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Abstract
Ten years have passed since the adoption of the WHO Framework Convention on Tobacco Control, a landmark 
in tobacco control. Some of the WHO European Region Member States are global leaders in tobacco control. 
At the same time, the prevalence of smoking among women in the Region is higher than in any other WHO 
region and, in some countries, is increasing among young women and girls. The tobacco industry continues to 
work relentlessly to catch new customers as early as possible in their lives, using well-targeted gender-specific 
strategies. The report provides examples of effective tobacco-control action taken in Europe and elsewhere 
that may strengthen the hands of those interested in public health and tobacco control. 
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Ten years have passed since the adoption of the WHO Framework Convention on Tobacco Control (WHO 
FCTC), a landmark in tobacco control. In this decade, much hard work has been carried out in the WHO Euro-
pean Region and globally to strengthen tobacco-control policies. Indeed, some of the countries of the Region 
are global leaders in tobacco control. At the same time, however, the prevalence of smoking among women in 
the Region is higher than in any other WHO region and, in some countries, is increasing among young women 
and girls. This is an extremely serious concern. As we see men move out of the tobacco pandemic, we cannot 
contemplate seeing women moving in. The smoking trends of women and men change over time and across 
populations as do gender norms and roles. This tendency has been clearly understood by the tobacco industry: 
it is now time for the health community to systematically intervene on the specific risks faced by women. 

Women are as likely as men to develop and die from the many diseases caused by smoking. In addition, they 
face risks that are unique to their sex. Female smokers are now at as high a risk of dying from lung cancer as male 
smokers. In some European countries we can see that the death rate for lung cancer in females has now over-
taken that for breast cancer, hitherto the greatest killer of women among cancers. Even in countries where the 
prevalence rates of female smokers are far below those of male smokers, women and children are at great risk 
of contracting smoking-related diseases, such as asthma and cardiovascular disease, from breathing second-
hand smoke. 

The Region’s ministers of health met in Turkmenistan in 2013 to discuss the global threat of noncommunicable 
diseases (NCDs) and how to address it. Tobacco is a common cause of the four major NCDs – cancer, car-
diovascular disease, chronic respiratory disease and diabetes. The ministers of health agreed to work towards 
achieving the global voluntary target of a 30% reduction of tobacco use by 2025, and shared the aspiration of a 
tobacco-free Region. One of the first steps towards these ambitious goals is to ensure that tobacco-control poli-
cies are planned taking all the inhabitants of the Region into account. This means that policies must be planned, 
executed and monitored using a “gender lens”, and their likely impact considered equally for girls/women and 
boys/men. Monitoring and evaluation should target both sexes, and different age and socioeconomic groups.

This report clearly shows that the tobacco industry continues to work relentlessly to catch new customers as 
early as possible in their lives, using well-targeted gender-specific strategies. The European “women’s mar-
ket” represents a glittering prize for the tobacco industry, and they will not stop trying to capture it unless they 
are forced to do so. The report provides examples of effective tobacco-control action taken in Europe and 
elsewhere that may strengthen the hands of those interested in public health and tobacco control. This action 
comprises the creation of evidence-based policies that take women into account. We know that the WHO 
FCTC provides us with a legal framework for effective policy-making, and that sustained and comprehensive 
efforts are needed to prevent the pain, disability and death caused by smoking. Acting together with strong 
and unremitting resolve, we can help the people of the European Region to live longer, healthier and happier 
lives. The European policy framework and strategy for the 21st century, Health 2020, recognizes that gender 
norms and values influence behaviour and health-sector response. Using a gender approach whereby sex- and 
age-differentiated data are systematically taken into consideration, and the causes of inequality identified, is a 
prerequisite of any sound evidence-based policy aiming not only at improving the health of the population but 
also at reducing gender-based inequality.   

Zsuzsanna Jakab,  
WHO Regional Director for Europe

Foreword
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In 2010, the WHO Regional Office for Europe pub-
lished a report - prepared in collaboration with the 
International Network of Women Against Tobacco 
(INWAT) Europe - on the aggressive marketing of 
tobacco to women and young people in the Euro-
pean Region and the steps being taken to combat 
it (1). The WHO Framework Convention on Tobacco 
Control (WHO FCTC), the first international tobacco-
control treaty, is a powerful instrument for use in 
fighting against the strength and influence of the 
tobacco industry (2). The Convention strongly under-
pins gender equality, its preamble reminding us of the 
increase in tobacco consumption among girls and 
women worldwide and the need for the participation 
of women at all levels of policy-making and imple-
mentation (2). Some of the strategies it recommends 
– for example, raising tobacco taxes, providing more 
extensive protection from second-hand smoke, ban-
ning the promotion of tobacco products, removing 
point-of-sale display of tobacco, and mandating big-
ger graphic health warnings and plain or standardized 
tobacco packaging – have been implemented both in 
Europe and in other parts of the world. 

The United Nations system, as a whole, has an influ-
ential position in the fight for better health and gender 
equality for all people of the world. The Convention on 
the Elimination of All Forms of Discrimination against 
Women obliges Parties to take the appropriate meas-
ures to eliminate discrimination against women in 
health care (3). The Convention on the Rights of the 
Child obliges Parties to recognize children’s rights to 
the highest attainable standard of health (4).

In September 2011, the participants of the United 
Nations High Level Meeting on Non-Communicable 
Diseases agreed to take unified action to combat the 
growing epidemic of these diseases (5). Contrary to 
popular belief, noncommunicable diseases (NCDs) 

pose a greater threat to low- and middle- income 
countries (LMICs) than they do to high-income coun-
tries. Currently, 80 % of annual deaths from NCDs – 
equivalent to 29 million people – occur in LMICs and 
this percentage is projected to increase (6). Tobacco 
consumption is a risk factor common to the leading 
NCDs. In the Ashgabat Declaration (7), WHO Euro-
pean Member States confirmed their commitment 
to accelerating efforts to achieve full implementation 
of WHO FCTC, to reach the global target for NCDs 
related to tobacco use (30% relative reduction by 
2025), and shared their ambition of working towards 
a tobacco-free European Region.

In addition to the obvious humanitarian reasons to 
curb NCDs, the current financial crisis gives a clear 
economic incentive to do so. The annual economic 
loss per person as a result of inactivity caused by 
NCDs is estimated to be US$ 25 in low-income coun-
tries, US$ 50 in middle-income countries and US$ 
140 in high-income countries. The financial crisis has 
not affected women and men equally and, therefore, 
while the impact of population-based and individual-
based intervention may reduce overall prevalence, it 
could also increase the inequity gap if gender assess-
ment across socioeconomic groups is not included in 
“best buy” initiatives. 

It is essential to remember that tobacco is the only 
consumer product in the world that kills about half of 
its customers when used as the manufacturers in-
tended. There is still a large imbalance between what 
can be done by those interested in promoting public 
health and the power of the tobacco industry and 
its allies (tobacco growers, advertising and public-
relations bodies, distribution networks, front groups 
and covertly funded “think tanks”, among others) to 
continue to evade the rules and government efforts to 
eliminate excessive hazards to health.

Introduction
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Based on the latest data in the WHO report on the 
global tobacco epidemic, 2013:  enforcing bans on 
tobacco advertising, promotion and sponsorship (8), 
roughly 28% of adults in the WHO European Region 
smoke tobacco in contrast to 20% of adults in the 
Region for the Americas and 15% of adults in the 
African Region. Currently, the European Region has 
the highest prevalence of female smokers (19%) of 
all WHO regions. Much progress has been made 
since the WHO FCTC came into force in 2005, when 
35.3% of adults (44.9% males and 25% females) in 
the European Region smoked tobacco, and there is 
great potential to advance much further by fully imple-
menting the WHO FCTC, using a gender approach. 
The overall pattern of smoking across Europe reflects 
the spread of the smoking epidemic: men in western 
and northern European countries took up smoking 
first and women in these countries followed suit; the 
same development then occurred in the countries of 
southern and central Europe (9).

Prevalence: who in the Region 
smokes?

The countries can be grouped according to the 
stage of the smoking epidemic they are at, reflecting 
local smoking patterns for females and males. In the 
Nordic and some other western European countries, 
there is little or no difference between the smoking 
rates for females and males, for example, in Denmark 
(2012) with 24% and 24.7%, respectively (10), Ireland 
(2012) with 20.0% and 22.6%, respectively (11), and 
the United Kingdom (2012) with 20% and 21%, re-
spectively (12). Although in many countries of central 
and southern Europe more men than women smoke, 
in some, the rates for female smokers are high and 
still increasing. Austria, Bulgaria, the Czech Republic 
and Greece fall into this group; they also have the 
highest prevalence rates of smoking in adult females 
recorded in the Region, namely, 34.7%, 28.2%, 
32.3% and 38%, respectively (Fig. 1) (13). Finally, a 
third group of countries, notably those of the former 

Chapter 1. 
Describing the problem

<10.0 % 10.1-15.0 % 15.1-30 % 30.1-45 % >45 % Not applicable No data

Fig. 1. Prevalence of tobacco smoking, females >15 years, WHO European Region, 2009

Note. The graphics are based on data originating from Tobacco control country profiles, 2009 (13). 

Sources: WHO report on the global tobacco epidemic, 2013: enforcing bans on tobacco advertising, promotion and sponsorship (8); Tobacco control 
country profiles, 2009 (13); Prevalence of tobacco use among adults and adolescents [website], 2012 (14).
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Soviet Union, have high rates of smoking among men 
and relatively low but increasing rates among women.

There are numerous reasons for the smoking trends 
observed among European women and girls. 
Although this report will focus on the tremendous 
impact of tailored marketing by the tobacco industry 
through well-funded campaigns, it is important to 
consider several other factors. In general, smoking 
among females is highly influenced by socioeco-
nomic status, the most affluent often being both the 
first to start and the first to quit. The countries where 
smoking is increasingly associated with low socioeco-
nomic status are also among those with the longest 
histories of smoking. The highest rates of smoking 
are found among the unemployed, the self-employed 
and manual workers (15). Smokers in lower socio-
economic groups commonly start at a younger age 
than those with higher socioeconomic status, their 
daily consumption is larger, they are at greater risk of 
becoming addicted, and they find it much more dif-
ficult to quit (16). Finally, girls and young women with 
lower socioeconomic status are largely unaware of 
the health risks of smoking and second-hand smoke 
and, therefore, are vulnerable to the advertising strat-
egies of the tobacco industry. The addictive nature of 
tobacco consumption is often underestimated (17).

The results of the Global Youth Tobacco Survey 
(GYTS) carried out in 2013 (18) reveal that, in several 
countries, although the prevalence of smoking in 
adult men is higher than in adult women, the reverse 
is seen among adolescents (13–15 years) (Table 1). 
In other countries, the prevalence gap between boys 
and girls is very small or on the verge of closing, and 
the increasing rate of tobacco use in females is of 
greater concern.

Another prevailing issue is that social and cultural 
constraints are changing in the majority of the coun-

tries of the Region, and it has become more accept-
able for females to use tobacco. Smoking is often 
portrayed by the tobacco industry as a symbol of 
empowerment, emancipation and success. Cigarette 
packs resembling lipstick cases, for example, spread 
the sense of being associated with glamour and fash-
ion (19). Women’s spending power has increased and 
cigarettes are becoming more affordable for them, 
especially in countries where tobacco taxes have 
not been raised. The impact of the tobacco indus-
try’s marketing strategy is of indisputable magnitude 
(20,21).

A side effect of the smoking trends in Europe is the 
high number of women and children that are exposed 
to second-hand smoke, especially in the southern 
and eastern parts of the Region (Fig. 2) (22).

Health consequences of 
smoking in women
Overall tobacco-related mortality

A recent study of one million women in the United 
Kingdom showed that smoking remains the leading 
preventable cause of death in women. Smokers lose 
at least ten years of their lives, but if they stop before 
the age of 30, 97% of the excess mortality caused by 
continued smoking can be avoided; if they stop well 
before the age of 40, more than 90% can be avoided 
(Fig. 3). On the other hand, continuing to smoke after 
the age of 40 will result in a 10-fold increase in the 
hazards it causes. Even in the case of women who 
smoked fewer than ten cigarettes per day (baseline), 
12-year mortality was doubled. The risk of contract-
ing 23 of the 30 most common causes of death also 
increased significantly in smokers: for lung cancer, 
the rate ratio was 21.4. Among ex-smokers who had 
stopped permanently at ages 25–34 years or 35–44 
years, the respective relative risks were 1.84 and 3.34 
for lung-cancer mortality (23).

Country Adults (15+ years)
2011

Adolescents (13-15 years)
2008-2012

Men Women Boys Girls

Bulgaria 48 31 24.4 31.6

Croatia 36 30 26.7 27.0

Czech Republic 32 24 28.0 33.1

Finland 27 20 16.9 19.7

Hungary 35 27 21.6 23.9

Italy 31 18 19.4 21.6

Latvia 46 20 29.2 33.8

Table 1. Prevalence of tobacco use among adults (2011) and adolescents (2008-2012), selected 
countries

Source: Global Youth Tobacco Survey, 2013 (18).
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Diseases caused by smoking
It is well documented that women are just as vul-
nerable as men to the dangers of tobacco, if not 
more so. Tobacco smoke is a mixture of about 4800 
compounds containing 90 known carcinogens and 
about 250 toxic substances (24-26). Smoking has 
a harmful effect on nearly every organ of the body, 
as well as on general health. It is the cause of many 
diseases and is a significant risk factor for several 
severe chronic diseases, such as different types of 

cancer, cardiovascular and respiratory diseases, and 
diabetes mellitus (Fig. 4). Female smokers have the 
same risk of stroke as men, but they also reap similar 
benefits as men in avoiding cardiovascular diseases 
if they stop smoking (27). Smoking also harms the 
eyes, teeth and bone structure and reduces fertility 
(28). There is also strong evidence of an association 
between tobacco and tuberculosis: smoking reduces 
host defence in the lung and increases the risk of 
infection by a factor of more than two and a half. In 

<10.0 % 10.1-15.0 % 15.1-30 % 30.1-45 % >45 %

Fig. 2. Prevalence of female exposure to second-hand smoke in the WHO European Region, 2010

Fig. 3. All-cause mortality: illustration of the effects of a 3-fold difference in annual death rates of 
women on mortality from 35 to 80 years, United Kingdom

Source: Global estimate of the burden of disease from second-hand smoke, 2011 (22).

