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Introduction
1.
This roadmap envisions a WHO European Region that is free of tobacco-related
morbidity, mortality and addiction – in short, a Region where tobacco is a thing of the
past.
2.
We know how to achieve it. The means are described in the WHO Framework
Convention on Tobacco Control (FCTC) (1), which entered into force a decade ago and
to which 50 Member States of the WHO European Region are parties, its
implementation guidelines, and the policy options and decisions adopted by the
Conference of the Parties (COP). In addition, there is a new international treaty – the
Protocol to Eliminate Illicit Trade in Tobacco Products (2) – which is open for
ratification by the parties. These are powerful tools that are not being used to their full
potential: while some of the European countries are global tobacco control leaders, there
is still a relatively low level of FCTC implementation overall and very few parties have
implemented the Convention comprehensively (3). Furthermore, within the European
Union (EU), a number of major directives related to tobacco control also bind 28 of the
53 Member States of the WHO European Region, including, most recently, the directive
concerning the manufacture, presentation and sale of tobacco and related products (4).
Strengthening implementation of the FCTC in the WHO European Region through this
roadmap would ensure that no Member State is left behind and that time-bound
commitments are met while providing the opportunity for all States parties to gain from
innovation, share experience and together face emerging (and cross-boundary)
challenges.
3.
We know what we would gain if we were successful. Tobacco use is the single
most preventable cause of death and disease; it is also a leading contributor to the
overall health inequities in Europe. 1 Effective tobacco control helps achieve the
strategic objectives of Health 2020 – the WHO policy framework for health and wellbeing in Europe (5) to reduce health inequalities and improve leadership and
participatory governance for health. In addition to the health gains, there are substantial
returns on investment from effective tobacco control measures with significant
productivity gains and savings to health and social care (6).
4.
We know what we stand to lose if we fail. Tobacco control is a primary entry
point for achieving the global goal of a 25% reduction in premature mortality from
noncommunicable diseases (NCDs) by 2025 agreed by the World Health Assembly. Yet
there are serious concerns this may not be reached (7) and, based on present estimates,
36 countries within the WHO European Region are unlikely to meet the related
voluntary target of a 30% relative reduction in current tobacco use if no stronger
measures are undertaken. 2 Strengthening the implementation of the WHO FCTC is a
key driver to achieve the health aims of the post-2015 development agenda (8).
5.
We have the mandate to act. In resolution EUR/RC64/R4 on the Ashgabat
Declaration on the Prevention and Control of Noncommunicable Diseases in the

1

See the Appendix for further information on the context and impact of tobacco.
Within the WHO European Region, a further 11 countries are expected to meet the target; sufficient data
are not available for another six countries.

2
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Context of Health 2020 (9), endorsed at the 64th session of the Regional Committee for
Europe in 2014, Member States of the Region affirmed their commitment to
accelerating efforts to achieve the full implementation of the WHO FCTC. They
pledged to work together to make the global target on NCDs related to tobacco use a
reality, requesting this roadmap to support their efforts.
6.
The roadmap aims to guide movement in the desired direction and to assist
Member States and the WHO European Region in reaching the goal and in achieving its
vision. It recognizes that the time and exact routes that countries take may differ,
reflecting the diversity of the Region and the particular circumstances of Member
States, but encourages all leaders to begin the journey, make progress at an appropriate
speed, close the gap between countries and reach the common destination. The
preparation of the roadmap benefits from a close working relationship with the
Secretariat of the WHO FCTC and draws on the expertise of a senior advisory group,
technical discussions with representatives of Member States, the advice of the Standing
Committee of the WHO Regional Committee for Europe (SCRC), new evidence on the
status of tobacco control in Europe, and current developments in the field.

Vision
7.
Ultimately, the long-term vision is for a WHO European Region free of tobaccorelated morbidity, mortality and addiction.

