes Yes Yes Yes No No Yes No
Nicaragua No No No Yes 2 Yes 2 Yes 2 No No No No No
Panama No Yes Yes Yes Yes Yes Yes Yes Yes No No
Paraguay No No No No Yes No No No No No No
Peru No No No No Yes Yes No No No No No
Saint Kitts and Nevis No No No No No No No No No No No
Saint Lucia No No No No No No No No No No No
Saint Vincent and the Grenadines No No No No No No No No No No No
Suriname No No No No No No No No No No No
Trinidad and Tobago No No Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 No No No No
United States of America Yes 2 No Yes No Yes Yes 2 No No No No No
Uruguay No No Yes Yes Yes Yes Yes No Yes No No
Venezuela (Bolivarian Republic of) Yes No Yes No Yes Yes No No Yes No No
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South-East Asia

Please refer to page 130 for country-specific notes.

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

2	� Policy adopted but not implemented by 31 December 2010.

Table 2.2.3 
Additional characteristics of health 
warning labels on cigarette packages 
in South-East Asia

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Bangladesh Yes No Yes Yes Yes No No No No No No
Bhutan 2 No No No No No Yes No No No No No
Democratic People's Republic of Korea No No Yes No Yes No No No No No No
India Yes No Yes Yes Yes Yes Yes No No No No
Indonesia No No No No Yes No No No No No No
Maldives No Yes 2 Yes 2 No Yes 2 Yes 2 Yes 2 No No No No
Myanmar No No No No Yes No No No No No No
Nepal No No No Yes No No Yes No No No No
Sri Lanka No No Yes Yes Yes No No No Yes No No
Thailand Yes No No Yes Yes Yes No No No Yes No
Timor-Leste No No Yes No Yes No No No No No No
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Bangladesh Yes No Yes Yes Yes No No No No No No
Bhutan 2 No No No No No Yes No No No No No
Democratic People's Republic of Korea No No Yes No Yes No No No No No No
India Yes No Yes Yes Yes Yes Yes No No No No
Indonesia No No No No Yes No No No No No No
Maldives No Yes 2 Yes 2 No Yes 2 Yes 2 Yes 2 No No No No
Myanmar No No No No Yes No No No No No No
Nepal No No No Yes No No Yes No No No No
Sri Lanka No No Yes Yes Yes No No No Yes No No
Thailand Yes No No Yes Yes Yes No No No Yes No
Timor-Leste No No Yes No Yes No No No No No No
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Europe

Please refer to page 130 for country-specific notes.

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

. . .	 Data not reported/not available.

2	� Policy adopted but not implemented by 31 December 2010.

Table 2.2.4 
Additional characteristics of health 
warning labels on cigarette packages 
in Europe

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Albania No No No Yes Yes Yes Yes No No No No
Andorra 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Armenia No No Yes Yes No Yes No No No No No
Austria No No Yes Yes Yes Yes Yes No No No No
Azerbaijan No No No Yes No No No No No No No
Belarus No No Yes Yes Yes Yes No No No No No
Belgium No No Yes Yes Yes Yes Yes No No Yes No
Bosnia and Herzegovina 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bulgaria No No Yes Yes Yes Yes Yes No No No No
Croatia No No . . . Yes Yes Yes Yes No No No No
Cyprus No No Yes Yes Yes Yes Yes No No No No
Czech Republic No No Yes Yes Yes Yes Yes No No No No
Denmark No No Yes Yes Yes Yes Yes No No No 5 No
Estonia No No Yes Yes No Yes Yes No No No No
Finland No No Yes Yes Yes Yes Yes No No No No
France No No Yes Yes Yes Yes Yes No No Yes No
Georgia No No Yes Yes Yes Yes Yes No No Yes No
Germany No No Yes Yes Yes Yes Yes No No No No
Greece No No Yes Yes Yes Yes No No No No No
Hungary No No Yes Yes Yes Yes Yes No No No No
Iceland No No Yes Yes Yes Yes Yes No No No No
Ireland No No Yes Yes Yes Yes Yes No No No No
Israel No No Yes No Yes Yes Yes No No No No
Italy Yes No Yes Yes Yes Yes Yes No No No No
Kazakhstan No No No No No Yes No No No No No
Kyrgyzstan No No No Yes Yes Yes No No No Yes No
Latvia No No No Yes Yes Yes Yes No No No No
Lithuania No No Yes Yes Yes Yes Yes No No No No
Luxembourg No No Yes Yes Yes Yes Yes No No No No
Malta No No Yes Yes Yes Yes Yes No No No No
Monaco 6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro No No Yes Yes Yes Yes No No No No No
Netherlands No No Yes Yes No Yes Yes No No No No
Norway No No Yes Yes Yes Yes Yes No No Yes No
Poland No No Yes Yes Yes Yes Yes No No No No
Portugal Yes No Yes Yes Yes Yes Yes No No No No
Republic of Moldova No No Yes No No Yes Yes No No No No
Romania No No Yes Yes Yes Yes Yes No No No No
Russian Federation No No Yes No Yes No No No No No No
San Marino No No No No No . . . . . . . . . . . . . . . . . .
Serbia No No Yes No Yes Yes No No No No No
Slovakia No No Yes Yes Yes Yes Yes No No No No
Slovenia No No No Yes Yes Yes Yes No No Yes No
Spain No No Yes Yes Yes Yes Yes No No No No
Sweden No No No Yes Yes Yes Yes No No No No
Switzerland No No Yes No Yes Yes Yes No No Yes No
Tajikistan No No No No No . . . . . . . . . . . . . . . . . .
The former Yugoslav Republic of 
Macedonia No No Yes Yes No Yes Yes No No No No

Turkey No No Yes Yes Yes Yes Yes No No No No
Turkmenistan No No No No No . . . . . . . . . . . . . . . . . .
Ukraine No No Yes Yes 2 Yes Yes Yes No No No No
United Kingdom of Great Britain and 
Northern Ireland No No Yes Yes Yes Yes Yes No No No No