Source: reprinted with permission from Elsevier (The Lancet. 2013; 381(9861):133-41) (23).
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fact, more than 20% of global tuberculosis incidence 
is attributable to smoking (29). Smoking may impair 
immunologic defence in the airways and promote the 
likelihood of infectious disease; more specifically, it 
may strengthen the aggressiveness of microbes and 
their resistance to antibiotic treatment (30).

Smoking and lung cancer
Lung cancer is an ever-increasing health problem for 
European women (32). For example, between 1990 
and 2004, the numbers of new cases of lung cancer 
in female smokers in Germany more than doubled 
(33). While trends for most cancers may show a level-
ling off or even a decline throughout Europe, this is 
not the case for lung cancer in women. It is expected 
that lung cancer will become the primary cause of 
cancer death in European women within a few years, 

overtaking breast cancer (32). This is already the case 
in a number of countries of the Region, for example, 
Albania, Denmark, Hungary, Ireland, Luxembourg, 
the Netherlands, Norway, Poland, Sweden, Switzer-
land and the United Kingdom (34). While in Poland, 
for example, the rates of lung cancer in women have 
been increasing steadily, in the United Kingdom they 
increased until the late 1980s and then began to 
decline, continuing to do so until the early 2000s; 
however, after the year 2000, they started to increase 
again. Lung-cancer rates increase with a delay of 
about ten to twenty years after increased smoking 
prevalence (35).

Special case: smoking during pregnancy
Smoking also compromises pregnancy and reproduc-
tive health. The prevalence of smoking in pregnant 

Source: reproduced with permission by the German Cancer Research Center (31).

Fig. 4. Smoking-related diseases
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women is strongly related to age and socioeconomic 
status. In the Nordic countries, the highest rates of 
smoking during early pregnancy are observed among 
teenagers (24% in Sweden and 49% in Finland and 
Norway). Moreover, single pregnant women are 2-3 
times more likely to smoke than married pregnant 
women and those in the lowest socioeconomic 
groups are 6-7 times more likely to smoke during 
early pregnancy than those with a higher socioeco-
nomic status (36). Similar trends of smoking in early 
pregnancy have also been observed in Spain, where 
the most vulnerable groups are manual workers and 
women with low levels of education (37).

Babies of women who smoke have a higher risk of 
being born with low birth weight than do those of 
non-smokers. Women who smoke during pregnancy 
have a high risk of severe complications, including 
miscarriage, stillbirth and serious malformations of 
the unborn child, such as musculoskeletal defects, 
limb reduction, missing/extra digits or facial defects 
(38,39), congenital heart defects (septal defects) and 
cleft palate, as well as sudden infant death syndrome 
and childhood obesity (28,40,41).

Diseases caused by exposure to second-hand 
smoke
Exposure to second-hand smoke is a big issue for 
women everywhere, but especially in some of the 
southern and eastern European countries where 
many men smoke. Breathing second-hand smoke 
can have severe health consequences and cause dis-
eases, such as eye irritation and breathing problems 
due to swelling of the mucosa, which increases the 
risk of repeated respiratory infection (42). Exposure to 
second-hand smoke can also damage the circulatory 
system, raising the risk of acute arteriosclerosis, heart 
disease and stroke by 25-30% (25,43,44). It is also 
responsible for increasing the risk of lung and breast 
cancer, especially in young women (25,45).

Exposure to second-hand smoke among children is 
a severe problem, especially in the Balkan countries 
and those of the former Soviet Union. In countries, 
such as Georgia, Montenegro, Serbia and Ukraine, 
for example, up to 90% of children are exposed to 
second-hand smoke indoor and/or outdoors; of 
those, girls account for 36-89%, depending on the 
country and the measures being taken to support 
smoke-free environments (46).

Smoking by either one or both parents harms chil-
dren by exposing them to second-hand smoke. This 
increases the risk of sudden infant death syndrome, 
acute respiratory infections and ear problems, and of 
causing more severe asthma (25). There is growing 
evidence that second-hand smoke also leads to the 
development of fatty plaque, a precursor of coronary 

heart disease, and may be associated with cognitive 
impairment in children (47). In fact, prenatal expo-
sure to second-hand smoke can result in decreased 
neuronal development in young children, and postna-
tal exposure is highly correlated with poor academic 
achievement and neurocognitive performance in older 
children and adolescents (48).

Tobacco dependence in women
Nicotine is a stimulant drug, which is almost as addic-
tive as heroin or cocaine. Inhaled with the smoke of 
a conventional tobacco cigarette, or with the vapour 
of an electronic cigarette (e-cigarette), it reaches the 
brain via the bloodstream within a few seconds while 
the elimination of nicotine from the body takes several 
hours. It modulates the reward function in the brain, 
as well as several learning processes, thereby induc-
ing physical and psychological dependence (49). The 
first symptoms of dependence may develop within 
several weeks or months after the onset of cigarette 
smoking, a sensation of relaxation on first exposure 
being a strong predictor of dependence (50). About 
a half of all current smokers are addicted to nicotine 
(51).

Women may be especially prone to nicotine addiction 
as studies have shown that very acute negative mood 
situations may increase the craving to smoke to a 
greater extent in women than in men (52). In contrast 
to their male counterparts, levels of nicotine found in 
the bloodstreams of female smokers were less con-
stant (53,54) and showed a faster onset of addiction 
symptoms (55). 

As a stimulant, nicotine has a dual effect: it heightens 
attention, memory and learning processes on the 
one hand and, on the other, acts as a depressant by 
reducing negative mood, anxiety and pain. Differ-
ent psychosocial barriers (symptoms of depression 
and negative mood, anxiety about quitting, weight 
concerns) and biological barriers specific to women 
(changes in the steroid hormone status, for example, 
postmenopause and postpartum) make it potentially 
more difficult for them to quit smoking (9,56-58). 
Women may also be more sensitive to stress than 
men, especially in the premenstrual phase, and may 
show higher levels of negative expectancy during the 
smoking-cessation process (59,60). There is some 
evidence that smoking during pregnancy may be an 
independent risk factor for lifetime nicotine depend-
ence in adult daughters (61). 

Female smokers are more afraid than men of gain-
ing weight if they stop smoking (62) and this has 
been shown to affect quit attempts negatively (63). 
In fact, women do generally gain more weight than 
men, often due to increased calorie intake or reduced 
physical activity (64-66) but, by and large, the amount 
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gained is less pronounced than most women fear: 
there is a mean gain of 5 kg and only about 13% 
of women gain more than 13 kg (67,68). There is 
also evidence that withdrawal symptoms may be 
more severe in women than in men (62,69), and that 
nicotine replacement therapy, which could reduce 
these symptoms, is less effective in female than in 
male smokers (53,62). Thus, women especially might 
benefit from therapy and support focusing on mood 
disturbances and weight concerns (62).

Based on data resulting from studies conducted 
mainly in clinical settings (70-77), it has been claimed 
that women are less likely than men to be success-
ful in quitting smoking. However, data from general 

population surveys carried out recently in Canada, the 
United Kingdom and the United States allow a more 
detailed insight into this claim and indicate an age-
dependent pattern of gender differences in smoking 
cessation, which is consistent across these countries; 
across all age groups combined, only insignificant 
differences between the genders were found in rela-
tion to cessation. However, among younger adults, it 
was clear that women tended to be more likely to quit 
smoking than their male counterparts. Among older 
age groups (>50 years), this pattern was reversed. 
Misleading women into believing that they are less 
likely to be successful in giving up smoking could 
discourage them in their intention to quit (78).
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While the struggle to encourage people to quit smok-
ing or avoid starting has been going on for decades, 
new challenges are materializing in the form of nico-
tine-containing products. It is unclear whether these 
products will help people quit smoking or give them 
an added incentive to use nicotine-containing prod-
ucts. We have chosen to examine three examples 
of alternative nicotine delivery: e- cigarettes, which 
gained popularity quickly but about which very little is 
currently known; hookah, a traditional product from 
the Middle East, which European youths are adopting 
in the mistaken belief that it is not harmful; and snus, 
which, although it has been around for many years 
and is banned in all European Union (EU) countries 
except Sweden, is being promoted as a safer form of 
nicotine use. 

E-cigarettes

Using e-cigarettes simulates smoking cigarettes 
without burning tobacco. They consist of a battery-
powered unit, an electronic atomizer and a cartridge 
containing liquid, which is vaporized and inhaled by 
sucking at the mouthpiece or operating a switch. The 
liquid contains four main ingredients: propylene glycol 
and/or glycerine as a base for producing the vapour, 
flavours and optional nicotine. 

E-cigarettes are not emission-free albeit the levels 
of most of the substances measured in e-cigarette 
aerosol are much lower than in conventional cigarette 
smoke. Volatile organic substances, metal particles 
and ultrafine liquid particles are present, which may 
cause adverse health effects not only to users but 
also to nonusers breathing in second-hand vapour 
(79-82).

Several carcinogenic and toxic substances have been 
identified in the liquid and aerosol of e-cigarettes. In 
addition to a broad variety of pre-mixed cartridges, 
customers can mix their own liquid cocktail. A lack of 
knowledge about the contents of the inhaled mixture 
entails the problem of quality standards. Based on 
current information, little is known about the impact 
of e-cigarette use on health (80,83). Thus, short-term 
and long-term health risks cannot be excluded, es-
pecially for individuals with already impaired airways; 
further studies are needed.

Most e-cigarettes contain nicotine that can lead to 
addiction. Their delivery of nicotine to the blood stream 
seems to be slower and at a lower level than is the 
case with conventional cigarettes (84-86). Neverthe-
less, e-cigarettes – regardless of their nicotine con-
tent – can reduce the desire to smoke, albeit to a 
lesser extent than conventional cigarettes, and relieve 
withdrawal symptoms in a more satisfying manner 
than nicotine inhalers (Fig. 5) (84). There is currently 
little scientific evidence to show that e-cigarettes help 
achieve sustained smoking cessation. According to the 
findings of one recent study, e-cigarettes may have the 
same weak efficacy as nicotine patches (87). 

Prevalence in Europe
E-cigarettes have soared in popularity in recent years. 
In 2012, about 2% of EU citizens used or had used e-
cigarettes regularly or occasionally and 5% had tried 
them once or twice (15). Most users are smokers and 
surveys conducted in different European countries 
revealed that up to half of the cigarette smokers had 
tried e-cigarettes and up to about a quarter of them 
had become regular users (88-91). 

GYTS results show that the prevalence of e-cigarette 
use is generally higher across the younger age group. 
According to the survey in Latvia (2011), 9.1% of 
13–15 year-olds were using e-cigarettes (10.3% boys 
and 7.7% girls) (92); in Finland (2012), this proportion 
was 5.0% (6.7 % boys and 3.2 % girls), while 15.1 
% had tried them (19.6% boys and 10.4% girls) (93) 
(Table 2). However, the use of e-cigarettes is increas-
ing rapidly and these figures probably underestimate 
the current situation. Moreover, there are fears that 
the whole picture is changing as e-cigarettes appear 
to appeal increasingly to teenagers and young adults 
as well as to non-smokers (94-97). 

The different surveys revealed no distinct gender-
specific trend in the use of e-cigarettes: experimenta-
tion rates in Hungary and Poland tended to be higher 
among boys and young men (95,97) , whereas in 
France more girls than boys under 17 years of age 
had experimented with them (23% vs 15%) (94). 
Up to about one third of the children that had tried 
e-cigarettes were non-smokers (94,95,97,98). For 
some young people, e-cigarettes may be a gateway 
to cigarette smoking (94).

Chapter 2. New  
challenges for women
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Fig. 5. Suppression of desire to smoke resulting from use of e-cigarettes with/without nicotine,  
nicotine inhalers, cigarettes

Source: reproduced by permission of the publisher from Bullen et al, 2010 (84). 
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Country Year
No. sur-
veyed

Frequency
Prevalence (%)

Boys
(years)

Girls
(years)

All youth 
(years)

Finland 2012 4 773 Tried
Current usea

Daily use

19.6
6.7
1.2

10.4
3.2
0.1

15.1 (13-15)
5.0 (13-15)
0.7 (13-15)

France 2012 3 409 Tried 5.3 (12-14)
12 (15-16)

15 (17)
12 (18-19)

6.6 (12-14)
11 (15-16)

23 (17)
5.5 (18-19)

6.4 (12-14)
11.8 (15-16)

19 (17)
9.3 (18-19)

France 2013 5 632 Tried 19.1 17.5 18.3 (12-19)

Hungary 2012 2 325 Used in past 30 days 16 11 13 (13-15)

Latvia 2011 3 130 Current usea 10.3 7.7 9.1 (13-15)

Poland 2010/2011 11 893 Tried
Used in past 30 days

25.1 (15-24)
9.0 (15-24)

18.8 (15-24)
5.8 (15-24)

23.5 (15-19)
8.2 (15-19)

Table 2. Prevalence of e-cigarette use among youth, selected countries, 2010-2013

a Smoked electronic cigarettes during the past 30 days.