Targets
8.
This roadmap charts the way to achieving the voluntary global target of a
minimum 30% relative reduction in the prevalence of current tobacco use in persons
aged 15 years and over by 2025 (baseline 2010). 3 This target was adopted by the World
Health Assembly under the Global action plan for the prevention and control of
noncommunicable diseases 2013–2020 (10), its comprehensive global monitoring
framework, endorsed in resolution WHA66.10 (11), and the decision of the sixth
session of the COP to the WHO FCTC (12). In this decision, the Conference of the
Parties, with the aim of strengthening its contribution towards achieving the
noncommunicable disease global target on the reduction of tobacco use, calls on the
parties to set a national target for 2025 for a relative reduction of current tobacco use in
persons aged 15 and over.
9.
Other more intermediary measures and milestones are being developed to track
progress and to measure success, in line with those now in use (3), on the basis of data
already collected by the WHO and FCTC Secretariats to avoid any additional reporting
burden for the parties.

3

The achievement of the nine voluntary global NCD targets is set against a 2010 baseline year. In:
WHO/Programmes/Noncommunicable diseases and mental health/NCD tools/About 9 voluntary targets
[website]. Geneva: World Health Organization; 2015 (http://www.who.int/nmh/ncd-tools/definitiontargets/en/, accessed 9 June 2015).
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Guiding principles
10.

The following guiding principles underpin this roadmap.

•

Gender sensitivity – recognizing that, while the highest proportion of current
smokers are male, the uptake among women is increasing; that biological, social,
economic and cultural factors influence health risks; and that structures and
environments may limit or determine exposure and behaviours.

•

The protection of children – recognizing that exposure to tobacco smoke begins in
utero, that children are being targeted by the tobacco industry and many become
addicted to tobacco use before they are able to make informed adult decisions, and
that, as smoking affects the health of smokers and those around them, we have an
obligation to protect children from the risks of second-hand smoke.

•

Protection from threats to fundamental human rights and freedoms – relating not
only to the attainment of the highest possible level of health but also to protection
from passive exposure to tobacco smoke and the protection of workers, including
those in the tobacco industry.

•

Leave no one behind – stressing the importance of ensuring that all countries in
the Region are helped to achieve the goal, which is particularly important given
the cross-boundary issues of tobacco control, and aligning with the guiding
principles for sustainable development.

Scope
11. This roadmap draws on, and is aligned with, the articles of the WHO FCTC, as
well as the guidelines for their implementation and COP policy options and
decisions (13). While recommending options for actions and without wishing to be
directive, it therefore contains much that is already a commitment for the parties to the
Convention, including the time-bound requirements of the treaty, such as those
measures within Articles 11 (three-year deadline) and 13 (five-year deadline), and
guidelines to Article 8 (five-year deadline).
12. There is scope within the WHO FCTC for even more to be achieved. Some
articles are relatively neglected, while others could be implemented more creatively to
maximize the possibilities within a legally binding framework. The roadmap intends
that recommended actions be within the framework of the FCTC while still allowing for
innovation.
13. The roadmap cannot contain all aspects. It seeks to strike a balance between
recognizing the importance of a comprehensive approach and focusing on key actions
for achieving the vision. Recognizing the specificity of the WHO European Region, as
well as the diversity and circumstances of its Member States, and the gaps between the
full potential of the WHO FCTC and current achievements within Europe, the roadmap
highlights the actions for the greatest impact. These are organized into three main focus
areas, underpinned by two cross-cutting supporting areas, as follows:
•

Focus area 1 – Strengthening implementation of the WHO FCTC and supporting
innovation;
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•

Focus area 2 – Responding to new challenges;

•

Focus area 3 – Reshaping social norms;

•

Supporting area 1 – Assessing progress, gaps, gradients, trends and impact;

•

Supporting area 2 – Working together: partnerships and international
cooperation.