Uzbekistan No No Yes No No No No No No No No
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Albania No No No Yes Yes Yes Yes No No No No
Andorra 3 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Armenia No No Yes Yes No Yes No No No No No
Austria No No Yes Yes Yes Yes Yes No No No No
Azerbaijan No No No Yes No No No No No No No
Belarus No No Yes Yes Yes Yes No No No No No
Belgium No No Yes Yes Yes Yes Yes No No Yes No
Bosnia and Herzegovina 4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Bulgaria No No Yes Yes Yes Yes Yes No No No No
Croatia No No . . . Yes Yes Yes Yes No No No No
Cyprus No No Yes Yes Yes Yes Yes No No No No
Czech Republic No No Yes Yes Yes Yes Yes No No No No
Denmark No No Yes Yes Yes Yes Yes No No No 5 No
Estonia No No Yes Yes No Yes Yes No No No No
Finland No No Yes Yes Yes Yes Yes No No No No
France No No Yes Yes Yes Yes Yes No No Yes No
Georgia No No Yes Yes Yes Yes Yes No No Yes No
Germany No No Yes Yes Yes Yes Yes No No No No
Greece No No Yes Yes Yes Yes No No No No No
Hungary No No Yes Yes Yes Yes Yes No No No No
Iceland No No Yes Yes Yes Yes Yes No No No No
Ireland No No Yes Yes Yes Yes Yes No No No No
Israel No No Yes No Yes Yes Yes No No No No
Italy Yes No Yes Yes Yes Yes Yes No No No No
Kazakhstan No No No No No Yes No No No No No
Kyrgyzstan No No No Yes Yes Yes No No No Yes No
Latvia No No No Yes Yes Yes Yes No No No No
Lithuania No No Yes Yes Yes Yes Yes No No No No
Luxembourg No No Yes Yes Yes Yes Yes No No No No
Malta No No Yes Yes Yes Yes Yes No No No No
Monaco 6 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro No No Yes Yes Yes Yes No No No No No
Netherlands No No Yes Yes No Yes Yes No No No No
Norway No No Yes Yes Yes Yes Yes No No Yes No
Poland No No Yes Yes Yes Yes Yes No No No No
Portugal Yes No Yes Yes Yes Yes Yes No No No No
Republic of Moldova No No Yes No No Yes Yes No No No No
Romania No No Yes Yes Yes Yes Yes No No No No
Russian Federation No No Yes No Yes No No No No No No
San Marino No No No No No . . . . . . . . . . . . . . . . . .
Serbia No No Yes No Yes Yes No No No No No
Slovakia No No Yes Yes Yes Yes Yes No No No No
Slovenia No No No Yes Yes Yes Yes No No Yes No
Spain No No Yes Yes Yes Yes Yes No No No No
Sweden No No No Yes Yes Yes Yes No No No No
Switzerland No No Yes No Yes Yes Yes No No Yes No
Tajikistan No No No No No . . . . . . . . . . . . . . . . . .
The former Yugoslav Republic of 
Macedonia No No Yes Yes No Yes Yes No No No No

Turkey No No Yes Yes Yes Yes Yes No No No No
Turkmenistan No No No No No . . . . . . . . . . . . . . . . . .
Ukraine No No Yes Yes 2 Yes Yes Yes No No No No
United Kingdom of Great Britain and 
Northern Ireland No No Yes Yes Yes Yes Yes No No No No

Uzbekistan No No Yes No No No No No No No No
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Eastern Mediterranean

Please refer to page 130 for country-specific notes.

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

<	 Refers to a territory.

Table 2.2.5 
Additional characteristics of health 
warning labels on cigarette packages 
in the Eastern Mediterranean

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Afghanistan No No No No No No No No No No No
Bahrain No No No No No No No No No No No
Djibouti Yes Yes Yes Yes Yes Yes Yes No No No No
Egypt No No Yes No Yes Yes No No No No No
Iran (Islamic Republic of) Yes No No No No Yes No No No No No
Iraq No No Yes No No No No No No No No
Jordan No No Yes No Yes No No No No No No
Kuwait No No Yes Yes No No No No No No No
Lebanon No No Yes No Yes No No No No No No
Libyan Arab Jamahiriya No No Yes No No No No No No No No
Morocco No No No No Yes No No No No No No
Oman No No No No Yes No No No No No No
Pakistan Yes No Yes No Yes No No No No No No
Qatar No No Yes No Yes No No No No No No
Saudi Arabia No No No No No No No No No No No
Somalia No No No No No No No No No No No
Sudan No No Yes No Yes No No No No No No
Syrian Arab Republic No No Yes No Yes No No No No No No
Tunisia No No No No Yes No No No No No No
United Arab Emirates No No No No Yes No No No No No No
West Bank and Gaza Strip < No No Yes No Yes No No No No No No
Yemen No No Yes No Yes No No No No No No
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Afghanistan No No No No No No No No No No No
Bahrain No No No No No No No No No No No
Djibouti Yes Yes Yes Yes Yes Yes Yes No No No No
Egypt No No Yes No Yes Yes No No No No No
Iran (Islamic Republic of) Yes No No No No Yes No No No No No
Iraq No No Yes No No No No No No No No
Jordan No No Yes No Yes No No No No No No
Kuwait No No Yes Yes No No No No No No No
Lebanon No No Yes No Yes No No No No No No
Libyan Arab Jamahiriya No No Yes No No No No No No No No
Morocco No No No No Yes No No No No No No
Oman No No No No Yes No No No No No No
Pakistan Yes No Yes No Yes No No No No No No
Qatar No No Yes No Yes No No No No No No
Saudi Arabia No No No No No No No No No No No
Somalia No No No No No No No No No No No
Sudan No No Yes No Yes No No No No No No
Syrian Arab Republic No No Yes No Yes No No No No No No
Tunisia No No No No Yes No No No No No No
United Arab Emirates No No No No Yes No No No No No No
West Bank and Gaza Strip < No No Yes No Yes No No No No No No
Yemen No No Yes No Yes No No No No No No
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Western Pacific

*	 Terms including, but not limited to, “low tar”, “light”, “ultra light” or 
“mild”, in any language.

2	� Policy adopted but not implemented by 31 December 2010.

. . .	 Data not reported/not available.

Table 2.2.6 
Additional characteristics of health 
warning labels on cigarette packages 
in the Western Pacific

country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Australia Yes No No Yes Yes Yes Yes Yes Yes Yes No
Brunei Darussalam Yes No Yes Yes Yes No No No Yes No No
Cambodia No No No No No No No No No No No
China No No Yes No Yes Yes No No No No No
Cook Islands Yes No Yes Yes Yes Yes Yes No No No No
Fiji No No No No No No No No No No No
Japan No No Yes Yes Yes No No No No No 7 No
Kiribati . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Lao People's Democratic Republic Yes No Yes No Yes Yes No No No No No
Malaysia Yes No Yes Yes Yes Yes Yes No No Yes No
Marshall Islands No Yes Yes No Yes No No No No No No
Micronesia (Federated States of) No No No No No No No No No No No
Mongolia No No Yes No Yes Yes Yes No No No No
Nauru No No Yes Yes No No No No No No No
New Zealand Yes No Yes Yes Yes No No No No Yes No
Niue No No No No No No No No No No No
Palau No No No No No No No No No No No
Papua New Guinea . . . No Yes . . . Yes . . . . . . . . . No . . . . . .
Philippines Yes No Yes Yes Yes Yes Yes No No No No
Republic of Korea No No Yes No Yes No No No No No No
Samoa No Yes Yes No Yes Yes Yes No No No No
Singapore Yes No No Yes Yes Yes Yes No No Yes No
Solomon Islands No No Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 No No No No
Tonga No No Yes No Yes No No No No No No
Tuvalu No Yes Yes Yes Yes Yes No No No No No
Vanuatu No No Yes No Yes Yes No No No No No
Viet Nam No No No No Yes No No No No No No

Notes TO Appendix II table 2.2

1	 Regulations will be issued shortly.
2	 Bhutan prohibits the sale of all tobacco products; tobacco products 

imported for personal consumption shall show the country of origin 
and appropriate health warnings as required by the Ministry of Health.