Sources: Data from Pudle et al, 2011 (92); Ministry of Social Affairs and Health of Finland, 2012 (93); Dautzenberg et al. 2013 (94); Demjén et al. 2013 
(95); Goniewicz & Zielinska-Danch, 2012 (97); Office Français de Prévention du Tabagisme, 2013 (98).
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Regulation of e-cigarettes

Few countries in Europe have attempted to regulate 
e-cigarettes or other nicotine-containing products. 
Countries that do have regulations on the sale and 
use of these devices include Austria, Finland, France, 
Italy, the Netherlands and the United Kingdom. Several 
years ago, an expert panel appointed by the Ministry 
of Health of Turkey to consider an application for an e-
cigarette device as a smoking-cessation aid concluded 
that the evidence did not justify a positive decision. 
Sales of e-cigarettes are forbidden in Turkey, but they 
are available to the population through the Internet. E-
cigarettes will be regulated in the EU as a requirement 
of the revised Tobacco Products Directive (99). 

E-cigarettes will be put on the EU market in two 
forms: as a medicine and as a consumer product. 
If companies choose to claim that their e-cigarettes 
help smokers quit, they will be obliged to seek a 
product licence for medicine. Otherwise, they can 
take the consumer route in which case they will be 
subject to:

• meeting quality and safety standards;

• complying with a pre-market notification system, 
which includes providing information about the 
manufacturer, the ingredients used and related 
emissions, nicotine dose and uptake, product 
and production processes, and a declaration that 
the manufacturer takes full responsibility for the 
quality and safety of the product under normal 
use;

• adhering to maximum size limits for cartridges 
and refillable tanks (2 ml), as well as for e-liquid 
bottles (10 ml);

• adhering to a maximum nicotine strength of 20 
mg/ml;

• meeting the requirement that e-cigarettes and 
e-liquid bottles are child and tamper proof, pro-
tected against breakage and leakage, and have a 
mechanism to ensure leakage-free refilling;

• covering a minimum of 30% of the two larg-
est surfaces of the packs with health warnings 
related to nicotine addiction; and

• adhering to EU advertising bans similar to those 
for tobacco.

The marketing of e-cigarettes has become wide-
spread in Europe. This topic is addressed in the 
Chapter 3.

Hookah (water pipe, shisha, 
nargile, hubble-bubble)
Tobacco for use in water pipes is mixed with molas-
ses, humectants and different sweet flavours like 
apple, cherry and other fruit-based mixes, as well as 
vanilla, liquorice and rose. These flavours make it very 
appealing to young people in particular (100). 

Water-pipe tobacco does not burn like cigarette 
tobacco but carbonizes at low temperatures of about 
100 °C. This may result in high exposure to carbon 
monoxide (101). Although the smoke passes through 
water, it still contains several toxicants (such as, tar, 
formaldehyde, acetaldehyde and acrolein), heavy 
metals, benzene and benzo(a)pyrene, nitrosamines 
and polycyclic aromatic hydrocarbons and nicotine 
(102-105). During a typical water-pipe session lasting 
about an hour, consumers inhale much more smoke 
than they would in smoking cigarettes, resulting 
in a different pattern of exposure to carcinogens 
(100,102-104).

The health effects of water-pipe smoking have been 
studied less intensively than those of smoking con-
ventional tobacco but, on analysing the available data 
in 2005, WHO concluded that both types of smoking 
are associated with many of the same adverse health 
effects, and that water-pipe smoking may involve 
some unique health risks (100). It increases the risk 
of lung cancer, respiratory illness and periodontal 
disease. If pregnant women practise it, they increase 
the risk of giving birth to babies with low birth-weight 
(106). Often, several persons use the same mouth-
piece, which puts them at risk of contracting infec-
tious diseases, including tuberculosis and hepatitis 
(100,107). Frequent water-pipe smoking is likely to 
lead to nicotine addiction (108,109).

Originating in Asia and the Middle East in the 16th 
century, water-pipe smoking has gained popular-
ity in European countries in recent years, especially 
among young people (110). Among adults, the use 
of water pipes remains relatively low. An estimated 
16% of EU citizens have tried water-pipe smoking: 
11% have used it once or twice, 4% use it occasion-
ally and 1% regularly. Men are 20% more likely to 
have tried water-pipe smoking than women (11%). 
Water-pipe smoking is most widespread in the Baltic 
countries (Estonia (37%), Latvia (42%), Lithuania 
(36%)) and least in Ireland (5%), Malta (8%), Portu-
gal (5 %) and Spain (8%) (15). Global Adult Tobacco 
Surveys (GATS) carried out in Turkey (2012) (111) and 
Ukraine (2010) (112) revealed, respectively, that 0.8 % 
of adults (1.1% male and 0.5% female) and 2.0% of 
adults (3.2% male and 1.1% female) were water-pipe 
smokers.
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The use of hookahs is not a healthy alternative to 
cigarette smoking (107); on the contrary, the prod-
uct may prompt the initiation of cigarette smoking, 
especially in young people (113). Hookahs are for the 
most part used occasionally and for social events. 
The GYTS conducted in Latvia in 2011 revealed that 
21.5% of adolescents (20.9% boys and 21.9% girls) 
smoked water pipes (92). The same survey in Finland 
in 2012 revealed a much lower use at 2.3% (3.6% 
boys and 1.0% girls), although experimentation (hav-
ing tried a water pipe) was higher at 11.3% (14.0% 
boys and 8.7% girls) (93).

Snus 

Snus is a traditional oral-tobacco product originat-
ing early in the 19th century in Sweden where it is 
produced and regulated almost exclusively as a food 
product (Fig. 6). It is prohibited in all other EU coun-
tries. Snus consists of finely ground tobacco, mixed 
with flavours, salt, water, humectants and chemical 
buffering agents. Available loose and portion packed in 
different varieties, it is placed between the lip and gum, 
where the mucous membrane can absorb the nicotine.

In 2012, 19% of Swedish men and 4% of women 
used snus on a regular basis and a further 6% and 
3%, respectively, used it occasionally (114). Smok-
ing among Swedish women has decreased and 
their levels of snus use remain low. This leaves an 
unexploited market and snus manufactures have 
declared women to be the main marketing target. 
Nowadays, the development of snus products 
designed especially for women in attractive flavours 
and feminine packs, for example, are manifest.

Smoking snus is currently advertised as a less 
harmful alternative to tobacco smoking. However, 

it is known to increase the risk of pancreatic can-
cer, type-2 diabetes, gingival detraction, and birth 
defects in children born to women using snus (115). 
It is used as a substitute where smoking tobacco 
is not allowed and has been promoted as an aid to 
smoking cessation. However, as yet, no convincing 
scientific evidence exists to show that smokeless 
tobacco products, like snus, aid smoking cessation 
(115,116). Snus delivers levels of nicotine similar 
to those of conventional cigarettes and, therefore, 
causes addiction (117-120). Young consumers con-
sistently report that, as a result of using snus, they 
experience dependence and withdrawal symptoms 
similar to those related to cigarette smoking, and 
have difficulty in stopping (121,122).

Nonetheless, the use of snus is often wrongly 
cited as being the reason for the low prevalence of 
smoking in Sweden which, at about 13% in 2012, 
was among the lowest in the world (15,123). In 
many other countries, for example, Germany, Italy, 
the Netherlands and the United Kingdom, smoking 
prevalence has declined to a similar degree without 
the use of smokeless tobacco products (15,123): 
smokers succeeded in quitting without using snus 
(124,125). The same applies in Australia, where 
smoking prevalence is comparatively low at around 
18% (126). The decline in smoking prevalence in 
Australia and Sweden is primarily due to an increase 
in the implementation of efficient tobacco-control 
measures and in the proportion of people who have 
never smoked. 

Smokeless tobacco products with intense flavours 
may serve as a gateway to tobacco smoking, 
especially for the young. It is proven that snus in-
creases total tobacco consumption in the long term 
(127,128).

Fig. 6. Examples of Swedish snus boxes

© German Cancer Research Center, 2014.
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Cigarettes are one of the most widely advertised 
products in the world. The aim of tobacco market-
ing is to entice people to start smoking and deter 
smokers from quitting or switching brands. To this 
end, the tobacco companies are constantly analys-
ing the market and developing new, customized 
marketing strategies, which include combinations of 
effective advertising and promotion. These strate-
gies take gender roles and norms into consideration 
(129,130). In the United States, women have been 
targeted in tobacco advertising since the 1920s. 
Nearly a century later, the most dominant themes 
continue to be glamour, sophistication and style, 
luxury, class and quality, romance and sex, sociabil-
ity, enjoyment and success, health, emancipation 
and, last but not least, slimness. 

“Tobacco advertising” means any form of com-
mercial communication with the aim - or the direct 
or indirect effect - of promoting a tobacco product. 
Direct advertising includes all forms of promotion: 
radio, television, cinema, print media, outdoor ad-
vertisements and online advertising.

The use of names, trademarks or symbols of to-
bacco products is also part of advertising. Indirect 
advertising includes: 

• any form of promotion (packaging, the distribu-
tion of free products, contests/competitions, 
discounts, event marketing, direct marketing, 
personal communication); 

• point-of-sale advertising; 

• promotion through ambient media (for example, 
within hospitality venues); 

• advertisements in smoking cabins (booths), for 
example, at airports, and specialist (flagship) 
stores; 

• brand stretching (for example, boots and 
clothes with cigarette brand names); 

• brand sharing (for example, naming a tobacco 
product after a non-tobacco brand, usually a 
luxury item); 

• sponsorship of individuals, institutions and 
events; 

• product placement (for example, on TV or in 
cinema films); and 

• so-called corporate social responsibility (CSR) 
initiatives.

Although some of the activities of the tobacco indus-
try covered in this chapter would appear to be gender 
neutral, that is, attractive to young people of both 
sexes, it is worth bearing in mind that the tobacco 
industry is targeting girls. Many of these activities 
are widespread and attract large numbers of young 
women. By aligning their promotional activities with 
trendy, fashionable events, the tobacco industry is 
able to influence the social acceptability and attrac-
tiveness of tobacco.

Mass-media advertising

Today, almost every country of the WHO European 
Region prohibits or restricts tobacco advertising on 
television and the radio, in magazines and newspa-
pers, and on the Internet (131). Billboard and other 
forms of outdoor advertising are still permitted in 
some countries and limited in others, while still others 
have no relevant legislation in this connection (131) 
(Case studies 1–3).

Case study 1. Campaign targeting young girls 
(Germany)
In 2011, an international tobacco company launched 
a mass-media campaign to promote its brand in 
Germany. At first, instead of the well-known cowboy, 
only the word “Maybe” appeared on the billboards 
in large black letters; other slogans, such as, “Don’t 
be a maybe. Be […]”, or “No more maybe”, fol-
lowed. These teasers were subsequently replaced by 

Chapter 3. Marketing  
by the tobacco and  
e-cigarette industries



Empower Women 13

advertisements showing adolescents in age-typical 
situations, for example, at rock concerts and parties, 
in the street or in motorbike shops, combined with 
slogans, such as, “Maybe never fell in love” (132). In 
striking contrast to the previous cowboy and country 
campaigns, women were featured.

The new advertisements were also shown in cinema 
spots and displayed at points of sale. With this cam-
paign, the company wished to dissociate itself from 
the old brand image built on the famous Wild-West 
campaign. It planned to pilot it in 40 markets during 
2012 (133,134).

In July 2012, the company suspended the campaign 
because of pressure from the responsible regulatory 
authorities as a result of complaints from German 
nongovernmental organizations (NGOs). According 
to the national authorities and the Federal Ministry of 
Consumer Protection, the campaign was in viola-
tion of the German Provisional Tobacco Act, which 
prohibits the advertising of tobacco products motivat-
ing young people and adolescents to smoke (135). At 
the end of the year, the campaign posters reappeared 
but in a modified form with different slogans and older 
models. In October 2013, the campaign was banned 
and all forms of advertising (billboards, flyers, cinema 
spots, etc.) were prohibited nationwide (136,137).

Tactics of the tobacco industry
According to the senior vice president of the tobacco 
company’s marketing and sales department: “[…] we 
developed the new […] campaign, which has been 
inspired by our deep understanding of adult smoker 
insights. […] one out of two Legal Age (minimum 18) 
to 39 year old smokers recall seeing the campaign 
visuals and one out of two talked about it” (134). 

However, an independent online survey, carried out 
by the largest market research institute in Germany, 
Gesellschaft für Konsumforschung (GfK), showed that 
teenagers (14-17 years) were also very familiar with 
the campaign (138). Those surveyed thought that the 
models pictured on the billboards were much younger 
than they actually were: 53 % were convinced that 
they were not more than 20 years old, and 12 % 
believed them to be their peers.

The survey also showed that the campaign had a 
greater impact on the girls whose recollection of it 
was better than that of the boys.

In Germany, there is no agreement among policy-
makers and officials on the regulation of tobacco ad-
vertising. While the Ministry of Consumer Protection 
advocates a ban on outdoor advertising, the Ministry 
of Economy is in favour of self restriction of advertis-
ing by the tobacco industry. In other countries, such 

as the United Kingdom, the voluntary approach has 
been found to obstruct the effective regulation of 
tobacco advertising needed to prevent an increase in 
smoking rates among young people.