Focus areas
Focus area 1 – Strengthening implementation of the WHO FCTC
and supporting innovation
14. Countries should implement the WHO FCTC comprehensively, including all its
minimum obligations, with the option of going further. However, in the European
context some articles are likely to have a greater immediate impact than others.
Article 6 (1) describes key measures for achieving the global tobacco target and for
dealing with inequities: tobacco tax increases and high tobacco prices may significantly
reduce tobacco consumption by encouraging cessation, stopping uptake by young
people, preventing relapse and reducing the number of tobacco consumers. These are
particularly significant for the protection of young people and low-income groups. It is
important to recognize that implementation of Article 6 is not within the remit of
ministries of health and requires close engagement with ministries of finance, as well as
specific training in tobacco taxation. With the adoption of guidelines for the
implementation of Article 6 (1) by the COP at its sixth session, the momentum exists
for significant progress on tobacco taxation (14). While acknowledging the sovereign
right of Member States to define their tax policies, there is further opportunity for crossboundary coherence within economic development areas. Where tax differentials
between nearby jurisdictions are large and border crossing is easy, tax evasion (for
example, through small-scale smuggling) can occur.
15. While the policy driver should be to reduce consumption (and to prevent
substitution for cheaper products), effective tobacco taxes are also an important source
of revenue. Tobacco taxation discussions are often linked with arguments related to
illicit trade, which can undermine price and tax measures for tobacco control and
increases the accessibility and affordability of cheap tobacco products [Article 15 (1)].
Approximately 9 to 11% of the global cigarette market, and even up to 50% in some
countries, is illicit. In addition to undermining public health efforts, this represents a
considerable loss of revenue for governments. The new FCTC Protocol adopted by the
COP in 2012 seeks to eliminate all forms of illicit trade in tobacco products (2). By
February 2015, it had been signed globally by 53 States and the EU and ratified by six
parties. Detailed guidelines for the implementation of several other articles, including
Article 11 (1), on the packaging and labelling of tobacco products, have also been
adopted by the COP (15). The new EU Tobacco Products Directive 2014/40/EU is also
significant in this regard (4) since it regulates areas that fall under several articles of the
WHO FCTC, including Article 11.
16. Countries are already being innovative within the framework of the FCTC. Some
countries are paving the way towards a tobacco-free future, plain packaging and a
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tobacco-free millennial generation: for example, within the WHO European Region,
Finland, Ireland and the United Kingdom (Scotland) are setting themselves the bold
goal of a prevalence of smoking of 5% or less. Point-of-sale display bans are a powerful
tool for reducing the attractiveness of tobacco products to young people and, following
their success, a number of countries are moving ahead with the introduction of plain
packaging. In addition, social innovation to meet social need or purpose includes, in the
area of tobacco control, the use of social media and new technology, with mCessation, 4
e-health and distance-learning opportunities.
17. Finally, implementation of the FCTC requires coordination and a whole-ofgovernment approach and must be adequately resourced. Resources may come from a
reallocation of existing health funds for prevention or from other sources; in either case,
investment needs to be sufficient and monitored.
Recommendations for Member States
18. Ratify the WHO FCTC, if they have not already done so, and strengthen its
implementation in a comprehensive way, ensuring policy coherence for tobacco control
measures through whole-of-government and multistakeholder approaches
[Article 5.1 (1)].
19. Consider setting, by 2015, a national target for 2025 for the relative reduction of
current tobacco use in persons aged 15 and over, taking into account the voluntary
global target provided by the World Health Organization, and developing or
strengthening national multisectoral policies and plans to achieve that target.
20. Promote the full engagement of the Ministry of Health and all parts of government
in order to promote a cross-government approach to tobacco control and to provide
sufficient financial support for national activities to implement the FCTC. Establish or
reinforce a national coordinating mechanism and/or focal point for tobacco control in
order to promote national activities, capacity-building and advocacy to implement the
Convention, linking all sectors and promoting the participation of citizens and civil
society, and to provide sufficient financial support for such national activities
[Article 5.2(a); Article 26 (1)].
21. Establish long-term, coherent taxation policies in order to contribute to the health
objectives within a certain period of time, monitoring, increasing or adjusting tax rates
on a regular basis to reduce tobacco use and to prevent negative border effects
[Article 6 (1)].
22. Given the risk of substitution, tax all tobacco products in a comparable way, with
a regular review, to minimize the incentive for users to change to cheaper products or
product categories in response to tax or retail price increases [Article 6 (1)].