3	 All tobacco products sold in Andorra are imported from France or Spain 
and therefore follow the French or Spanish laws on health warnings.

4	 The two subnational jurisdictions of the country, Federation of Bosnia 
and Herzegovina and Republika Srpska, adopted separate tobacco 
control legislation with several differences, so no national legislation is 
reported.

5	 In Denmark, the quit line number appears on one of the 16 rotating 
health warnings.

6	 All tobacco products sold in Monaco are imported from France and 
therefore follow the French law on health warnings.

7	 It is mandatory that a website address appears on the package 
providing information about smoking cessation.
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country OTHER REQUIREMENTS FOR HEALTH  
WARNING labels ON PACKAGES

OTHER REQUIREMENTS FOR HEALTH 
WARNING labels ON PACKAGES

OTHER RESTRICTIONS REGARDING PACKAGING

WARNING 
MUST BE 
PLACED AT 
THE TOP OF 
THE PRINCIPaL 
DISPLAY AREA

WARNINGS 
MUST NOT 
REMOVE OR 
DIMINISH THE 
LIABILITY OF 
THE TOBACCO 
INDUSTRY

LAW APPLIES 
TO PRODUCTS 
WHETHER 
MANUFACTURED 
DOMESTICALLY, 
IMPORTED, or 
FOR DUTY-FREE 
SALE

WARNINGS 
MUST NOT be 
OBSCURED IN ANY 
WAY, INCLUDING 
BY REQUIRED 
MARKINGS SUCH 
AS TAX STAMPS

LAW REQUIRES OR 
ESTABLISHES FINES 
FOR VIOLATIONS 
of THE HEALTH 
WARNINGS LAW

BAN ON DECEITFUL 
TERMS*

BAN ON USE OF 
FIGURATIVE OR 
OTHER SIGNS, 
INCLUDING 
COLOURS OR 
NUMBERS

BAN ON 
PACKAGING AND 
LABELLING USING 
DESCRIPTORS 
DEPICTING 
FLAVOURS

BAN ON DISPLAY 
OF QUANTITATIVE 
INFORMATION 
ON EMISSION 
YIELDS (SUCH AS 
TAR, NICOTINE 
AND CARBON 
MONOXIDE)

QUIT LINE NUMBER 
REQUIRED TO 
APPEAR ON ALL 
PACKAGING OR 
LABELLING

DOES THE LAW 
MANDATE PLAIN 
PACKAGING?

Australia Yes No No Yes Yes Yes Yes Yes Yes Yes No
Brunei Darussalam Yes No Yes Yes Yes No No No Yes No No
Cambodia No No No No No No No No No No No
China No No Yes No Yes Yes No No No No No
Cook Islands Yes No Yes Yes Yes Yes Yes No No No No
Fiji No No No No No No No No No No No
Japan No No Yes Yes Yes No No No No No 7 No
Kiribati . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Lao People's Democratic Republic Yes No Yes No Yes Yes No No No No No
Malaysia Yes No Yes Yes Yes Yes Yes No No Yes No
Marshall Islands No Yes Yes No Yes No No No No No No
Micronesia (Federated States of) No No No No No No No No No No No
Mongolia No No Yes No Yes Yes Yes No No No No
Nauru No No Yes Yes No No No No No No No
New Zealand Yes No Yes Yes Yes No No No No Yes No
Niue No No No No No No No No No No No
Palau No No No No No No No No No No No
Papua New Guinea . . . No Yes . . . Yes . . . . . . . . . No . . . . . .
Philippines Yes No Yes Yes Yes Yes Yes No No No No
Republic of Korea No No Yes No Yes No No No No No No
Samoa No Yes Yes No Yes Yes Yes No No No No
Singapore Yes No No Yes Yes Yes Yes No No Yes No
Solomon Islands No No Yes 2 Yes 2 Yes 2 Yes 2 Yes 2 No No No No
Tonga No No Yes No Yes No No No No No No
Tuvalu No Yes Yes Yes Yes Yes No No No No No
Vanuatu No No Yes No Yes Yes No No No No No
Viet Nam No No No No Yes No No No No No No
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Africa

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

Table 2.3.1 
Anti-tobacco mass media campaigns 
in Africa

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Algeria No — — — — — — —
Angola No — — — — — — —
Benin No — — — — — — —
Botswana Yes Yes No Yes Yes Yes No No
Burkina Faso No — — — — — — —
Burundi No — — — — — — —
Cameroon No — — — — — — —
Cape Verde No — — — — — — —
Central African Republic No — — — — — — —
Chad No — — — — — — —
Comoros No — — — — — — —
Congo No — — — — — — —
Côte d'Ivoire Yes Yes No No Yes Yes No No
Democratic Republic of the Congo . . . . . . . . . . . . . . . . . . . . . . . .
Equatorial Guinea No — — — — — — —
Eritrea Yes Yes No Yes Yes Yes Yes No
Ethiopia No — — — — — — —
Gabon . . . . . . . . . . . . . . . . . . . . . . . .
Gambia No — — — — — — —
Ghana No — — — — — — —
Guinea Yes Yes No Yes Yes Yes No No
Guinea-Bissau No — — — — — — —
Kenya No — — — — — — —
Lesotho No — — — — — — —
Liberia No — — — — — — —
Madagascar Yes Yes Yes Yes Yes Yes Yes No
Malawi No — — — — — — —
Mali No — — — — — — —
Mauritania . . . . . . . . . . . . . . . . . . . . . . . .
Mauritius No — — — — — — —
Mozambique No — — — — — — —
Namibia No — — — — — — —
Niger Yes Yes Yes Yes Yes Yes Yes Yes
Nigeria No — — — — — — —
Rwanda Yes Yes No Yes Yes Yes Yes Yes
Sao Tome and Principe No — — — — — — —
Senegal No — — — — — — —
Seychelles Yes Yes No No Yes Yes Yes No
Sierra Leone No — — — — — — —
South Africa No — — — — — — —
Swaziland No — — — — — — —
Togo Yes Yes No Yes Yes Yes Yes Yes
Uganda No — — — — — — —
United Republic of Tanzania No — — — — — — —
Zambia Yes Yes Yes Yes Yes Yes Yes No
Zimbabwe No — — — — — — —
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Algeria No — — — — — — —
Angola No — — — — — — —
Benin No — — — — — — —
Botswana Yes Yes No Yes Yes Yes No No
Burkina Faso No — — — — — — —
Burundi No — — — — — — —
Cameroon No — — — — — — —
Cape Verde No — — — — — — —
Central African Republic No — — — — — — —
Chad No — — — — — — —
Comoros No — — — — — — —
Congo No — — — — — — —
Côte d'Ivoire Yes Yes No No Yes Yes No No
Democratic Republic of the Congo . . . . . . . . . . . . . . . . . . . . . . . .
Equatorial Guinea No — — — — — — —
Eritrea Yes Yes No Yes Yes Yes Yes No
Ethiopia No — — — — — — —
Gabon . . . . . . . . . . . . . . . . . . . . . . . .
Gambia No — — — — — — —
Ghana No — — — — — — —
Guinea Yes Yes No Yes Yes Yes No No
Guinea-Bissau No — — — — — — —
Kenya No — — — — — — —
Lesotho No — — — — — — —
Liberia No — — — — — — —
Madagascar Yes Yes Yes Yes Yes Yes Yes No
Malawi No — — — — — — —
Mali No — — — — — — —
Mauritania . . . . . . . . . . . . . . . . . . . . . . . .
Mauritius No — — — — — — —
Mozambique No — — — — — — —
Namibia No — — — — — — —
Niger Yes Yes Yes Yes Yes Yes Yes Yes
Nigeria No — — — — — — —
Rwanda Yes Yes No Yes Yes Yes Yes Yes
Sao Tome and Principe No — — — — — — —
Senegal No — — — — — — —
Seychelles Yes Yes No No Yes Yes Yes No
Sierra Leone No — — — — — — —
South Africa No — — — — — — —
Swaziland No — — — — — — —
Togo Yes Yes No Yes Yes Yes Yes Yes
Uganda No — — — — — — —
United Republic of Tanzania No — — — — — — —
Zambia Yes Yes Yes Yes Yes Yes Yes No
Zimbabwe No — — — — — — —
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The Americas