Further information can be obtained from:
Dietmar Jazbinsek
Dieter Mennekes-Umweltstiftung, Kirchhundem, 
Germany
Tel. no: +49 30 692 32 40
E-mail: jazbinsek@online.de
Website: www.dieter-mennekes-umwelt.de

Case study 2. Campaign targeting young women 
and teenage girls (Switzerland)
A campaign has been running in Switzerland to re-
build image of one of the cigarette brands and incor-
porate modern values. Young women and teenagers 
are an important part of the target group.

Like Germany, Switzerland does not have compre-
hensive national legislation on the advertising and 
promotion of tobacco products. However, the tobac-
co industry has signed an agreement with the Swiss 
Commission on Integrity regarding self restriction of 
marketing (139). This voluntary approach offers the 
tobacco industry a wide array of promotional oppor-
tunities in Switzerland, including point-of-sale ad-
vertising, sponsorship of music festivals and cultural 
events, and advertising in newspapers and maga-
zines, all of which take place on a massive scale. 

Tactics of the tobacco industry
In May 2012, an international tobacco company 
launched a campaign in Switzerland to promote the 
sale of one of its products. By overtly addressing the 
campaign to youth, the tobacco giant violated the 
Swiss marketing code by, for example, addressing 
minors, using models under 25 years of age, and 
suggesting that smoking conveys an image of suc-
cess. 

In April 2013, the Swiss NGO, OxyRomandie, filed 
a complaint against the company with the Swiss 
Commission on Integrity, which, despite its title, is an 
industry-related self-regulatory body. The company 
requested a delay in the proceedings on three occa-
sions and, in January 2014, the complaint was still 
pending; as a result of the company’s commercial 
power, the complaint will probably be refused. Oxy-
Romandie’s main purpose in filing it was to expose 
the ineffectiveness of self-restriction in a campaign 
blatantly targeting young women and girls, which 
leads to the conclusion that the only valid approach 
is a comprehensive advertising ban in line with Article 
13 of the WHO FCTC (2) and its guidelines on imple-
mentation (140).
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Further information can be obtained from:
Pascal Diethelm
OxyRomandie, Geneva, Switzerland
Tel. No: +41 22 310 62 50
Email: diethelm@oxyromandie.ch
Website: www.oxyromandie.ch

Case study 3. Outdoor advertising (Bulgaria)
A national representative survey illustrated the growth 
of smoking prevalence among Bulgarian women from 
about 17 % in 1986 to nearly 30 % in 2001 (141).

In Bulgaria, there is great interest in slim cigarettes. 
They currently represent one third of the total tobacco 
market, many foreign brands having established 
themselves years ago through the intense marketing 
permitted at that time.

Tactics of the tobacco industry
Today, cigarette producers pitch their products to 
women, presenting brands as attractive and acces-
sible. In Bulgaria, advertisements include: “[…] is my 
cigarette brand that gives me daily pleasure and good 
taste, wrapped in finesse”; “My brand features me 
and adds to my style”; “[…] make me feel special, 
elegant and beautiful”1.

Hundreds of advertisements flood the capital, Sofia, 
and other major cities in Bulgaria (Fig. 7) where 
outdoor advertising is still permitted and tobacco ad-
vertisements appear outside hospitals, supermarkets 
and shopping malls, and on public transportation. 
The brand in question is promoted at points of sale 
and at events for journalists where prominent per-
formers and other celebrities are featured guests. As 
a result, it is widely represented in Bulgaria. The same 
campaign has been adapted for four other countries: 
Austria, Georgia, Macedonia and Montenegro.

Further information can be obtained from:
Gergana Geshanova
Smoke Free Life Coalition, Sofia, Bulgaria
Tel. no: +359 2 442 2950
Email: ggeshanova@yahoo.com

Marketing of e-cigarettes

As tobacco manufacturers are starting to incorporate 
e-cigarettes in their product portfolios, the market-
ing of e-cigarettes will be much more prevalent in the 
near future. A large United States cigarette manufac-
turer acquired an e-cigarette company in the United 
States in 2012 and another in the United Kingdom in 
2013 (142-144). In 2012, a subsidiary of the compa-
ny started testing an e-cigarette in a limited market in 

1 Translated from the original versions in Bulgarian.

the United States (145). In the same year, an interna-
tional tobacco company established a stand-alone 
start-up company in the United States, focusing on 
the commercialization of new products with reduced 
health risks (146). At the end of 2012, it also acquired 
a start-up company in the United Kingdom, specializ-
ing in the development of “next-generation products”, 
which launched an e-cigarette brand six months 
later (147). Yet another international tobacco giant is 
currently developing its own e-cigarettes and plans 
to launch the first products by 2017 (148). The large 
tobacco companies have huge financial resources 
for conducting mass-media campaigns to advertise, 
sponsor and lobby for e-cigarettes, and they could 
well use the same advertising strategies as they do 
for conventional cigarettes.

Today, e-cigarettes are available in most WHO 
European Member States (149,150), the novelty of 
the product ensuring wide media coverage. They are 
sold mainly on the Internet, but are also available in 
tobacco shops, pharmacies and supermarkets. For 
example, France has special e-cigarette shops and, 
in the United Kingdom, these products are available 
through a very large number of commercial outlets, 
including neighbourhood shops and large pharmacy 
chains. Some companies invest in sponsoring them 
and advertising them on television. In the United 
Kingdom, three TV advertisements were banned in 
2013 for not clearly identifying the nature of the prod-
uct being advertised, or for appealing to children. 

Currently, the restrictions on advertising e-cigarettes 
in the countries of the Region are weak or nonexist-
ent. E-cigarettes are advertised as a way of obtain-
ing nicotine in smoke-free areas, as a less harmful 
alternative to smoking and, sometimes, as an aid to 
reducing smoking or quitting completely. 

Most vendors advertise their products to women as 
well as men, but several companies address women 
and youth specifically, promoting e-cigarettes as 
healthy-life-style products. Often, female e-cigarette 
users are depicted as attractive and desirable and 
they are also shown together with children. Many 
companies promote their products using the new 
media, such as Facebook, which is very popular 
among youth, and they also maintain sites to this 
end. According to the new EU Tobacco Products Di-
rective (99), e-cigarettes shall be subject to the same 
EU advertising rules as tobacco cigarettes; therefore, 
the social media represent a very important avenue 
for e-cigarette companies.

Pack and product design

The first impression of a product comes from its 
packaging and the trade name, logo, colours and 
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form used to create high recognition value. The 
packaging shapes consumer expectations and estab-
lishes a connection between the producer and the 
customer. For decades, tobacco companies have 
carried out extensive marketing research on the types 
of packaging that attract young people, especially 
girls and young women (153-156). Because of the 
increasing clamp-down on tobacco advertising in 
Europe, cigarette packaging has become particularly 
important (157).

The shape, structure and material of a package affect 
the way in which the product is perceived. For exam-
ple, embossing suggests higher quality and elegance. 
To create interest, manufacturers consistently intro-
duce new forms of packaging on the market, such as 
rounded corners, tactile surface texture and slide-
open mechanisms.

Packs appealing uniquely to specific target groups, 
like young people and women, have been developed 
over decades, the latest being those resembling 
perfume or lipstick products. These often contain so-
called “slim cigarettes” or “super-slim cigarettes”, the 
diameter of which is far smaller than that of regular 
cigarettes. The EU-market share for this product 
increased significantly between 2006 and 2012, from 
3.7% to 6% (158). In accordance with the new EU 
Tobacco Product Directive (99), the sale of “lipstick” 
packs will be prohibited in EU countries from 2016, 
but this will not affect “slim” and “super-slim” ciga-
rettes.

Women – smokers and non-smokers alike – rate 
femininely designed cigarette packs as attractive, 

especially those in pink and other bright colours. 
They are associated with attributes, such as glamour, 
attractiveness, popularity and slimness (159,160) 
(Fig. 8). In June 2012, the Irish Cancer Society com-
missioned a focus group to conduct research aimed 
at gaining an understanding of women’s smoking 
behaviours in general. Women were shown examples 
of cigarette products designed specifically to appeal 
to women. Research has revealed that pack design is 
crucial to female interest. Many are drawn to “el-
egant” and “feminine” packaging, and slim cigarettes 
were perceived as being “light” and “better for you” 
(161).

Direct marketing to female 
consumers
Direct contact (personal communication) with the 
consumer has become extremely important in view 
of the existing advertising bans. As one international 
tobacco giant writes on its homepage: “ … we invest 
in one-to-one or permission marketing, where verified 
adult consumers have specifically requested or con-
sented to brand information, such as through direct 
mailing or face to face in age-controlled venues” 
(162). 

Tobacco companies send sales-promoting letters 
over the Internet, creating a direct and lasting con-
nection with the consumer. Once in possession of 
an email address, they repeatedly email information 
about product novelties, prize draws, etc. One of the 
methods they use to obtain the personal details and 
email addresses of young people is to sponsor musi-
cal and social events (Case study 4). Summer music 

Fig. 7. Outdoor tobacco advertising in Bulgaria

© Smoke Free Life Coalition, Sofia, Bulgaria/ Gergana Geshanova.
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festivals, in connection with which tobacco compa-
nies played a prominent part, have taken place in 
countries primarily in the eastern part of the Region. 

Case study 4. Music festivals (various countries)
An advertising company owned by an international 
tobacco corporation and based in Geneva, Switzer-
land, sponsors social, musical and artistic events 
(Fig. 9). It has target markets in many of the countries 
where the status of women is changing, such as 
Belarus, Poland, the Russian Federation, Turkey and 
Ukraine. Its logo originally featured direct reference to 
a globally best-selling cigarette brand; although the 
logo was modified recently, it is still unmistakably con-
nected with the same cigarette brand.

Tactics of the tobacco industry
The company sponsors musical events and glam-
orous parties, featuring popular disk jockeys and 
attracting thousands of people. These events target 
young women and are heavily associated with the 
cigarette brand: promotional booths are set up where 
products are sold and consumer information col-
lected, and, sometimes, free samples of cigarettes 
are distributed. 

The company sponsored the participation of two 
world-famous disk jockeys in a show held in Istanbul, 

Turkey, in July 2011 during which it promoted new 
cigarette brands. Before misleading descriptions, 
such as “light” and “mild”, were banned in many 
countries, the tobacco giant in question changed its 
packaging, using colours instead of words to imply 
“light” and “mild” and introduced the cigarettes to the 
public at promotional parties connected with events 
such as those mentioned above. 

Further information can be obtained from:
Name: Murat Guner
Health Institute, Turkey
Tel. No.: +90.532.2134372
E-Mail: mguner@superonline.com

Corporate social responsibility

Tobacco marketing is not only directed at smokers 
and potential smokers but also aims to influence key 
stakeholders, such as retailers, the hospitality indus-
try, special-interest groups and, most importantly, 
policy-makers. Activities, such as CSR programmes, 
far from being charitable in their intention, aim to 
create a favourable image of the tobacco company, 
win it friends and spread its influence (163). Corpo-
rate spending on these campaigns has, at times, 
vastly exceeded the amounts given to charities and 
good causes (164). Using CSR programmes de-

Fig. 8. Cigarette packs targeting women and girls in various European countries, 2013 

© German Cancer Research Center.
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signed by the tobacco industry to discourage youth 
from smoking has been shown to have the opposite 
effect (165). The tobacco industry also plays a dou-
ble role when it comes to issues of smuggling, with 
evidence of complicity in smuggling schemes on the 
one hand and offers of “training courses” for national 
customs and excise officers on the other. CSR is a 
key element of tobacco marketing and should be 
exposed as such.

Often, the aim of a tobacco-related CSR programme 
is to win over a key stakeholder and create a favour-
able image of the company with a target group that 
includes women and women’s organizations. Such 
programmes also involve events, foundations and 
awards in the areas of politics, society, science and 
culture. For example, one prominent tobacco com-
pany in Germany has an annual budget of €100 000 
for funding projects in Germany aimed at identifying 
and classifying the consequences of new scientific 
knowledge and technologies (166). It also supports 
projects in other European countries, such as Turkey 
(Case study 5). Other examples of CSR activities 
in Germany are: an award presented annually to 
“outstanding foreign correspondents and reporters 
who have been highly engaged to freedom” (167); 
two designer awards (€50 000 and €12 000) named 
after cigarette brands (168); and a foundation, 
which helps young people achieve their professional 
qualifications and funds intercultural exchange pro-
grammes with the United States (169).

Case study 5. Projects of the tobacco industry 
on empowering women, youth and people with 
disabilities (Turkey)
In the European Region, a tobacco giant focuses its 
advertising on creating so-called shared values re-
lated to three areas: education; hunger and extreme 
poverty; and domestic violence. In all three areas, 
the number of projects and size of disbursements 
are disproportionally higher in the European Region 
than in the rest of the world. Some 60% of the edu-
cation projects, 48% of the hunger-and-extreme-
poverty projects, and 43% of the domestic-violence 
projects that received funds from this transnational 

tobacco company in 2012 were in the European 
Region.

The company’s CSR effort concentrates on domes-
tic violence in Europe and clearly targets women as 
customers. It declares that, in 2012, it supported 15 
domestic-violence projects in ten countries of the 
European Region (Estonia, France, Germany, Latvia, 
Lithuania, Portugal, Serbia, Slovakia, Spain and 
Switzerland) to an amount of almost US$ 460 000. It 
is distressing to note that the recipient organizations 
of these funds were NGOs working with women’s 
and victims’ rights and the Swiss Red Cross. While 
most of these projects were small, two single-inter-
vention projects stand out as receiving nearly half of 
the company’s total annual budget for domestic vio-
lence in Europe: one operates a mobile intervention 
unit for victims of domestic violence in Germany, and 
the other runs a training programme on the preven-
tion of domestic violence in France.