4

Projects on mobile health (mHealth) for tobacco control. In: WHO/Health topics/Tobacco/More
publications about tobacco/mHealth/Mobile health (mHealth) for tobacco control [website]. Geneva:
World Health Organization; 2015 (http://www.who.int/tobacco/mhealth/projects/en/, accessed 9 June
2015).
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23. In accordance with national circumstances, consider dedicating revenue or
sustained funding to tobacco-control programmes, to include, for example, awareness
raising, health promotion and disease prevention programmes, cessation services,
economically viable alternative activities and the financing of appropriate structures for
tobacco control [Article 6 (1)].
24. Ratify or accede to the Protocol to Eliminate Illicit Trade in Tobacco Products, if
they have not already done so [Article 15 (1)].
25. Counteract the illicit trade in tobacco products, mark unit packets and packages of
tobacco products, as well as any packaging, with unique identifiers and establish
security features and systems to enable tracking and tracing, in accordance with the
FCTC Protocol [Article 15 (1)].
26. Collect information on cross-border trade and monitor and exchange such
information among customs, tax and other authorities [Article 15 (1)].
27. Ensure that unit packets and packaging of tobacco products carry large, clear,
visible and legible health warnings and messages that describe the harmful effects of
tobacco use and include pictures and pictograms in their warnings, as well as providing
information on cessation, such as quit lines [Article 11 (1)].
28. Undertake, in accordance with its constitution or constitutional principles, a
comprehensive ban on all tobacco advertising, promotion and sponsorship, including a
display ban on tobacco products at points of sale and cross-border advertising, that
covers traditional media (print, radio and television) and all media platforms, including
the Internet, mobile telephones and other new technologies, as well as films
[Article 13 (1)].
29. Consider restricting or prohibiting the use of logos, colours, brand images or
promotional information on packaging other than brand names displayed in a standard
format [Article 11 (1)].
Actions for the WHO Regional Office for Europe
30. Support the ministries of health in promoting an intersectoral approach for
tobacco control and adopt a coherent whole-of-government approach to policy-making,
in line with Health 2020.
31. Assist countries in identifying and overcoming barriers to full implementation of
the FCTC, facilitating and promoting capacity-building, training and technical expertise
and tailored approaches for countries with diverse circumstances within the WHO
European Region.
32. Promote, in collaboration with the Convention Secretariat, implementation of
Article 15 of the FCTC and, in particular, the ratification of the Protocol to Eliminate
Illicit Trade in Tobacco Products by the parties in the European Region, and provide
technical assistance to parties, upon request, to support their ratification work and
technical work towards implementation of the specific requirements of Article 15.
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33. Update the WHO “best buys” costing tool for minimum expenditure on tobacco
control.
34.

Continue to expose myths surrounding the illicit tobacco trade.

35. Support countries in developing and sharing innovative approaches and
collaborating at national and subnational levels in trialling innovative policies and
practices for tobacco control, thereby strengthening the evidence base for effective
mechanisms.