Please refer to page 142 for country-specific notes.

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

Table 2.3.2 
Anti-tobacco mass media campaigns 
in the Americas

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Antigua and Barbuda . . . . . . . . . . . . . . . . . . . . . . . .
Argentina Yes Yes No Yes Yes Yes Yes No
Bahamas No — — — — — — —
Barbados Yes Yes Yes Yes Yes Yes Yes No
Belize No — — — — — — —
Bolivia (Plurinational State of) No — — — — — — —
Brazil Yes Yes No No Yes Yes Yes No
Canada 1 No — — — — — — —
Chile No — — — — — — —
Colombia Yes No Yes Yes Yes Yes Yes Yes
Costa Rica No — — — — — — —
Cuba Yes Yes Yes Yes Yes Yes Yes Yes
Dominica . . . . . . . . . . . . . . . . . . . . . . . .
Dominican Republic No — — — — — — —
Ecuador 2 No — — — — — — —
El Salvador Yes No No Yes Yes Yes Yes Yes
Grenada No — — — — — — —
Guatemala No — — — — — — —
Guyana No — — — — — — —
Haiti . . . . . . . . . . . . . . . . . . . . . . . .
Honduras Yes No No Yes Yes Yes Yes No
Jamaica No — — — — — — —
Mexico No — — — — — — —
Nicaragua No — — — — — — —
Panama No — — — — — — —
Paraguay No — — — — — — —
Peru No — — — — — — —
Saint Kitts and Nevis No — — — — — — —
Saint Lucia No — — — — — — —
Saint Vincent and the Grenadines . . . . . . . . . . . . . . . . . . . . . . . .
Suriname No — — — — — — —
Trinidad and Tobago . . . . . . . . . . . . . . . . . . . . . . . .
United States of America No — — — — — — —
Uruguay Yes Yes No Yes Yes Yes Yes No
Venezuela (Bolivarian Republic of) Yes Yes No Yes Yes Yes Yes Yes
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Antigua and Barbuda . . . . . . . . . . . . . . . . . . . . . . . .
Argentina Yes Yes No Yes Yes Yes Yes No
Bahamas No — — — — — — —
Barbados Yes Yes Yes Yes Yes Yes Yes No
Belize No — — — — — — —
Bolivia (Plurinational State of) No — — — — — — —
Brazil Yes Yes No No Yes Yes Yes No
Canada 1 No — — — — — — —
Chile No — — — — — — —
Colombia Yes No Yes Yes Yes Yes Yes Yes
Costa Rica No — — — — — — —
Cuba Yes Yes Yes Yes Yes Yes Yes Yes
Dominica . . . . . . . . . . . . . . . . . . . . . . . .
Dominican Republic No — — — — — — —
Ecuador 2 No — — — — — — —
El Salvador Yes No No Yes Yes Yes Yes Yes
Grenada No — — — — — — —
Guatemala No — — — — — — —
Guyana No — — — — — — —
Haiti . . . . . . . . . . . . . . . . . . . . . . . .
Honduras Yes No No Yes Yes Yes Yes No
Jamaica No — — — — — — —
Mexico No — — — — — — —
Nicaragua No — — — — — — —
Panama No — — — — — — —
Paraguay No — — — — — — —
Peru No — — — — — — —
Saint Kitts and Nevis No — — — — — — —
Saint Lucia No — — — — — — —
Saint Vincent and the Grenadines . . . . . . . . . . . . . . . . . . . . . . . .
Suriname No — — — — — — —
Trinidad and Tobago . . . . . . . . . . . . . . . . . . . . . . . .
United States of America No — — — — — — —
Uruguay Yes Yes No Yes Yes Yes Yes No
Venezuela (Bolivarian Republic of) Yes Yes No Yes Yes Yes Yes Yes
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South-East Asia

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

Table 2.3.3 
Anti-tobacco mass media campaigns 
in South-East Asia

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Bangladesh No — — — — — — —
Bhutan Yes Yes Yes Yes Yes Yes Yes Yes
Democratic People's Republic of Korea . . . . . . . . . . . . . . . . . . . . . . . .
India Yes Yes Yes Yes Yes Yes Yes Yes
Indonesia No — — — — — — —
Maldives No — — — — — — —
Myanmar Yes Yes No . . . No No No No
Nepal Yes Yes Yes Yes Yes No Yes No
Sri Lanka Yes Yes No Yes Yes No Yes No
Thailand Yes Yes No No Yes Yes Yes Yes
Timor-Leste . . . . . . . . . . . . . . . . . . . . . . . .
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Bangladesh No — — — — — — —
Bhutan Yes Yes Yes Yes Yes Yes Yes Yes
Democratic People's Republic of Korea . . . . . . . . . . . . . . . . . . . . . . . .
India Yes Yes Yes Yes Yes Yes Yes Yes
Indonesia No — — — — — — —
Maldives No — — — — — — —
Myanmar Yes Yes No . . . No No No No
Nepal Yes Yes Yes Yes Yes No Yes No
Sri Lanka Yes Yes No Yes Yes No Yes No
Thailand Yes Yes No No Yes Yes Yes Yes
Timor-Leste . . . . . . . . . . . . . . . . . . . . . . . .
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Europe

Please refer to page 142 for country-specific notes.