Tactics of the tobacco industry
In 2011 and 2012, almost a quarter of the tobacco 
company’s total global CSR budget went to projects 
in Turkey. The company has stated that a total of 
US$ 16 million was used, through a local partner, on 
projects related to education and rural living condi-
tions, the descriptions of which overlap perfectly 
with its social-development grant programme. 
However, due to a lack of transparency, it is impos-
sible to verify how the funds were used. The Octo-
ber 2013 issue of a booklet published by the Turkish 
partner every autumn describes 37 projects that it 
supported in 2012 to empower women, youth, and 
people with disabilities (170). The partner claims 
that, through these projects, it was able to reach 
70 000 people directly and 300 000 indirectly. A 
large number of the projects geared to women were 
about self empowerment through self employment.

The Turkish case demonstrates that the tobacco 
industry can achieve multiple goals through CSR-
related schemes by transferring large amounts of 
funds within its own extended business milieu, ben-
efitting close allies, controlling the way in which CSR 

Fig. 9. Scenes from a musical event in Turkey, 2011

© Health Institute, Ankara, Turkey/Murat Guner.
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is realized and propagated, and dictating to third-
party NGOs what social development is about.

Further information can be obtained from:
The Health Institute, Istanbul, Turkey
Tel. no: +90 216 348 89 06
Email: sedturkey@gmail.com

The above examples show that, despite the efforts 
of national and local authorities to curb tobacco 

consumption, tobacco companies still target their 
products to women and girls, using a wide variety 
of marketing tools – from mass-media advertising, 
through pack and product design, to sophisticated 
CSR programmes. This emphasises the fact that a 
comprehensive and enforced ban on the promotion 
of tobacco is a vital part of an effective tobacco-
control policy in Europe and a way of protecting 
women’s health. 
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As mentioned in the introduction, the WHO FCTC 
clearly states concern about the use of tobacco 
among women and girls and the necessity of involv-
ing women at all levels of policy-making related to 
tobacco-control measures and their implementation, 
and its guiding principles (Article 4.2) stress the ne-
cessity of addressing gender-specific risks in devel-
oping tobacco-control strategies (2). 

The last report, Empower women – combating 
tobacco industry marketing in the WHO European 
Region (1) focused on the ways in which countries in 
the European Region were working together in ac-
cordance with the WHO FCTC guidelines for imple-
mentation (140), and at different levels (governmental, 
nongovernmental, professional, academic, institu-
tional, individual), to promote tobacco control towards 
better health for women and girls.

The information provided in this report shows how the 
power and wealth of the tobacco industry continues 
to dwarf the ability of many governments to protect 
their populations. It also illustrates how the WHO 
FCTC can be used by actors in different sectors of 
society to work together to advance tobacco control. 
Here, we have chosen to examine only specific WHO 
FCTC articles (2); thus, some key sections of the 
Convention, such as Article 6 on price and tax meas-
ures, are not covered. In contrast to the last report 
(1), which was restricted to action taken in Europe, 
this edition includes examples from elsewhere in the 
world.

Stopping the interference of the 
tobacco industry in health policy 
(WHO FCTC Article 5.3)
The interference of the tobacco industry in attempting 
to derail progress in tobacco control is one of the key 
issues underlying the efforts being made to reduce 
avoidable disease and early death from tobacco in 
Europe. If this interference is not curtailed, the health 
of women will suffer. Although WHO FCTC Article 5.3 
(2) does not directly mention gender issues, they are 
fundamental to all aspects of tobacco policy. 

Article 5.3 of WHO FCTC states: 
“In setting and implementing their public health poli-
cies with respect to tobacco control, Parties shall act 
to protect these policies from commercial and other 
vested interests of the tobacco industry in accord-
ance with national law (2).” 

States Parties to the WHO FCTC have agreed the po-
sition set out in the guidelines for implementing Article 
5.3 (140), namely, that responsibility for enforcing it 
lies not only with national government but also with 
all representatives and employees of any national, 
state, municipal, local or other public or semi-public 
institution within the jurisdiction of a Party. This means 
that people at all levels of society are accountable for 
ensuring that the tobacco industry does not interfere 
with public health policy.

The guidelines for implementing Article 5.3 recom-
mend that there should be no partnerships on, or 
participation in, activities of the tobacco industry, 
even those described as “socially responsible“ (140). 
In the last report (1), we could document examples 
of collaboration between local/national governments/
NGOs and tobacco companies on projects aimed, for 
example, at preventing children from buying ciga-
rettes. Sadly, as illustrated earlier in this report, the 
tobacco industry has not changed its tactics and is 
still trying to convince political and civil leaders that it 
is a responsible contributor to society. No Party to the 
WHO FCTC (2) has implemented Article 5.3 fully and 
it is acknowledged that the guidelines on doing so 
(140) are not widely understood. Case study 6 gives 
an account of a Swedish project to better educate 
its decision-makers, civil servants and general public 
about the obligations under Article 5.3.

Case study 6. Deadly marketing (Sweden)
Having been one of the leaders in the area of to-
bacco control for several decades, Sweden has not 
changed its tobacco policy much since the introduc-
tion of smoke-free restaurants and bars in 2005: only 
a minor adjustment of the law intended to reduce the 
illegal sale of tobacco products to minors has been 
made. As a result, Sweden dropped from sixth to 

Chapter 4. Response 
of the tobacco-control 
community
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ninth and, finally, to eleventh place in the Tobacco 
Control Scale 2013, which ranks national tobacco-
control policy. It states, “no significant progress 
to report since 2005” and, “surprisingly, given its dis-
tinguished tobacco control history, Sweden is often 
not in support of strong tobacco control measures 
at European and international level, such as plain 
packaging”(171). NGOs working in tobacco con-
trol realized that action had to be taken to prevent 
Swedish policy from falling even further behind and 
to curtail the influence of the tobacco industry on 
public health policy. 

To this end, two active organizations - Health Profes-
sionals against Tobacco and Non-smoking Genera-
tion - established the independent Swedish associa-
tion, Tobaksfakta (Think Tank Tobacco Facts) in 2010. 
Tobaksfakta prioritizes the proper implementation 
of the WHO FCTC, in particular Articles 5.3, 11 and 
13 (2). One of its most important projects so far, 
Deadly Marketing, was launched in 2012 to gather 
information about the tobacco industry at both the 
national and international levels and distribute it to 
decision-makers, civil servants and the public, and to 
promote the introduction of new legislation banning 
the marketing and promotion of tobacco products by 
the industry.

How it works
Work carried out by Tobaksfakta includes:

• publication of the report, Deadly influence – a 
story about the tobacco industry’s last bat-
tle (172), which analyses the activities of the 
tobacco industry and incorporates guidance for 
decision-makers on how to implement WHO 
FCTC Article 5.3 (2) (Fig. 10); 

• surveys conducted among decision-makers, 
civil servants and the public to determine their 
perception of the tobacco industry and the legis-
lation controlling it, including that relevant to the 
marketing and promotion of tobacco products, 
and transparency in relation to meetings between 
decision-makers and civil servants on the one 
hand, and between decision-makers and the 
tobacco industry on the other;

• distribution of information about exhibitions and 
seminars to be held in the Swedish Parliament 
and the European Parliament, as well as at local 
political events; 

• distribution of information about media events at 
the national, regional and local levels; 

• participation in primetime interviews on an inves-
tigative television programme on the influence 

of the tobacco industry on the Swedish Govern-
ment; and 

• development of a closed network of people rep-
resenting partners that monitor and systemati-
cally collect examples of tobacco-industry activity 
in Sweden and facilitate their exchange through a 
restricted Facebook page. 

Fig. 10. Cover of Deadly influence – a story 
about the tobacco industry’s last battle

© Tobaksfakta.  

Source: Deadly influence – a story about the tobacco industry’s last 
battle (172).

Lessons learnt
Decision-makers, civil servants, and public health 
workers in Sweden believe that the tobacco industry 
influences the development of public health policy. 
These groups need to be informed about the indus-
try’s working methods. Decision-makers should also 
be familiar with Article 5.3 of the WHO FCTC (2) and 
the guidelines for implementing it (140). The Swedish 
public is aware of the need to keep the activities of 
the tobacco industry under control and endorses the 
need for transparency about dealings between the 
authorities and the industry. It also supports the intro-
duction of more stringent tobacco-control measures, 
such as a display ban and a requirement for plain 
packaging on tobacco products. During its lifespan, 
Tobaksfakta has provided decision-makers and civil 
servants with accurate information about the activities 
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Fig. 11. A poster advertising smoke-free Gdansk 
beaches

© Polish Society for Health Programs.

of the tobacco industry, and reference to these in the 
Swedish media has become timelier.

Further information can be obtained from:
Margaretha Haglund or Sara Sanchez Bengtsson
Tobaksfakta, Sweden
Email: margaretha.haglund@tobaksfakta.se; sara@
ymtkansli.org
Website: www.tobaksfakta.se

Protection from exposure to 
tobacco smoke (WHO FCTC 
Article 8)
The serious health problems caused by second-hand 
smoke are outlined in Chapter 1 of this report. It is 
estimated that, globally, second-hand smoke causes 
about 600 000 premature deaths a year among 
non-smokers, of whom about 47% are women, 28% 
children and 26% men (173). A review carried out in 
2007 by the Board of Science of the British Medical 
Association concluded that there is no safe level of 
exposure to second-hand smoke and that adverse ef-
fects in children can be found even at low levels (174). 
It is, therefore, essential to provide protection from 
exposure to second-hand smoke. For this reason, 
Article 8 of the WHO FCTC requires that effective 
measures be taken to ensure a 100% smoke-free 
environment. 

Europe’s record for protecting people from exposure 
to tobacco smoke is mixed. The first country in the 
world to implement comprehensive smoke-free legis-
lation was Ireland, and the four countries of the United 
Kingdom have enacted what are widely recognized 
as effective and comprehensive rules for protection 
from second-hand smoke. The legislative success in 
these countries has resulted in significant declines in 
hospital admissions for myocardial infarction (heart 
attack) and asthma in children (175,176). In total, ten 
countries of the Region have smoke-free legislation2, 
but compliance varies. On the whole, the European 
Region is lagging behind the other WHO regions in 
this regard. Only about 20% of its 53 Member States 
guarantee smoke-free public places, including work 
places (16).

Because women frequently do not have the power 
to negotiate a smoke-free environment in the home 
and the workplace, many - especially those involved 
in the hospitality industry - are exposed to second-
hand smoke in both areas. It is, therefore, crucial that 
women are aware not only that they are at risk, but 
also that there are national employment laws that can 
help them protect themselves.

2 Albania (2006), Bulgaria (2012), Greece (2010), Hungary (2011), Ireland 
(2004), Malta (2010), Spain (2011), Turkey (2008 and 2009), Turkmeni-
stan (2000) and the United Kingdom (England: 2007; Scotland: 2006)).

In some countries, like Ireland and the United King-
dom, smoke-free legislation has been in place for sev-
eral years with high compliance. These countries are 
looking forward to including areas, such as cars and 
some outdoor areas, in their smoke-free legislation. 
Polish law does allow local government to declare 
certain outdoor areas smoke-free and this character-
istic of national legislation has been used by public 
health activists in Gdansk (Case study 7).

Case study 7. Smoke-free beaches in Gdansk 
(Poland)
Although the city of Gdansk is best known to foreign-
ers for its famous shipyards and as the birthplace of 
the Solidarity movement in the 1980s, it is well known 
to Poles for its wide, white, Baltic beaches. When 
smoke-free legislation was being discussed in the 
Polish Parliament, local public health activists used 
the opportunity to stimulate public discussion about 
second-hand smoke and the advantages of smoke-
free places (Fig. 11). 

The number of smoke-free beaches around the world 
is growing: they are found in Australia, Canada, Italy, 
New Zealand, the United Kingdom and the United 
States. In the last-mentioned alone, there are over 
100 (177). In Poland, local government is able to 
extend smoke-free public places to areas that are not 
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covered by national legislation, so it was within the 
competence of the local city government to take 
steps to make the beaches in Gdansk smoke free.

How it works
The first step in the project was to write a brief 
pointing out the positive implications of smoke-free 
places for children, young people and the environ-
ment, and the projected savings to the city economy 
these would bring about in the form of reduced 
cleaning costs. The brief also cited a number of cit-
ies worldwide that had passed legislation for clean, 
smoke-free beaches with success.

The next step was to find allies who would promote 
the idea. A member of the City Council’s Commis-
sion for Social Issues and Health Care, who also 
happened to be a doctor of pharmacology, recog-
nized the importance of the proposal and agreed to 
lead the legislative process. The idea was presented 
at a meeting between representatives of the Polish 
Society for Health Programs and the aforementioned 
Commission and, subsequently, to other commis-
sions of the City Council, all of which were inter-
ested.

Journalists from the local media had seen the 
proposal on the Council’s agenda and attended the 
meeting. The story they told attracted the attention 
of the national media and it was featured on televi-
sion in the main news programme. 