Focus area 2 – Responding to new challenges
36. Since the adoption of the WHO FCTC by the World Health Assembly more than
10 years ago, new challenges have emerged. Electronic nicotine delivery systems
(ENDS) are the subject of a public health dispute among genuine tobacco control
advocates that has become more divisive as their use has increased. Whereas some
experts welcome ENDS as a pathway to the reduction of tobacco smoking, others
characterize them as a product that could undermine efforts to denormalize tobacco use.
ENDS therefore represent an evolving innovation, with both promise and threat for
tobacco control. Whether ENDS fulfil the promise or the threat depends on a complex
and dynamic interplay among the industries that market them (independent
manufacturers and tobacco companies), consumers, regulators, policy-makers,
practitioners, scientists and advocates (16).
37. The use of smokeless tobacco products and water pipes has also increased
substantially and has become more widespread, with a growing interest among young
people (17,18). Waterpipe tobacco use has grown globally and appears to be reaching
alarming levels among secondary school and university students. The sale of tobacco
for oral use (snus) has long been prohibited in all EU countries except Sweden. While
the WHO FCTC seeks to prevent and reduce the consumption of all tobacco products,
the EU Tobacco Products Directive presents an example of how the manufacture,
presentation and sale of different forms of tobacco can be regulated.
38. The implications of trade and investment agreements for the effective
implementation of the WHO FCTC are currently highlighted (19). Many governments
in the Region have faced legal challenges by the tobacco industry in domestic courts in
relation to tobacco control measures. Regarding the introduction of plain packaging
legislation, Australia has been challenged under a bilateral investment treaty and is
subject to a World Trade Organization dispute. Investor-State dispute settlement
mechanisms make it possible for foreign investors to directly sue countries in private
international tribunals for compensation, bypassing national and EU courts.
39. In order to make progress on the global tobacco target, a specific challenge for the
WHO European Region will be to reduce the prevalence of current tobacco use in a way
that seeks to close health inequalities. Meanwhile, the specific targeting of women and
children by the tobacco industry, for example, by selling products in packaging likely to
appeal to women or to children, adds to the challenge. Tobacco control policies must be
adapted so that they work effectively for all population groups, particularly the most
vulnerable and/or those with the highest tobacco use, including taking measures to
address gender-specific risks when developing tobacco control strategies.
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40. The use of ENDS and electronic non-nicotine delivery systems (ENNDS), most
commonly in the form of electronic or e-cigarettes, appears to be increasing. While such
products may offer a range of potential benefits for individual smokers, concerns have
been raised over the potential health risks to users and non-users, their efficacy in
helping smokers to stop smoking and overcome nicotine dependence, and implications
for tobacco control efforts, such as smoke-free policies (16).
Recommendations for Member States
41. Ensure that comprehensive tobacco control measures, such as taxation, warnings,
protection from environmental tobacco smoke and cessation treatment, apply to all
tobacco products [Article 4.4 (1)].
42. Develop appropriate policies that prevent and reduce tobacco consumption,
exposure to tobacco smoke and nicotine addiction, with particular attention to young
people, non-smokers and vulnerable groups [Article 5.2(b) (1)].
43. Establish regulations to prohibit or to restrict ingredients aimed at increasing the
palatability and attractiveness of all tobacco products [Articles and partial guidelines 9
and 10 (1)].
44. Adopt and implement effective measures that prohibit the sale and supply of all
tobacco and nicotine delivery products to persons under 18 years, including by
prohibiting access of minors to self-service vending machines [Article 16 (1)].
45. Create sustainable, evidence-based, accredited tobacco cessation services and
systems, with cost coverage, utilizing new or innovative approaches; provide a national
quit line, if possible free of charge or at a subsidized rate; and incorporate brief advice
on tobacco cessation at all points throughout the health-care system, including prior to
surgery [Article 14 (1)].
46. Provide targeted tobacco cessation support for specific groups, including pregnant
women, parents of young children, people with mental health conditions and patients
with cardiac and respiratory disorders [Article 14 (1)].
47. Consider public health concerns regarding tobacco use in the negotiations on trade
and investment agreements. Ensure that such agreements do not compromise the ability
of a country to control its own tobacco epidemic, including through implementation of
the WHO FCTC and its Guidelines.
Actions for the WHO Regional Office for Europe
48. Strengthen the knowledge base on the prevention and control of tobacco products
such as water pipes and smokeless forms of tobacco, as well as on the use of
ENDS/ENNDS, including monitoring patterns of use, collating, synthesizing and
interpreting evidence, and exploring policy options and best practices.
49. Document and publicize best practices in controlling new and emerging forms of
tobacco.
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50. Provide support on trade and investment issues so that countries are equipped to
respond to the new challenges, building a network of individuals with relevant expertise
for countries to draw on, and collating and disseminating experiences and best practices.
51. Promote evidence-based, accredited tobacco cessation practice and the training of
health professionals in this and brief interventions, facilitating the exchange of best
practices among countries.
52. Document and promote best practices on preventing tobacco sales to and by
minors, including relevant research, thereby contributing towards the decrease of
tobacco consumption among young people.