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

Table 2.3.4 
Anti-tobacco mass media campaigns 
in Europe

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Albania Yes Yes Yes Yes Yes Yes No Yes
Andorra . . . . . . . . . . . . . . . . . . . . . . . .
Armenia No — — — — — — —
Austria No — — — — — — —
Azerbaijan No — — — — — — —
Belarus No — — — — — — —
Belgium No — — — — — — —
Bosnia and Herzegovina No — — — — — — —
Bulgaria No — — — — — — —
Croatia No — — — — — — —
Cyprus . . . . . . . . . . . . . . . . . . . . . . . .
Czech Republic Yes No Yes . . . Yes Yes Yes Yes
Denmark Yes Yes Yes Yes Yes Yes Yes Yes
Estonia . . . . . . . . . . . . . . . . . . . . . . . .
Finland Yes Yes No Yes Yes Yes Yes Yes
France Yes No No No Yes Yes No Yes
Georgia Yes Yes No Yes Yes Yes No Yes
Germany Yes No Yes Yes Yes Yes Yes Yes
Greece Yes Yes Yes Yes Yes Yes Yes Yes
Hungary Yes No No . . . No Yes No No
Iceland No — — — — — — —
Ireland Yes Yes Yes Yes Yes Yes Yes Yes
Israel Yes No No Yes Yes Yes Yes Yes
Italy Yes Yes No Yes Yes No Yes Yes
Kazakhstan Yes Yes Yes Yes Yes Yes Yes No
Kyrgyzstan No — — — — — — —
Latvia No — — — — — — —
Lithuania No — — — — — — —
Luxembourg . . . . . . . . . . . . . . . . . . . . . . . .
Malta Yes Yes No Yes Yes Yes Yes No
Monaco . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro No — — — — — — —
Netherlands Yes Yes Yes Yes Yes Yes Yes Yes
Norway No — — — — — — —
Poland Yes Yes No Yes Yes Yes Yes Yes
Portugal No — — — — — — —
Republic of Moldova Yes No No No Yes Yes Yes No
Romania Yes Yes No . . . Yes Yes No Yes
Russian Federation Yes Yes Yes Yes Yes Yes Yes Yes
San Marino . . . . . . . . . . . . . . . . . . . . . . . .
Serbia Yes Yes Yes Yes Yes Yes Yes Yes
Slovakia No — — — — — — —
Slovenia No — — — — — — —
Spain No — — — — — — —
Sweden Yes Yes Yes Yes Yes Yes Yes Yes
Switzerland Yes Yes No Yes Yes Yes Yes Yes
Tajikistan No — — — — — — —
The former Yugoslav Republic of Macedonia . . . . . . . . . . . . . . . . . . . . . . . .
Turkey Yes Yes Yes Yes Yes Yes Yes Yes
Turkmenistan . . . . . . . . . . . . . . . . . . . . . . . .
Ukraine No — — — — — — —
United Kingdom of Great Britain and Northern Ireland 3 Yes Yes Yes Yes Yes Yes Yes Yes
Uzbekistan No — — — — — — —
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Albania Yes Yes Yes Yes Yes Yes No Yes
Andorra . . . . . . . . . . . . . . . . . . . . . . . .
Armenia No — — — — — — —
Austria No — — — — — — —
Azerbaijan No — — — — — — —
Belarus No — — — — — — —
Belgium No — — — — — — —
Bosnia and Herzegovina No — — — — — — —
Bulgaria No — — — — — — —
Croatia No — — — — — — —
Cyprus . . . . . . . . . . . . . . . . . . . . . . . .
Czech Republic Yes No Yes . . . Yes Yes Yes Yes
Denmark Yes Yes Yes Yes Yes Yes Yes Yes
Estonia . . . . . . . . . . . . . . . . . . . . . . . .
Finland Yes Yes No Yes Yes Yes Yes Yes
France Yes No No No Yes Yes No Yes
Georgia Yes Yes No Yes Yes Yes No Yes
Germany Yes No Yes Yes Yes Yes Yes Yes
Greece Yes Yes Yes Yes Yes Yes Yes Yes
Hungary Yes No No . . . No Yes No No
Iceland No — — — — — — —
Ireland Yes Yes Yes Yes Yes Yes Yes Yes
Israel Yes No No Yes Yes Yes Yes Yes
Italy Yes Yes No Yes Yes No Yes Yes
Kazakhstan Yes Yes Yes Yes Yes Yes Yes No
Kyrgyzstan No — — — — — — —
Latvia No — — — — — — —
Lithuania No — — — — — — —
Luxembourg . . . . . . . . . . . . . . . . . . . . . . . .
Malta Yes Yes No Yes Yes Yes Yes No
Monaco . . . . . . . . . . . . . . . . . . . . . . . .
Montenegro No — — — — — — —
Netherlands Yes Yes Yes Yes Yes Yes Yes Yes
Norway No — — — — — — —
Poland Yes Yes No Yes Yes Yes Yes Yes
Portugal No — — — — — — —
Republic of Moldova Yes No No No Yes Yes Yes No
Romania Yes Yes No . . . Yes Yes No Yes
Russian Federation Yes Yes Yes Yes Yes Yes Yes Yes
San Marino . . . . . . . . . . . . . . . . . . . . . . . .
Serbia Yes Yes Yes Yes Yes Yes Yes Yes
Slovakia No — — — — — — —
Slovenia No — — — — — — —
Spain No — — — — — — —
Sweden Yes Yes Yes Yes Yes Yes Yes Yes
Switzerland Yes Yes No Yes Yes Yes Yes Yes
Tajikistan No — — — — — — —
The former Yugoslav Republic of Macedonia . . . . . . . . . . . . . . . . . . . . . . . .
Turkey Yes Yes Yes Yes Yes Yes Yes Yes
Turkmenistan . . . . . . . . . . . . . . . . . . . . . . . .
Ukraine No — — — — — — —
United Kingdom of Great Britain and Northern Ireland 3 Yes Yes Yes Yes Yes Yes Yes Yes
Uzbekistan No — — — — — — —
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Eastern Mediterranean

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

<	 Refers to a territory.