After a two-hour debate, the City Council passed 
the ordinance. It was announced at a press con-
ference on World No-Tobacco Day and, over the 
following weeks, articles and interviews appeared in 
the local newspapers. Radio interviews were con-
ducted in the streets where the extent of public sup-
port was apparent. Young mothers expressed relief 
that their children would not be picking up cigarette 
butts while playing on the beach. Even those who 
were in favour of the ordinance were surprised by 
the extent of public support it gained. The agency 
responsible for cleaning the beaches also publicly 
supported it; cleaning up cigarette butts, matches, 
etc., in the sand is a difficult task. 

Lessons learnt
It is important not to politicize public health issues, 
even if there is support among the politicians. Every 
party should be approached respectfully and on an 
equal basis. 
Drawing the attention of the national media to a local 
issue can sometimes be helpful in galvanizing local 
public opinion.

Further details can be obtained from:
Lukasz Balwicki 

Polish Society for Health Programs, Medical Univer-
sity of Gdansk, Poland
Email: balwicki@gumed.edu.pl

Legislation on smoke-free private places
None of the countries in the Region has legislation 
on smoking in the home environment yet. Although 
it is necessary to protect children from tobacco 
smoke, to legislate in this area has been seen as en-
croaching on the private domain. There is no effec-
tive legislation on smoking in cars carrying children 
either, though regulations do exist in Cyprus and 
proposals to this end have been made in Ireland and 
the United Kingdom (England and Scotland) (Case 
study 8). In addition, there have been discussions 
on this type of legislation in Finland and the Nether-
lands. Several countries are encouraging parents to 
ban smoking in their homes voluntarily. 

It is important to note that comprehensive poli-
cies on smoke-free public places can cause a shift 
in beliefs and personal choices about smoking in 
private places and reduce exposure to second-hand 
tobacco smoke in private homes and cars. For 
example, the 2008 GATS in Turkey (178) found that, 
overall, after the implementation of the first phase 
of smoke-free legislation, 41.1% of adults were ex-
posed to tobacco smoke at home. According to the 
repeat GATS in 2012 (111), 38.3% of adults were 
exposed to tobacco smoke at home and 26.4% 
were exposed to tobacco smoke in privately owned 
cars. This fall in numbers resulted from the imple-
mentation of a comprehensive set of tobacco-con-
trol policies and illustrates how a complete ban on 
smoking can alter perceptions about, and tolerance 
of, smoking in private homes.

Case study 8. The REFRESH project: reducing 
families’ exposure to second-hand smoke in the 
home (United Kingdom (Scotland))
The exposure of children to second-hand smoke 
has been declining in Scotland in general, particu-
larly since the introduction of comprehensive smoke-
free legislation in 2006. However, many children are 
still exposed to second-hand smoke at home and 
in cars, particularly those in disadvantaged families 
where parents are more likely to be smokers and 
there are fewer restrictions on smoking in the home. 
There is a lack of evidence from effective interven-
tions to help parents reduce the exposure of their 
children to second-hand smoke in the home.

Some premises, such as hotel bedrooms and 
personal space in long-stay health-care facilities 
and prisons, are regarded legally as proxies for the 
home. The authorities are now turning their attention 
to these premises in an effort to ensure that they are 
healthier for the non-smoking residents and staff. 
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How it works
The REFRESH project is funded by the Big Lot-
tery and managed and led by Action on Smoking 
& Health (ASH) Scotland in partnership with the 
Universities of Aberdeen and Edinburgh. One of its 
activities involved mothers living in Aberdeen City 
and Aberdeenshire who were smokers and had at 
least one child below 6 years of age. The quality of 
the air (PM2.5 levels) in their living rooms was meas-
ured over a 24-hour period, using a small machine, 
and they were informed of the outcome. Efforts 
were made through conversations with the mothers 
to strengthen their motivation for change (motiva-
tional interviews). The same homes were visited four 
weeks later to re-measure the air quality and see 
whether any changes had been made in smoking 
behaviour.

Lessons learnt
Providing the mothers with personalized feedback 
about the quality of the air in their homes, and 
talking with them to motivate change, significantly 
reduced the levels of second-hand smoke in their 
homes. The mothers understood the importance 
of the information provided, which they considered 
valuable for protecting their children’s health. Many 
were shocked by the values measured as they 
thought they were already doing enough to protect 
their children from exposure to second-hand smoke. 
However, the knowledge they gained motivated 
them to do better. The resulting changes in smoking 
behaviour in the homes tended to be incremental, 
relating to personal circumstances and the nature of 
the barriers and challenges to be overcome. Never-
theless, the mothers valued them and intended to 
make further changes. The confidence of the moth-
ers in enforcing smoking restrictions in their homes 
was strongly associated with the exposure of their 
children to second-hand smoke.

Next steps
With its new tobacco-control strategy, Creating a 
tobacco-free generation (179), the Scottish Govern-
ment has committed to supporting and promoting 
interventions, such as REFRESH, to help families 
make their homes smoke-free. A “how to” guide 
based on learning from the experience of project 
has been produced to help health-care and other 
relevant professionals support parents in their efforts 
to reduce the exposure of children to second-hand 
smoke (180). Over 2700 copies of the guide have 
been distributed and it can be downloaded from the 
REFRESH website. The REFRESH team is develop-
ing and evaluating new ways of offering personalized 
feedback on the quality of air in homes, as well as 
support through diverse community-based organiza-
tions and groups.

Further information can be obtained from:
Sean Semple
University of Aberdeen, Scotland
Tel. no: +44 1224 438473
Email: sean.semple@abdn.ac.uk
Website: www.refreshproject.org.uk

Product regulation (WHO FCTC 
Articles 9 and 10)
The purpose of Articles 9 and 10 of the WHO FCTC 
is to support the effective regulation of tobacco 
products and, thus, decrease tobacco-attributable 
disease and early death. This should be achievable 
by reducing the attractiveness, addictiveness and 
toxicity of tobacco products. Flavouring tobacco to 
alter its harsh, irritating flavour, and making it easier 
to inhale, increases its attractiveness, especially to 
young people (“starters”) and women. GATS con-
ducted in Poland in 2010 found that female smokers 
were more than twice as likely (26%) to use flavoured 
cigarettes as men (10.5%) (181).

The most prominent flavour additive in tobacco prod-
ucts is menthol, but fruit, candy flavours, sweeteners 
and perfumes are also used. Menthol has a cool-
ing, anaesthetic effect, which enables the smoker 
to inhale more deeply and for a longer time, and it 
reduces irritation from nicotine. These properties not 
only make it easier for young women to start smoking 
but they can also prevent smoking cessation (182).

Novel tobacco products are known to appeal particu-
larly to young adults and, to this end, menthol crush-
capsule cigarettes have been marketed in Europe 
in recent years. This technology embeds a flavour 
capsule in the cigarette filter, which the smoker can 
crush at any time for a flavour boost. Although these 
capsules are as yet only available with the menthol 
flavour, tobacco-industry patents indicate that they 
can be filled with various flavours (183).

In Europe, only Germany so far has banned the 
crush capsule, but the revised EU Tobacco Products 
Directive (99) prohibits the use of flavourings with 
distinguishable, characteristic flavours in cigarettes 
and roll-your-own tobaccos. There will be a transition 
period (to 2020) to remove menthol and other fla-
vours that have an EU-market share of over 3%. The 
experience of Canada, the country that pioneered 
the restriction of flavourings in tobacco products, is 
interesting to Europeans (Case study 9).

Case study 9. A ban on tobacco flavours (Canada)
Expert panels, such as the Scientific Committee on 
Emerging and Newly Identified Health Risks and the 
Tobacco Products Scientific Advisory Committee 
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of the United States Food and Drug Administra-
tion, have confirmed the relevance of the enhancing 
effect of tobacco additives and flavours in attracting 
smokers. In its 2007 report, the WHO Study Group 
on Tobacco Product Regulation pointed out that the 
regulation of content and design influencing product 
appeal to consumers is of fundamental importance.

How it works
In 2010, Bill C-32 of the Canadian Tobacco Act 
banned the use of flavours (with the exception of 
menthol) in little cigars, cigarettes and blunt wraps3, 
as well as the sale of little cigars and blunt wraps 
packaged in fewer than 20 units. Before the enforce-
ment of Bill C-32, flavours were seldom added to 
cigarettes but little cigars were heavily flavoured. As 
these products were very popular among Canadian 
youth, one of the main aims of Bill C-32 was to re-
duce their attractiveness to young people by remov-
ing the flavours and making the product more difficult 
to obtain.

Between 2003 and 2008, the percentage of youth 
(15-19 years) who had tried little cigars and cigarillos 
increased from 25% to 35%. Young people’s interest 
in little cigars declined markedly in 2010-2012 (after 
the enforcement of Bill C-32) (184) (Fig. 12).

Independent of the interest of young Canadians in 
little cigars, the prevalence of smoking among them 
declined between 1999 and 2012. Among girls, the 
reduction was 50%, which was greater than among 
boys (Fig. 13).

Lessons learnt
Flavours make tobacco products more attractive to 
youth and, by reducing the harshness of tobacco, 
make it easier for them to start smoking. Banning 
flavour additives reduces the attractiveness of to-
bacco products and, thus, contributes to a reduction 
in the prevalence of smoking among young men and 
women.

Further information can be obtained from:
WHO Collaborating Centre for Tobacco Control
German Cancer Research Center, Heidelberg, Ger-
many
Tel. no: +49 6221 42 30 07
Email: who-cc@dkfz.de
Website: www.dkfz.de/de/tabakkontrolle

Labelling (WHO FCTC Article 11)

One of the guiding principles of the WHO FCTC 
is that everyone should be informed of the mortal 
consequences of tobacco smoke to health and of its 

3 A sheet or tube made of tobacco used to roll cigarette tobacco.

addictive nature. Numerous research studies have 
shown that the use of large, visible and regularly 
changing pictorial and text health warnings is both an 
effective and cost-effective way of informing consum-
ers of these dangers. In countries where funds for 
media and educational campaigns are scarce, pack 
warnings may be the only consistent communica-
tions’ channel available for informing and warning 
the public about the risks of tobacco. The guiding 
principles of the WHO FCTC (2) also make it clear 
that warning messages should reflect the effects and 
patterns of tobacco uptake and cessation from the 
perspectives of sex and gender.

The WHO FCTC (2) also prohibits the use of mislead-
ing descriptors, such as “light”, “mild” and “low tar” 
that specifically target women and lure many into 
the mistaken belief that they are using safer tobacco 
products. So-called “healthier” tobacco products are 
more likely to be adopted by women. Taking these 
provisions into account simultaneously could play a 
significant role in ensuring that female non-smokers in 
Europe do not start using tobacco products. 

The Tobacco Products Directive (2001) required EU 
countries to place health warnings on cigarette packs 
and, in 2005, the European Commission created a li-
brary of pictorial health warnings for use by EU coun-
tries. They are also being used by non-EU countries 
(Norway, Switzerland, Turkey and Ukraine). INWAT 
Europe criticized these pictures as being rather weak 
and lacking gender balance. Those depicting women 
warn about smoking in pregnancy or the cosmetic 
consequences of tobacco consumption. New warn-
ings are expected to be released in 2014.

Altogether 20 countries of the Region (37 %) use 
pictorial health warnings (16). While Ukraine uses the 
EU images, Kazakhstan and the Russian Federa-
tion use the pictorial warnings they adopted when 
they passed tobacco-control legislation (10) in 2013 
and 2008 (with entry into force in 2013), respectively. 
Some of these were provided by Thailand while oth-
ers were developed in the countries themselves on 
the basis of strong international evidence and prac-
tice. The Thai images have been evaluated as being 
highly effective (185).

Case study 10. Mass-media campaigns to re-
inforce the use of pictorial health warnings on 
packs (Russian Federation and Ukraine)
It is often said that “a picture is worth a thousand 
words”. Thus, pictorial warnings represent an ef-
fective tool for communicating health information 
without cost to the health system. They educate and 
remind smokers – each time they pull a pack out 
of their pockets - about the harms of smoking not 
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Fig. 13. Prevalence of smoking in youth, Canada, 1999-2012

Source: reproduced by permission of the publisher from Tobacco use in Canada: patterns and trends, 2014 edition (184).
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Fig. 12. Percentage of Canadian youth having tried little cigars, 2003-2012
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only to themselves but also to those around them. In 
countries that lack funds for media and educational 
campaigns, pack warnings may be the only consist-
ent channel of communication available to inform 
the public about the risks of tobacco. Interestingly, 
mass-media campaigns and graphic pack warnings 
with reinforcing messages can have a complementary 
effect when implemented simultaneously. 

How it works
Based on a very successful Australian undertaking 
that combined the introduction of pictorial health 
warnings with mass-media campaigns in 2006, two 
countries of the Region – the Russian Federation and 
Ukraine – decided in 2012 to launch mass-media 
campaigns in support of their own pictorial pack 
warnings. In the six years between the Australian and 
European campaigns, additional evidence had come 
to light that, if the specific health information included 
in pack warnings were presented by a medical expert 
in the related field, it would be more readily accepted 
and the campaign would be more effective (186).

In the Russian Federation, prominent doctors and 
their patients were featured in three public-service 
television announcements addressing the horrendous 
damage to the lungs, the heart and newborns’ health 
caused by tobacco use. The announcements also 
included graphic images in much the same way as 
was done in Australia.

In Ukraine, well-known, respected medical profes-
sionals, including a former health minister, agreed to 
speak in TV public-service announcements on the 
risks connected with smoking. This was particularly 
important since the budget for mass-media cam-
paigns was limited and employing actors would have 
incurred significant costs.

Lessons learnt
Media campaigns contribute to the impact of graphic 
health warnings by adding depth, meaning and 
relevance to the images. Working synergistically, they 
spread knowledge about the effects of tobacco and 
related attitudes and behaviour, and create an under-
standing of and support for tobacco-control policies 
and laws.