Focus area 3 – Reshaping social norms
53. Tobacco use is not standard and most people do not smoke. Changing the
perception of the norm in a community, or reshaping the social norms, can influence
current and potential tobacco users by creating a setting in which tobacco becomes less
desirable, less acceptable and less accessible (20). Providing enabling environments can
protect against exposure to tobacco smoke, promote tobacco-free lifestyles, help
tobacco users to quit and prevent other people from starting to use tobacco. For
example, people with a high level of health literacy are more likely to quit, even when
influenced by a socioeconomic group. The implementation of strong tobacco control
measures influences public opinion, thereby contributing to changes in social norms.
Such a comprehensive approach involves members of the public (non-smokers and
smokers) and the media (21). Scotland, United Kingdom, has the goal of creating a
generation of young people who do not want to smoke through smoking
“denormalization” measures aimed at children, such as smoke-free laws in places where
children gather, peer-based prevention programmes for adolescents, targeting parents
for cessation and encouraging families to have smoke-free homes.
54. Health professionals are key for reshaping social norms. They are drivers of
behavioural change, serving as role models in society and pioneering progress in
tobacco control, often based on organized health professionals advancing policy agenda.
55. A key element of reshaping social norms is to protect public health from
commercial and other vested interests of the tobacco industry. In fully complying with
the WHO FCTC, countries should, more than ever, make full use of Article 5.3 (1) and
its Guidelines to protect public health policies from such interests of the tobacco
industry.
Recommendations for Member States
56. Protect, across all branches of government, tobacco control policies and
legislation from the interference of the tobacco industry. Where interactions with the
tobacco industry are necessary, Member States should ensure that such interactions are
conducted transparently. Whenever possible, they should be conducted in public, for
example, through public hearings, public notice of interactions and the disclosure of
records of such activities to the public [Article 5.3 (1)].
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57. Minimize, or preferably put an end to, corporate social responsibility activities by
tobacco companies, ban any publicity for such activities in accordance with the FCTC
guidelines for the implementation of Article 5.3 and reject partnerships between
government and the tobacco industry [Article 5.3 (1)].
58. Adopt, implement, monitor and actively enforce measures to provide protection
from exposure to tobacco smoke in indoor workplaces, public transport, indoor public
places and, as appropriate, other public places, and consider particular attention to
places where children are present [Article 8 (1)].
59. Consider removing existing smoke-free exemptions, for example, in prisons,
mental health institutions and nursing homes, which, while dwelling places for some
individuals, are workplaces for others [Article 8 (1)].
60. Mobilize, engage and equip the community and civil society in designing,
implementing, promoting and monitoring compliance with smoke-free legislation
[Article 8 (1)].
61. Invest in communication, education and training measures, giving priority to
evidence-based mass media quit-smoking and social marketing campaigns that warn of
the dangers of tobacco and of the risks to children from exposure to second-hand
smoke, and support the introduction and enforcement of regulations, including, but not
limited to, those targeted at social groups with special needs [Article 12 (1)].
62. Advance health literacy and promote the integration of tobacco-related
information in curricula at all levels of formal and informal education, including
kindergartens, schools and colleges.
63. Promote the integration of tobacco cessation treatment and smoking prevention in
the training of all health professionals in order to empower and encourage them to
provide evidence-based advice to tobacco users.
64. Increase public awareness of the social, economic and environmental
consequences of tobacco production and consumption, and of tobacco industry tactics
and interference, as part of efforts to shape social norms [Article 12 (1)].
Actions for the WHO Regional Office for Europe
65. Document advanced practices by focusing on new tactics of the tobacco industry,
including interference with international policy.
66. Support countries in their efforts to encourage health professionals to be role
models and to provide evidence-based advice to tobacco users.
67. Promote the integration of tobacco cessation treatment and prevention of tobacco
use in health professional training and prepare a sample health professional tobacco
control curricula.
68. Provide more detailed and precise information on designing effective antismoking and quit-smoking campaigns, messages and approaches, facilitating direct
cooperation between countries to exchange experiences and knowledge.
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Supporting areas
Supporting area 1 – Assessing progress, gaps, gradients, trends
and impact
69. Evidence is the foundation for effective policy and action. Surveillance of the use
of all tobacco products reflects the outcomes of policies and indicates where new
policies are required. The disaggregation of that data by factors such as gender,
socioeconomic position and educational status will reveal social gradients and provide
the basis for action to address the social determinants. Similarly, individual
interventions and comprehensive tobacco control policies should be evaluated for their
impact on different social groups. The standardization of data and the coordination of
surveys within and among countries should be a focus. Tobacco surveillance is a
separate issue; there should be a move towards more integrated and comprehensive
monitoring not only of prevalence and risk factors but also of policy. The publication of
key data and information sharing with civil society should be encouraged, particularly
for equipping tobacco control advocates, decision-makers and the media. There is a
need to better document advanced practices in sustainable funding for tobacco control
programmes and for the broad dissemination of such practices.
70. Research needs to be coordinated and more closely tied to policy; the emphasis
should be on impact analysis and the translation of findings to inform policy
development and actions. Specific research gaps are evident in policy evaluation,
impact assessment, implementation research and measuring progress and change, as
well as regarding the supply and demand factors of tobacco in Europe. Despite the gap
in information about the direct and indirect costs of tobacco use, bearing in mind that
policy should be evidence based, research should be action oriented. A fuller use of the
articles on surveillance and research [Article 20 (1)] and partnerships and international
cooperation [Article 22 (1)], for example, could lead to better reporting of tobacco use
and a sounder tracking of tobacco industries and their partners as they seek to influence
WHO FCTC implementation. It could also enable more coordinated surveillance and
evaluative strategies and information exchange among countries and networks (22).
Recommendations for Member States
71. Establish and/or maintain sustainably funded tobacco consumption surveillance
systems and regularly measure and report on the use of all tobacco products in adults
and adolescents, disaggregated by age, sex and socioeconomic status, as appropriate
[Article 20 (1)].
72. Continuously evaluate tobacco control measures to ascertain impact and
outcomes, including differentially across population groups, as appropriate
[Article 20 (1)].
73. Promote an active and multidisciplinary tobacco and ENDS research programme
to address gaps in knowledge, inform policy and invest in translating research into
practice [Article 20 (1)].
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74. Enhance tobacco industry monitoring and surveillance programmes and identify
and overcome barriers to gain better access to real-time sales data for analysis
[Article 20 (1)].
75. Monitor current expenditure on tobacco control across government and at
subnational levels, and compare with WHO recommended investment in “best buys”.
76. Engage with tobacco control advocates, academics and civil society in
codesigning, monitoring and evaluating tobacco control interventions, supporting efforts
through appropriate training, capacity-building and the provision of information
[Articles 4 and 22 (1)].
Actions for the WHO Regional Office for Europe
77. Develop more coordinated surveillance, research and evaluative strategies and
encourage information exchange among countries and networks and the standardization
of tools and approaches, where relevant.
78. Support policy evaluation, encourage research to reflect policy priorities and
disseminate findings to further support countries in their efforts.
79. Support efforts for research and evidence to be applied and put into practice more
quickly.
80. Document and promote advanced practices in sustainable funding for tobacco
control programmes.
81. Support the parties to the WHO FCTC in complying, on time, with their reporting
obligations under Article 21 of the treaty (1).