Table 2.3.5 
Anti-tobacco mass media campaigns 
in the Eastern Mediterranean

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Afghanistan . . . . . . . . . . . . . . . . . . . . . . . .
Bahrain Yes Yes No Yes Yes Yes Yes No
Djibouti No — — — — — — —
Egypt Yes Yes Yes Yes Yes Yes Yes Yes
Iran (Islamic Republic of) . . . . . . . . . . . . . . . . . . . . . . . .
Iraq No — — — — — — —
Jordan Yes Yes No Yes Yes Yes Yes No
Kuwait Yes Yes Yes No Yes Yes Yes No
Lebanon Yes Yes Yes Yes Yes Yes Yes Yes
Libyan Arab Jamahiriya No — — — — — — —
Morocco Yes Yes Yes Yes Yes Yes Yes Yes
Oman No — — — — — — —
Pakistan No — — — — — — —
Qatar No — — — — — — —
Saudi Arabia Yes Yes No No Yes Yes No . . .
Somalia . . . . . . . . . . . . . . . . . . . . . . . .
Sudan Yes Yes No Yes Yes Yes No No
Syrian Arab Republic . . . . . . . . . . . . . . . . . . . . . . . .
Tunisia Yes Yes No Yes Yes Yes No No
United Arab Emirates Yes Yes No Yes No Yes Yes No
West Bank and Gaza Strip < No — — — — — — —
Yemen Yes No No Yes Yes Yes No No
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Afghanistan . . . . . . . . . . . . . . . . . . . . . . . .
Bahrain Yes Yes No Yes Yes Yes Yes No
Djibouti No — — — — — — —
Egypt Yes Yes Yes Yes Yes Yes Yes Yes
Iran (Islamic Republic of) . . . . . . . . . . . . . . . . . . . . . . . .
Iraq No — — — — — — —
Jordan Yes Yes No Yes Yes Yes Yes No
Kuwait Yes Yes Yes No Yes Yes Yes No
Lebanon Yes Yes Yes Yes Yes Yes Yes Yes
Libyan Arab Jamahiriya No — — — — — — —
Morocco Yes Yes Yes Yes Yes Yes Yes Yes
Oman No — — — — — — —
Pakistan No — — — — — — —
Qatar No — — — — — — —
Saudi Arabia Yes Yes No No Yes Yes No . . .
Somalia . . . . . . . . . . . . . . . . . . . . . . . .
Sudan Yes Yes No Yes Yes Yes No No
Syrian Arab Republic . . . . . . . . . . . . . . . . . . . . . . . .
Tunisia Yes Yes No Yes Yes Yes No No
United Arab Emirates Yes Yes No Yes No Yes Yes No
West Bank and Gaza Strip < No — — — — — — —
Yemen Yes No No Yes Yes Yes No No
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Western Pacific

*	 A campaign is a communication activity lasting at least one three-week 
period during a year, which utilizes mass media (television, radio, print, 
outdoor billboards, Internet) to inform and educate the public about 
the harms of tobacco use and second-hand smoke exposure, to increase 
support for tobacco control policies or laws, to encourage tobacco users 
to quit, and/or to challenge tobacco industry practices.

. . .	 Data not reported/not available.

—	 Data not required/not applicable

Table 2.3.6 
Anti-tobacco mass media campaigns 
in the Western Pacific

country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Australia Yes Yes Yes Yes Yes No Yes Yes
Brunei Darussalam Yes Yes Yes No Yes Yes Yes No
Cambodia Yes Yes Yes Yes Yes Yes Yes Yes
China No — — — — — — —
Cook Islands No — — — — — — —
Fiji No — — — — — — —
Japan No — — — — — — —
Kiribati No — — — — — — —
Lao People's Democratic Republic No — — — — — — —
Malaysia Yes Yes Yes Yes Yes Yes Yes Yes
Marshall Islands No — — — — — — —
Micronesia (Federated States of) No — — — — — — —
Mongolia Yes Yes Yes Yes Yes Yes Yes Yes
Nauru . . . . . . . . . . . . . . . . . . . . . . . .
New Zealand Yes Yes No No Yes Yes No Yes
Niue Yes Yes . . . Yes Yes Yes Yes No
Palau No — — — — — — —
Papua New Guinea No — — — — — — —
Philippines Yes Yes Yes Yes Yes Yes Yes Yes
Republic of Korea . . . . . . . . . . . . . . . . . . . . . . . .
Samoa Yes Yes Yes Yes Yes Yes Yes Yes
Singapore Yes Yes Yes Yes Yes Yes Yes Yes
Solomon Islands . . . . . . . . . . . . . . . . . . . . . . . .
Tonga No — — — — — — —
Tuvalu No — — — — — — —
Vanuatu . . . . . . . . . . . . . . . . . . . . . . . .
Viet Nam Yes Yes Yes Yes Yes Yes Yes Yes

Notes TO Appendix II table 2.3

1	 The Government of Canada did not implement a nationwide mass 
media campaign during the reporting period. However, mass media 
campaigns have been implemented in eight of Canada’s subnational 
jurisdictions.

2	 There was no nationwide mass media campaign in Ecuador during 
the reporting period. However, mass media campaigns have been 
implemented in many of Ecuador’s large cities.

3	 Anti-tobacco mass media campaigns with similar characteristics were 
implemented in all four countries of the United Kingdom of Great 
Britain and Northern Ireland. 
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country DID THE COUNTRY 
HAVE AT LEAST ONE 
NATIONAL MASS 
MEDIA CAMPAIGN 
DURING 2009 OR 
2010?*

EVIDENCE-BASED PLANNING IMPLEMENTATION EVALUATION

CAMPAIGN WAS PART 
OF A COMPREHENSIVE 
TOBACCO CONTROL 
PROGRAMme

CAMPAIGN WAS  
PRE-TESTED

FORMATIVE 
RESEARCH WAS 
CONDUCTED

CAMPAIGN UTILIZED 
MEDIA PLANNING

EARNED MEDIA/
PUBLIC RELATIONS 
WERE USED TO 
PROMOTE THE 
CAMPAIGN

PROCESS EVALUATION 
WAS EMPLOYED 
TO ASSESS 
IMPLEMENTATION

OUTCOME 
EVALUATION WAS 
EMPLOYED TO ASSESS 
EFFECTIVENESS

Australia Yes Yes Yes Yes Yes No Yes Yes
Brunei Darussalam Yes Yes Yes No Yes Yes Yes No
Cambodia Yes Yes Yes Yes Yes Yes Yes Yes
China No — — — — — — —
Cook Islands No — — — — — — —
Fiji No — — — — — — —
Japan No — — — — — — —
Kiribati No — — — — — — —
Lao People's Democratic Republic No — — — — — — —
Malaysia Yes Yes Yes Yes Yes Yes Yes Yes
Marshall Islands No — — — — — — —
Micronesia (Federated States of) No — — — — — — —
Mongolia Yes Yes Yes Yes Yes Yes Yes Yes
Nauru . . . . . . . . . . . . . . . . . . . . . . . .
New Zealand Yes Yes No No Yes Yes No Yes
Niue Yes Yes . . . Yes Yes Yes Yes No
Palau No — — — — — — —
Papua New Guinea No — — — — — — —
Philippines Yes Yes Yes Yes Yes Yes Yes Yes
Republic of Korea . . . . . . . . . . . . . . . . . . . . . . . .
Samoa Yes Yes Yes Yes Yes Yes Yes Yes
Singapore Yes Yes Yes Yes Yes Yes Yes Yes
Solomon Islands . . . . . . . . . . . . . . . . . . . . . . . .
Tonga No — — — — — — —
Tuvalu No — — — — — — —
Vanuatu . . . . . . . . . . . . . . . . . . . . . . . .
Viet Nam Yes Yes Yes Yes Yes Yes Yes Yes
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Appendix III shows the status of the 
WHO Framework Convention on Tobacco 
Control (WHO FCTC). Ratification is the 
international act by which countries 
that have already signed a convention 
formally state their consent to be bound 
by it.  Accession is the international act 
by which countries that have not signed 
a treaty/convention formally state their 
consent to be bound by it.  Acceptance 
and approval are the legal equivalent of 
ratification. Signature of a convention 
indicates that a country is not legally 
bound by the treaty but is committed not 
to undermine its provisions. 