Further information can be obtained from:
Irina Morozova
World Lung Foundation, USA
Email: IMorozova@worldlungfoundation.org
Website: www.worldlungfoundation.org

Some countries of the Region are considering a 
further measure to control tobacco use, namely, a 
requirement for plain or standard packaging. In Aus-
tralia, plain packs have been in use since December 

2012 and other countries – Canada, Finland, France, 
Ireland, Israel, New Zealand and the United Kingdom 
(England and Scotland) – are seriously discussing the 
introduction of this measure. Interest in it stems from 
evidence that plain packs are less likely to attract 
young people, about two thirds of whom start smok-
ing before the legal age for purchasing tobacco (187). 
Of those who start, only about half will manage to 
quit before they die (188). Novel packaging is clearly 
aimed at young smokers, as adults rarely change 
cigarette brands.

In Australia, a standard colour (dull green) and shape 
is required for plain packs, which may not include any 
other branding than the name (in a standard colour 
and font size): no trademarks, logos or other graph-
ics associated with branding. The packs do have 
large graphic health warnings with qualitative rather 
than confusingly quantitative information about the 
constituents or emissions of the product, a tax stamp 
and a quitline number. As a result of research carried 
out to find out which colour consumers considered 
least attractive, the Australian Government mandated 
the dull green colour for all cigarette packs.

Despite claims by the tobacco industry that no re-
search on this topic had been carried out in Australia, 
a systematic review of 37 high-quality studies was 
published in 2012; this was updated in 2013 with a 
review of another 17 studies (189). These reviews re-
vealed that both adults and children rated plain packs 
less attractive than equivalent branded packs; they 
also found that plain packaging enhanced the health 
warnings on the packs. The warnings were seen 
to have a deterrent effect on smoking, the younger 
respondents being more likely to believe that they 
would put people off starting and encourage smokers 
to quit or reduce consumption.

Evaluations after the introduction of plain packaging 
in Australia seemed to confirm the findings of earlier 
experimental studies. According to one of these, Aus-
tralian smokers of plain-pack cigarettes judged them 
to be of a lower standard and less satisfying than they 
had been the previous year (before the introduction 
of plain packaging) (190). Another found that plain 
packs with larger health warnings were associated 
with a less positive brand image and lower levels of 
intention to purchase among the most socioeconomi-
cally disadvantaged smokers (191). Finally, there 
was some indication that plain packs might be more 
effective in prompting smokers to quit. The volume 
of calls on the quitline was used as an indicator of 
change in interest in quitting after the introduction 
of plain packaging in Australia: the number of calls 
increased by 78%, which was similar to the increase 
seen when graphic health warnings were introduced 
in 2006 (84%). However, the impact of plain packag-
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ing continued for a longer period than in the case of 
the graphic health warnings (192).

Another indication of how effective plain packs might 
be as a tobacco-control measure is the vehemence 
with which the tobacco industry is opposed to them. 
Prior to approval of the legislation, the Australian Gov-
ernment was the object of heavy lobbying by inter-
national tobacco companies, their front organizations 
and, finally, a public-relations firm. Once the legislation 
was approved, one tobacco company immediately 
challenged the Government in the Australian High 
Court and another filed a notice of arbitration alleging 
a breach of the Bilateral Investment Treaty with Hong 
Kong (193). The Australian High Court dismissed the 
legal challenge but various allegations of breaches of 
treaties continue to be made. The Australian Gov-
ernment confirmed its belief that it has the legal and 
moral right to take measures to improve public health.

Health education, 
communication, training and 
public awareness (WHO FCTC 
Article 12) 

Communicating information about the serious health 
consequences of tobacco use and the benefits of 
stopping or never starting is a key element of any 
comprehensive tobacco-control programme. Some-
times governments and other commissioning bodies 
neglect public-education campaigns because they 
can be costly, particularly if the use of television is 
involved. In stark contrast to other regions of WHO, 
the proportion of countries in the European Region 
that conduct national campaigns as part of a com-
prehensive tobacco-control programme, including 
television and/or radio spots, decreased by 11 % 
between 2000 and 2012 (16). However, cutting 
funding to these public-education projects is false 
economy because a comprehensive, well-planned 
campaign encourages the other elements of a 
tobacco-control campaign. 

The previous section highlighted a campaign aimed 
at enhancing a policy objective. Other public-
education campaigns focus on the prevention of 
smoking and exposure to second-hand smoke, and 
on smoking cessation. Prevention- and cessation-
related messages should be gender sensitive since 
women’s and men’s reasons for smoking differ, and 
girls and boys have different motives for starting to 
smoke. Girls especially appear to be affected by a 
positive image of smoking, the desire to control their 
weight and the perception that smoking controls 
negative mood (194). In publicity about avoiding the 
exposure of others, especially children, to second-

hand smoke, care should be taken not to increase 
guilt in mothers. 

Though programmes addressing women smokers 
who are not pregnant are still rare in Europe, there 
have been some campaigns targeting women and 
girls, such as that to reach secondary-school girls 
and boys living in lower-income areas in the United 
Kingdom (Case study 11).

Case study 11. The Cut Films project of the 
Deborah Hutton Campaign (United Kingdom)
Deborah Hutton was 12 when she smoked her first 
cigarette, 15 when she began to smoke regularly 
and 24 when she finally quit. In 2005, aged just 49, 
she died from stage-4 lung cancer. 

As Health Editor of Vogue magazine, Deborah 
believed passionately that more should be done 
to educate young people, particularly girls, about 
the long-term effects of teenage smoking. After her 
death, with over 200 000 young people in the United 
Kingdom taking up smoking each year, Deborah’s 
husband, a commercial film director, set up the 
Deborah Hutton Campaign to continue her work.

Cut Films is an anti-tobacco and anti-smoking pro-
ject aimed at helping young people to learn about 
the consequences of smoking in a creative way, and 
to develop valuable, transferable skills. 

How it works 
The Cut Films national film competition, piloted in 
2009, encourages young people to produce their 
own 2-minute short films or mini adverts to edu-
cate each other about smoking. The competition 
is flexible and girls can, and do, develop films that 
are relevant to their own concerns. Through a film 
competition such as this, with a website for voting, 
peer-to-peer tobacco education can be innovative, 
creative, and cost efficient. 

Thousands of girls and boys enter the competition 
each year. They upload their films to the Cut Films 
website and have three weeks to share them with 
friends, family and the community, and campaign for 
votes. The films are also judged by a national team 
of film directors, tobacco-control academics and 
young people, and the winners are awarded prizes 
at a prestigious award ceremony.

The project provides a series of free, downloadable 
resources to teachers and youth workers who can 
deliver a work programme in schools and youth 
clubs, encouraging young people to work in a pur-
poseful way. Working with local commissioners, like 
Lewisham Public Health and Hackney Public Health 
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in London, a Cut Films youth worker delivers a local 
competition and a package of flexible workshops. 

These include material for tobacco-related education, 
the film-production process and local campaigning 
(Fig. 14). 

The sessions are interactive and target areas and 
schools where the children involved have often been 
excluded from mainstream schooling, and where 
there are higher levels of health inequalities. They 
include topical activities, which engage young girls in 
particular, such as using the pop singer, Rihanna, as 
a debate character. Resources include a film on plain 
packaging that illustrates how tobacco companies 
market to young girls. 

Young people are actively involved in their local com-
petition from designing promotional materials, joining 
a youth panel, meeting members of Parliament, and 
orchestrating public-relations events to coordinating a 
local awards ceremony, which can lead to a national 
arts award. Cut Films’ local programmes are evalu-
ated by an independent researcher.

Lessons learnt
Film-making puts young people on a level playing 
field. The new media provide a means of reaching 
them and shifting social norms. Young people want to 
have a say about the health services that affect them 

and this makes them powerful advocates at the local 
level. 

Further information can be obtained from:
Emma Wrafter 
Deborah Hatton Campaign, United Kingdom 
Email: emma@cutfilms.org

Advertising, promotion and 
sponsorship (WHO FCTC  
Article 13) 
The methods that have been used by the tobacco 
industry since the 1920s to market their products to 
the female population are described in Chapter 3. 
Article 13 of the WHO FCTC (2) and the guidelines 
on implementing it (140) call for a complete ban on 
all tobacco advertising, promotion and sponsorship. 
Enforcing such a ban, as a gender-neutral policy, 
would not only reduce smoking in most groups but 
would also play a vital role in hindering the promotion 
of tobacco to women as part of a gender-sensitive 
tobacco-control policy in Europe. Progress has been 
made on this front in the Region.

Countries of the Region have done well in restricting 
above-the-line advertising but have not tackled the 
below-the-line promotion of tobacco comprehen-
sively, particularly with respect to advertising through 
point of sale, brand stretching, brand sharing, 

Fig. 14. A student in Hackney, England, taking part in the Cut Films film-making process 

© Cut Films.
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product placement on television and in films, and 
the advertising of CSR programmes (16). Cigarette 
packaging is called the “silent salesman” for good 
reason: it has become one of the tobacco industry’s 
leading promotional tools. In recent years, packs 
have been used primarily in two ways: as eye-
catching individual items and in groups to create a 
large visual impact in shops. There is now substan-
tial evidence to indicate that the latter-mentioned 
point-of-sale displays are very evident to children 
and contribute to normalizing tobacco as part of 
everyday life (195).

One of the most striking developments in tobacco 
marketing has been the expansion of brand fami-
lies by creating new forms of the same brand. For 
example, in the United Kingdom, brand families 
have grown more than 50% since 1998. The most 
popular of them originally comprised four varieties; 
by 2012 this number had increased to 23. Several 
European countries, including Iceland, Ireland, Nor-
way and the United Kingdom, have passed legisla-
tion to remove point-of-sale displays from sight. It 
was introduced in Ireland in 2005 and comprehen-
sively evaluated a year later when compliance with 
and support of the ban, which had been high, were 
found to have decreased among adults and even 
more so among young people (13–25 years). In ad-
dition, the proportion of teenagers who believed that 
more than 20% of their peers were smokers had 
decreased from 62% to 46% (196). The tobacco 
industry’s claims of substantial revenue losses and 
the closure of small retailers as a direct result of 
the legislation were not borne out by the data; ac-
cording to the investigators, the effect of declining 
tobacco sales would likely span over a much longer 
period of time (197).

With the continuing curtailment of opportunities 
for promoting tobacco, the industry will persist in 
fighting for the means they have developed. In the 
United Kingdom (Scotland), a tobacco company 
challenged the legislation, claiming that the Scot-
tish Parliament did not have the legal competence 
to ban displays and that to do so was a breach of 
the European free-trade rules. The case was taken 
all the way to the United Kingdom Supreme Court, 
but dismissed with the observation that equivalent 
measures had been adopted by Parliament for 
England and Wales. Case study 12 is about a similar 
case in Norway.

Case study 12. The Norwegian ban on tobacco 
displays
In January 2010, Norway introduced a strict ban on to-
bacco displays at points of sale, rendering the 35-year-
old advertising ban even more comprehensive. 

The rationale behind the ban was to reduce the 
exposure of young people to tobacco products and, 
consequently, to reduce their use of tobacco. This 
is especially important in view of the novelty shapes 
and colours of cigarette packs clearly aimed at at-
tracting girls to smoking. As the explosion of this 
type of pack plays an important part in encouraging 
impulse purchases among women and girls, it was 
argued that eliminating them from sight could help 
to reduce this and, thereby, prevent relapses among 
former smokers. The ban was also regarded as a 
tool for denormalizing tobacco use.

A review carried out for the Norwegian Government 
in 2008, before the ban on tobacco displays was 
adopted, showed that the tobacco industry had 
invested considerable resources in developing pack 
designs communicating messages to consumers. 
It concluded that there was reason to assume that 
tobacco displays influence purchase on a par with 
advertising (198). 

In 2010, an international tobacco company filed 
a suit against the Government claiming that the 
tobacco-display ban constituted an unlawful restric-
tion of the Agreement on the European Economic 
Area (EEA) (199) and, as a measure for protecting 
public health, was neither suitable nor necessary. 
The Oslo District Court disagreed: in 2012, it ruled 
that the display ban was not a trade restriction but 
a selling arrangement, equally affecting the market-
ing of domestic products and products from other 
EEA states. The Court further concluded that the 
ban was both suitable and necessary for protect-
ing public health, and referred to WHO FCTC Article 
13 (2) and its guidelines for implementation (140), 
which recommend a ban on tobacco displays. The 
tobacco company did not appeal.

How it works 
No tobacco products, smoking accessories, 
tobacco imitations or surrogates may be visible to 
customers at retail outlets. The display ban covers 
all tobacco products and all retail outlets with the 
exception of tobacconist shops (Fig. 15).

According to an evaluation report, there was 97% 
compliance with the display ban immediately after its 
introduction (200). The report also indicated that, as 
a result of the ban, young people were more likely to 
find it difficult to choose a brand. The removal of to-
bacco displays was perceived as a barrier to young 
people’s access to tobacco products, affecting their 
attachment to cigarette brands and contributing to 
the denormalization of tobacco. 
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Lesson learnt 
Research shows that there is a correlation between 
early exposure to the tobacco industry’s advertising 
and the future smoking habits of youngsters. The 
prominent placement of tobacco products alongside 
everyday goods in stores contributes to the percep-
tion among children that tobacco use is common-
place and not dangerous. The indications in Norway, 
as in other countries, are that the removal of tobacco 
displays will contribute in the long term to a reduction 
in the use of tobacco among young people and the 
adult population alike (201). 