Supporting area 2 – Working together: partnerships and
international cooperation
82. In an interdependent world, given the global and regional forces challenging
people’s health, the need for countries to act together becomes increasingly
important (5). The efforts of countries risk being undermined by cross-border activities
of the tobacco industry and its partners, including advertising, smuggling and pressure
on trade policies. Governments can engage and equip civil society and academia to
collaborate in collecting and using the necessary evidence for effective tobacco control
in their countries and to counteract substantial lobbying by the tobacco industry.
Partnerships that stimulate solidarity, collective learning and action assist in finding
innovative and sustainable approaches that meet the needs of people at all levels of
society.
83. Comprehensive multisectoral strategies and programmes are essential to reduce
the consumption of all tobacco products. One of the strategic objectives of Health 2020
is to improve leadership and participatory governance for health. Effective tobacco
control requires whole-of-government and whole-of-society approaches so that all
sectors understand their roles and act on their responsibility for health and for
accountability within all levels and systems. Supporting the achievement of the three
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focus areas and the implementation of the WHO FCTC will require the involvement of
multiple sectors, such as health, education, environment, trade, finance, social affairs
and agriculture, as well as the wider stakeholders, such as citizens, civil society
organizations and the media. Within countries, national and subnational governments
have important and complementary roles to play.
Recommendations for Member States
84. Facilitate the participation of all relevant sectors, particularly health, finance,
economy, education, environment and trade, and develop and sustain partnerships with
broader stakeholders, such as civil society and researchers, in order to achieve the
objectives of the WHO FCTC [Article 4 (1)].
85.