Appendix III: �Status of the WHO Framework 
Convention on Tobacco Control 

The WHO FCTC entered into force on 
27 February 2005, on the 90th day 
after the deposit of the 40th instrument 
of ratification in the United Nations 
headquarters, the depository of the treaty, 
in New York. The treaty remains open for 
ratification, acceptance, approval, formal 
confirmation and accession indefinitely 
for States and eligible regional economic 
integration organizations wishing to 
become Parties to it.
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Table 3.1.0 
Status of the WHO 
Framework Convention 
on Tobacco Control, as 
at 26 May 2011

Country Date of signature Date of ratification*  
(or legal equivalent) 

Afghanistan 29 June 2004 13 August 2010

Albania 29 June 2004 26 April 2006

Algeria 20 June 2003 30 June 2006

Andorra   

Angola 29 June 2004 20 September 2007

Antigua and Barbuda 28 June 2004 05 June 2006

Argentina 25 September 2003  

Armenia  29 November 2004 a

Australia 05 December 2003 27 October 2004

Austria 28 August 2003 15 September 2005

Azerbaijan  01 November 2005 a

Bahamas 29 June 2004 03 November 2009

Bahrain  20 March 2007 a

Bangladesh 16 June 2003 14 June 2004

Barbados 28 June 2004 03 November 2005

Belarus 17 June 2004 08 September 2005

Belgium 22 January 2004 01 November 2005

Belize 26 September 2003 15 December 2005

Benin 18 June 2004 03 November 2005

Bhutan 09 December 2003 23 August 2004

Bolivia (Plurinational State of) 27 February 2004 15 September 2005

Bosnia and Herzegovina  10 July 2009

Botswana 16 June 2003 31 January 2005

Brazil 16 June 2003 03 November 2005

Brunei Darussalam 03 June 2004 03 June 2004

Bulgaria 22 December 2003 07 November 2005

Burkina Faso 22 December 2003 31 July 2006

Burundi 16 June 2003 22 November 2005

Cambodia 25 May 2004 15 November 2005

Cameroon 13 May 2004 03 February 2006

Canada 15 July 2003 26 November 2004

Cape Verde 17 February 2004 04 October 2005

Central African Republic 29 December 2003 07 November 2005

Chad 22 June 2004 30 January 2006

Chile 25 September 2003 13 June 2005

China 10 November 2003 11 October 2005

Colombia  10 April 2008 a

Comoros 27 February 2004 24 January 2006

Congo 23 March 2004 06 February 2007

Cook Islands 14 May 2004 14 May 2004

Costa Rica 03 July 2003 21 August 2008

Côte d'Ivoire 24 July 2003 13 August 2010

Croatia 02 June 2004 14 July 2008

Cuba 29 June 2004  

Cyprus 24 May 2004 26 October 2005

Czech Republic 16 June 2003  

Democratic People's Republic of Korea 17 June 2003 27 April 2005

Democratic Republic of the Congo 28 June 2004 28 October 2005

Denmark 16 June 2003 16 December 2004

Djibouti 13 May 2004 31 July 2005

Dominica 29 June 2004 24 July 2006

*	 Ratification is the international act by 
which countries that have already signed 
a treaty or convention formally state their 
consent to be bound by it.

a	 Accession is the international act by which 
countries that have not signed a treaty/
convention formally state their consent to 
be bound by it.

A	 Acceptance is the international act, similar 
to ratification, by which countries that 
have already signed a treaty/convention 
formally state their consent to be bound 
by it.

AA	 Approval is the international act, similar 
to ratification, by which countries that 
have already signed a treaty/convention 
formally state their consent to be bound 
by it.

c	 Formal confirmation is the international 
act corresponding to ratification by 
a State, whereby an international 
organization (in the case of the WHO 
FCTC, competent regional economic 
integration organizations) formally state 
their consent to be bound by a treaty/
convention.

d	 Succession is the international act, 
however phrased or named, by which 
successor States formally state their 
consent to be bound by treaties/
conventions originally entered into by 
their predecessor State.
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Country Date of signature Date of ratification*  
(or legal equivalent) 

Dominican Republic   

Ecuador 22 March 2004 25 July 2006

Egypt 17 June 2003 25 February 2005

El Salvador 18 March 2004  

Equatorial Guinea  17 September 2005 a

Eritrea   

Estonia 08 June 2004 27 July 2005

Ethiopia 25 February 2004  

European Community 16 June 2003 30 June 2005 c

Fiji 03 October 2003 03 October 2003

Finland 16 June 2003 24 January 2005

France 16 June 2003 19 October 2004 AA

Gabon 22 August 2003 20 February 2009

Gambia 16 June 2003 18 September 2007

Georgia 20 February 2004 14 February 2006

Germany 24 October 2003 16 December 2004

Ghana 20 June 2003 29 November 2004

Greece 16 June 2003 27 January 2006

Grenada 29 June 2004 14 August 2007

Guatemala 25 September 2003 16 November 2005

Guinea 01 April 2004 07 November 2007

Guinea-Bissau  07 November 2008 a

Guyana  15 September 2005 a

Haiti 23 July 2003  

Honduras 18 June 2004 16 February 2005

Hungary 16 June 2003 07 April 2004

Iceland 16 June 2003 14 June 2004

India 10 September 2003 05 February 2004

Indonesia

Iran (Islamic Republic of) 16 June 2003 06 November 2005

Iraq 29 June 2004 17 March 2008

Ireland 16 September 2003 07 November 2005

Israel 20 June 2003 24 August 2005

Italy 16 June 2003 02 July 2008

Jamaica 24 September 2003 07 July 2005

Japan 09 March 2004 08 June 2004 A

Jordan 28 May 2004 19 August 2004

Kazakhstan 21 June 2004 22 January 2007

Kenya 25 June 2004 25 June 2004

Kiribati 27 April 2004 15 September 2005

Kuwait 16 June 2003 12 May 2006

Kyrgyzstan 18 February 2004 25 May 2006

Lao People's Democratic Republic 29 June 2004 06 September 2006

Latvia 10 May 2004 10 February 2005

Lebanon 04 March 2004 07 December 2005

Lesotho 23 June 2004 14 January 2005

Liberia 25 June 2004 15 September 2009

Libyan Arab Jamahiriya 18 June 2004 07 June 2005

Lithuania 22 September 2003 16 December 2004

Luxembourg 16 June 2003 30 June 2005

Madagascar 24 September 2003 22 September 2004
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Country Date of signature Date of ratification*  
(or legal equivalent) 