Further information can be obtained from:
Helena Wilson
Ministry of Health and Care Services, Norway
Email: helena.wilson@hod.dep.no 

Tobacco-cessation services and 
support (WHO FCTC Article 14)
Particular attention should be paid to the unique 
barriers women face in attempting to stop smoking, 
including fear of weight gain, the effects of hormonal 
and menstrual cycles, the risk of depression and the 
need for social support. Women also report using 
cigarettes more frequently when together with other 
women, implying that that group dynamics and a 
desire for socialization may hinder them in quitting. 
These factors demonstrate the need for gender-spe-
cific cessation programmes that target the quitting 
hurdles unique to women. Unless treatment and ces-

sation services take these issues into consideration, 
women will be less likely to succeed in their efforts to 
quit tobacco. 

There is also an urgent need to target services for 
disadvantaged women. In 2013, a review of studies 
on smoking-cessation services in Europe revealed 
that, in general, they increase inequality in smok-
ing (202). The exception is the United Kingdom’s 
stop-smoking services, which target disadvantaged 
smokers. The reach of these services to groups with 
low socioeconomic status more than compensates 
for their relatively low success rates. 

Telephone lines (quitlines), through which smokers 
can receive advice on quitting, represent an effec-
tive and cost-effective way of supporting cessation 
efforts. Although a call-back counselling service en-
hances the usefulness of a quitline, those without are 
also very effective (203). There is consistent evidence 
that women are over-represented in the numbers of 
quitline calls made (Case study 13) and that callers 
are likely to be young and heavily addicted (204). 
Recent research shows that only 13% of countries 
in the Region have quitlines (16), and that some of 
those in function are not sufficiently funded to provide 
adequate support to smokers wishing to quit.

In Romania, the quitline was the subject of a media 
campaign aimed at increasing public awareness of 
the service and targeting women. In 2007, the Euro-
barometer Special Survey showed that, compared to 

Fig. 15. A typical storage cupboard in a Norwegian tobacco retail store

© Norwegian Directorate of Health.
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smokers in EU25, smokers in Romania who had tried 
and failed to stop were less likely to say they went 
back to smoking because they “liked” it, but because 
they could not cope with the cravings caused by 
stopping. A 5-month indoor and outdoor media cam-
paign in 2008-2009 encouraged women wishing to 
stop smoking to seek help through the quitline. Calls 
to the quitline more than doubled in the first month of 
the campaign and, falling only slightly in the following 
month, they remained high throughout the campaign 
period.

Case study 13. Swedish national tobacco quitline: 
women’s alternative (Sweden)
The Swedish national tobacco quitline (Sluta-röka-
linjen) (Fig. 16) (205) is an integral part of the National 
Health Services. Established in 1998, it is run by the 
Stockholm County Council and financed mainly by 
the Swedish Government. The aim is to reach women 
in the low-income bracket and to develop a special 
programme for pregnant women. Between 70% and 
80% of those registering for support are women.

How it works
The quitline service is available on weekdays for at 
least 50 hours a week. All incoming calls are regis-
tered for clinical and research purposes in a comput-
er-based client registry. If someone calls when the 
service is closed, the caller is invited to send an email 
upon receipt of which a counsellor will call back. At 
12-month follow-up, approximately 35–40% of callers 
report abstinence. The service has also been found to 
be a potentially effective complement to and resource 
for tobacco-cessation work in general practices and 
dental clinics. 

Lessons learnt
Swedish women are more willing than men to seek 
and accept support for smoking cessation. They are 
also more likely than men to use medication to treat 
nicotine dependency.

Further information can be obtained from:
Ann Post 
Centre for Epidemiology and Community Medicine, 
Stockholm County Council, Sweden 
E-mail: ann.post@sll.se

Stop-smoking services 
especially for women
Women can benefit from access to services espe-
cially geared to them, which provide information, for 
example, about healthy weight and how tobacco 
smoke affects their children, such as the stop-smok-
ing services in Spain (Case study 14). 

Case study 14. Helping Catalonian women stop 
smoking (Spain)
The overall prevalence of female smokers in Spain 
is low and smoking is concentrated in certain 
population groups. Estimates indicate that, as in 
other European countries, lung cancer is increasing 
among women in Spain and that mortality from the 
disease will exceed that from breast cancer by 2015 
(32). Recent studies show that only 41% of Spanish 
women quit smoking when they become pregnant 
and that the prevalence of pregnant smokers at 
delivery is 18% (206). Efforts have been made in the 
northern province of Catalonia to address the unique 
needs of female smokers and help them quit.

How it works
The Smoke Free Pregnancy Programme was im-
plemented in Catalonia in 2006 (207). A structured 
intervention, it is delivered by professionals working 
in the area of maternal and child health and includes 
material to support both the professionals and the 
pregnant women. In 2013, an evaluation of the pro-
gramme was carried out on a cohort of 493 preg-
nant smokers attending 18 sexual and reproductive 
health centres at conception for diagnosis, during 
the third trimester, and six and twelve months after 
the birth. The information collected included the fol-
lowing details about the patient: socio-demographic 
status; tobacco consumption; partner’s tobacco 
consumption, passive smoking; and intention to 
quit. Some 14.8% of the pregnant smokers quit at 
the first visit and 39.5% in the third trimester; 29% 
were abstinent at six and twelve months after giving 
birth. Women who smoked an average of 14 ciga-
rettes a day at the time of the first visit had reduced 
their consumption to four by the third trimester, but 
were back to eight at six and twelve months after 
giving birth. 

Fig. 16. Swedish national tobacco quitline logo

© Centre for Epidemiology and Community Medicine, Stockholm, Sweden.
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These results make it clear that being pregnant trig-
gers the desire to quit smoking. A follow-up evalu-
ation involving women nine months after they had 
given birth showed that the programme was effective 
in helping women quit smoking during pregnancy: 
one in four women were still abstinent a year after 
giving birth. However, there is still a need to reinforce 
interventions at the neonatal and paediatric stages.

Lessons learnt
It is necessary to develop prevention and treatment 
programmes with a gender perspective to curb 
the consequences of tobacco use on the health of 
women. These programmes must focus on the entire 
life situation of women and not just on pregnancy.

Further information can be obtained from:
Mireia Jané
Catalan Public Health Agency, Generalitat de Catalu-
nya, Spain
Email: mireia.jane@gencat.cat 
Isabel Nerin 
Department of Medicine, Psychiatry and Dermatology
School of Medicine, Zaragoza University, Spain
E-Mail: isabelne@unizar.es 

Brief, opportunistic advice

Although the advice given by health professionals on 
ways to stop smoking has been discussed for over 
30 years, the emphasis is currently on giving very 
brief advice (VBA). Health-care workers frequently 
cite the excessive time they need to counsel patients. 
VBA involves asking patients about their smoking 
habits and recording their smoking status at every 
visit, whether it is related to a tobacco-induced condi-
tion or not. According to the method developed by 
the National Centre for Smoking Cessation and Train-
ing in the United Kingdom, patients should be asked 
about their current smoking habits, advised that help 
to quit is available (free of charge since it is covered 
by the National Health Service), and provided options 
for immediate or later use as they wish (208). This 
is especially relevant for women who are more likely 
than men to visit health-care workers. The following 
example from Italy shows how the subject of smok-
ing can be brought up during a cancer-screening 
programme (Case study 15).

Case study 15. Counselling on smoking cessation 
delivered during screening for cervical cancer 
(Italy)
Counselling on smoking cessation delivered by 
midwives to female smokers during Pap-smear 
screening is an effective approach and should be 
recommended. This is the main conclusion of the 
Systolic Blood Pressure Intervention Trial (SPRINT), 
a randomized controlled study designed to evalu-

ate counselling interventions on smoking cessation 
and physical activity for women attending screening 
programmes for cervical cancer in three Italian cities: 
Florence, Mantua and Turin (209,210). This type of 
screening programme makes it possible to contact 
large numbers of young female smokers who, being 
generally healthy, have little need to contact general 
practitioners or other health personnel. 

How it works
In a pilot of 5657 women undergoing the Pap-smear 
examination, 1100 (55% of which were smok-
ers) were randomized into three study arms for: (1) 
smoking intervention (363); (2) smoking and physi-
cal activity intervention (366); and (3) control without 
counselling (371). There were no differences between 
the arms as regards characteristics (demographics, 
physical activity and tobacco use). The participants in 
the study were older and less educated than the non-
participating women; they were also heavier smok-
ers, more motivated to quit and more likely to have 
already made one or more quit attempts. 

The participants that were randomized in the two 
intervention arms had more than doubled their likeli-
hood of quitting at the 6-month follow-up. It would, 
therefore, appear that Pap-smear screening is an 
opportune occasion for midwives to counsel smok-
ers about quitting. These results were consistent with 
those recorded in the meta-analysis on nurse-mediat-
ed smoking-cessation interventions in smokers who 
were not hospitalized (2013) (211).

Lessons learnt
Even though the proportion of women likely to be-
come long-term quitters as a result of a midwife-me-
diated intervention during cervical-cancer screening is 
likely to be small (8%), the effect could be important 
in countries or areas where participation in cervical-
cancer-screening programmes is high. In Italy, for 
example, the annual participation of smokers in such 
programmes has been 300 000 in recent years (212).

Further information can be obtained from:
Elisabetta Chellini
Institute for Study and Prevention of Cancer, Flor-
ence, Italy
Email: e.chellini@ispo.toscana.it

Women are known to be more likely than men to 
seek help and support in their efforts to stop smok-
ing. Smoking cessation is also the area in connection 
with which we found most examples of programmes 
or services in Europe targeted at women. Though 
pregnancy and the early years of children’s lives are 
periods when it is extremely important for women not 
to smoke, such support should also be available to 
women at other stages of their lives.
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The threat of tobacco to the health of girls and 
women in Europe is grave. The prevalence of female 
smoking in the European Region is higher than in any 
of the other WHO regions and, in some countries, it is 
increasing. WHO data reveal that adolescent smok-
ing is also alarmingly high, principally in central and 
eastern Europe, and that girls smoke more than boys. 
There are new nicotine products on the European 
market – including water pipes and e-cigarettes – that 
show signs of appealing to the young. These prod-
ucts are relatively unregulated and many fear that they 
will be used by the tobacco companies to undercut 
what little regulation there is on the most dangerous 
consumer product ever devised – the cigarette.

That the marketing methods used by tobacco com-
panies are cynical in the extreme has been known for 
many years; the information in this report indicates 
that, despite the rhetoric, nothing has been done to 
change that. When targeting women, tobacco com-
panies seek opportunities to associate their products 
with empowerment, glamour and success whereas, 
in truth, they deliver the opposite. 

To make any progress towards, and reach, the global 
voluntary target of 30% reduction in tobacco use by 
2025, countries and WHO should act resolutely to 
integrate the gender perspective into all tobacco-con-
trol policy-making and implementation. WHO FCTC 
(2) is an excellent tool for preventing the increase of 
and reducing current tobacco use among women 
and girls in Europe. It gives us the opportunity to 
work together to lower NCD rates globally. The high-
level delegations participating in the WHO European 
Ministerial Conference on the Prevention and Control 
of Noncommunicable Diseases in the Context of 
Health 2020 held in Ashgabat, Turkmenistan, in 2013, 
clearly recognized the discrepancy between the high 
level of WHO FCTC ratifications and the low level 
of implementation. The European Member States 
should renew their efforts to implement the policies 
endorsed in the WHO FCTC (2) and its guidelines for 
implementation (140) to the highest degree. This can 
only be achieved through the: 

• active participation and leadership of women in 
tobacco-control policy-making and implementa-
tion at the national and subnational levels;

• incorporation of a gender perspective in all 
tobacco-control policies and action to implement 
them;

• gender-responsive planning and the monitoring 
and evaluation of sex-, gender- and socioeco-
nomic-specific information on tobacco use and 
the effects of tobacco-control policy measures. 

Possible ways of incorporating the gender perspec-
tive in all tobacco-control policy-making and of fulfill-
ing WHO FCTC obligations could be to:

• enact and enforce legislation requiring that all 
indoor workplaces and public places, including 
public transport, be classified as 100% smoke-
free environments;

• empower everyone to claim protection from 
second-hand smoke through gender-specific 
education;

• ensure that, in non-EU countries, cigarettes 
and other tobacco products are not attractive 
to women, for example, by banning flavouring 
agents;

• make it a requirement that tobacco companies, 
including importers, disclose any novel design 
features, such as menthol crush capsules, to 
governmental authorities;

• implement large, visible, regularly changed, 
gender-specific, pictorial health warnings and 
messages about the risks of tobacco, that ad-
dress not only pregnant women but also women 
and men in general;

• protect young people, especially girls, from 
tobacco advertising as a vital step towards 
implementing a comprehensive ban on all direct 
and indirect tobacco advertising, promotion and 
sponsoring (including cross-border); 

• introduce a ban on advertising at points of sale 
and eliminate the “silent salesman” effect of 
packaging by making plain packaging a require-
ment;

• introduce an education and communication 
approach to increasing public awareness and 
support, and enforce effective tobacco-control 
policies with a gender-specific approach; 

• ensure the availability of, and access to, treat-
ment services for tobacco dependence, and train 

Conclusions 
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professionals in these services to take sex and 
gender issues into account;

• take local needs into consideration in targeting 
services, for example, to low-income smokers. 

• focus not only on the health of the fetus in 
tobacco-control messages related to pregnancy, 
but also on that of the mother. 
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