Invest in international cooperation [Article 4 (1)].

86. Promote and facilitate the development, transfer and acquisition of technical,
scientific, legal and other expertise [Article 22 (1)].
87. Support other Member States in the Region, for example, those with experience
should share such knowledge with those most in need.
Actions for the WHO Regional Office for Europe
88. Continue to work closely with WHO and the Convention Secretariat to assist
countries in translating the provisions of the WHO FCTC into national-level policies
and programmes, and in interpreting implementation guidance to fit regional
specificities.
89. Develop and sustain relevant partnerships at international and European levels,
including with the EU and relevant United Nations partners, to support tobacco control
in the WHO European Region, promoting the integration of FCTC implementation with
health, development and other multisectoral programmes, including, as appropriate,
within United Nations Development Assistance Frameworks.
90. Build cooperative relationships with non-United Nations and nongovernmental
bodies, including civil society organizations, as well as institutions and economic
development agencies that would help develop the economic case for tobacco control
and support the development and implementation of tobacco taxes.
91. Encourage and facilitate mutual support among Member States, helping to match
those most in need with those that can provide the most relevant experience.
92. Convene and facilitate groups of countries to work together on common themes of
interest, such as emerging issues, and increase cross-country collaboration.
93. Enlist the support of professional associations of doctors, nurses and associated
health professionals in reducing tobacco use among their membership and in equipping
them to support tobacco cessation among patients.
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Appendix. Context and impact of tobacco
1.
Tobacco use is the single most preventable cause of death and disease.
Approximately 1.6 million people in the WHO European Region die of tobacco-related
diseases every year and the Region has the highest proportion of deaths (16%)
attributable to tobacco use. Globally, Europe also has the highest prevalence of tobacco
smoking among adults (28%), including one of the highest smoking prevalence rates
among women (19%) (1).
2.
Tobacco is a leading contributor to the overall health inequities in Europe:
mortality from smoking-related conditions accounts for 22% of the overall inequities in
the death rate from any cause among men and for 6% among women (2). In some
countries, the percentage can be higher (3). Globally, being born male has been the
highest predictor of tobacco use. However, the uptake of smoking among females has
been rising (4). The socioeconomic inequities in tobacco consumption are large and are
widening (5): even in countries where substantial reductions in smoking prevalence
have been achieved, there may be an impact differential with, for example, greater
reductions achieved among the higher-income or better educated groups. Some
population groups may face particular challenges: for example, smoking is twice as
common among those with mental health conditions compared to the general
population; yet only a minority of people from this group receives effective smoking
cessation interventions, and health-service settings may not be required to be smoke
free (6,7).
3.
Exposure to tobacco can start early in life. Smoking during pregnancy means that
tobacco-related harm begins in utero, and tobacco-related inequities can then increase
over the life-course. Over 40% of children have at least one parent who smokes and
almost one in two children regularly breathes air polluted by tobacco smoke in public
places (8). Children from disadvantaged groups are more likely to live with people who
smoke. In this case, they are twice as likely to take up smoking themselves. Resolution
EUR/RC64/R6 on the European child and adolescent health strategy 2015–2020 (9),
adopted by the WHO Regional Committee for Europe at its 64th session in 2014,
contains the aspiration that all children born in or after 2000 will grow into nonsmoking adults and reach middle age on a continent where tobacco is a rarity and where
children grow up free of direct or indirect exposure to tobacco smoke. The fact that so
many smokers start smoking before they are 18 years old suggests that the age-related
restrictions on the sale of tobacco products have been circumvented in many countries.
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