Malawi   

Malaysia 23 September 2003 16 September 2005

Maldives 17 May 2004 20 May 2004

Mali 23 September 2003 19 October 2005

Malta 16 June 2003 24 September 2003

Marshall Islands 16 June 2003 08 December 2004

Mauritania 24 June 2004 28 October 2005

Mauritius 17 June 2003 17 May 2004

Mexico 12 August 2003 28 May 2004

Micronesia (Federated States of) 28 June 2004 18 March 2005

Monaco   

Mongolia 16 June 2003 27 January 2004

Montenegro  23 October 2006 d

Morocco 16 April 2004  

Mozambique 18 June 2003  

Myanmar 23 October 2003 21 April 2004

Namibia 29 January 2004 07 November 2005

Nauru  29 June 2004 a

Nepal 03 December 2003 07 November 2006

Netherlands 16 June 2003 27 January 2005 A

New Zealand 16 June 2003 27 January 2004

Nicaragua 07 June 2004 09 April 2008

Niger 28 June 2004 25 August 2005

Nigeria 28 June 2004 20 October 2005

Niue 18 June 2004 03 June 2005

Norway 16 June 2003 16 June 2003 AA

Oman  09 March 2005 a 

Pakistan 18 May 2004 03 November 2004

Palau 16 June 2003 12 February 2004

Panama 26 September 2003 16 August 2004

Papua New Guinea 22 June 2004 25 May 2006

Paraguay 16 June 2003 26 September 2006

Peru 21 April 2004 30 November 2004

Philippines 23 September 2003 06 June 2005

Poland 14 June 2004 15 September 2006

Portugal 09 January 2004 08 November 2005 AA

Qatar 17 June 2003 23 July 2004

Republic of Korea 21 July 2003 16 May 2005

Republic of Moldova 29 June 2004 03 February 2009 a

Romania 25 June 2004 27 January 2006

Russian Federation  03 June 2008 a

Rwanda 02 June 2004 19 October 2005

Saint Kitts and Nevis 29 June 2004  

Saint Lucia 29 June 2004 07 November 2005

Saint Vincent and the Grenadines 14 June 2004 29 October 2010

Samoa 25 September 2003 03 November 2005

San Marino 26 September 2003 07 July 2004

Sao Tome and Principe 18 June 2004 12 April 2006

Saudi Arabia 24 June 2004 09 May 2005

Senegal 19 June 2003 27 January 2005

Serbia 28 June 2004 08 February 2006

Table 3.1.0 
Status of the WHO 
Framework Convention 
on Tobacco Control, as 
at 26 May 2011

*	 Ratification is the international act by 
which countries that have already signed 
a treaty or convention formally state their 
consent to be bound by it.

a	 Accession is the international act by which 
countries that have not signed a treaty/
convention formally state their consent to 
be bound by it.

A	 Acceptance is the international act, similar 
to ratification, by which countries that 
have already signed a treaty/convention 
formally state their consent to be bound 
by it.

AA	 Approval is the international act, similar 
to ratification, by which countries that 
have already signed a treaty/convention 
formally state their consent to be bound 
by it.

c	 Formal confirmation is the international 
act corresponding to ratification by 
a State, whereby an international 
organization (in the case of the WHO 
FCTC, competent regional economic 
integration organizations) formally state 
their consent to be bound by a treaty/
convention.

d	 Succession is the international act, 
however phrased or named, by which 
successor States formally state their 
consent to be bound by treaties/
conventions originally entered into by 
their predecessor State.
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Country Date of signature Date of ratification*  
(or legal equivalent) 

Seychelles 11 September 2003 12 November 2003

Sierra Leone  22 May 2009

Singapore 29 December 2003 14 May 2004

Slovakia 19 December 2003 04 May 2004

Slovenia 25 September 2003 15 March 2005

Solomon Islands 18 June 2004 10 August 2004

Somalia   

South Africa 16 June 2003 19 April 2005

Spain 16 June 2003 11 January 2005

Sri Lanka 23 September 2003 11 November 2003

Sudan 10 June 2004 31 October 2005 

Suriname 24 June 2004 16 December 2008

Swaziland 29 June 2004 13 January 2006

Sweden 16 June 2003 07 July 2005

Switzerland 25 June 2004  

Syrian Arab Republic 11 July 2003 22 November 2004

Tajikistan   

Thailand 20 June 2003 08 November 2004

The former Yugoslav Republic of Macedonia  30 June 2006 a

Timor-Leste 25 May 2004 22 December 2004

Togo 12 May 2004 15 November 2005

Tonga 25 September 2003 08 April 2005

Trinidad and Tobago 27 August 2003 19 August 2004

Tunisia 22 August 2003 07 June 2010

Turkey 28 April 2004 31 December 2004

Turkmenistan   13 May 2011

Tuvalu 10 June 2004 26 September 2005

Uganda 05 March 2004 20 June 2007

Ukraine 25 June 2004 06 June 2006

United Arab Emirates 24 June 2004 07 November 2005

United Kingdom of Great Britain and Northern Ireland 16 June 2003 16 December 2004

United Republic of Tanzania 27 January 2004 30 April 2007

United States of America 10 May 2004  

Uruguay 19 June 2003 09 September 2004

Uzbekistan

Vanuatu 22 April 2004 16 September 2005

Venezuela (Bolivarian Republic of) 22 September 2003 27 June 2006

Viet Nam 03 September 2003 17 December 2004

Yemen 20 June 2003 22 February 2007

Zambia  23 May 2008 a

Zimbabwe   
Source: WHO FCTC web site (http://www.who.int/fctc/signatories_parties/en/index.html, accessed 31 May 2011).

Though not a Member State of WHO, as a Member State of the United Nations, Liechtenstein is also eligible to become Party to the 
WHO FCTC, though it has taken no action to do so.

On submitting instruments to become Party to the WHO FCTC, some Parties have included notes and/or declarations.  All notes can 
be viewed at http://www.who.int/fctc/signatories_parties/en/index.html.  All declarations can be viewed at http://www.who.int/fctc/
declarations/en/index.html.
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The printed portion of this report as well as appendices IV through X  
are available in electronic format on the CD attached below, or online  
at http://www.who.int/tobacco/
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