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Abstract The World Health Organization (WHO) Framework Convention for
Tobacco Control (FCTC) has prompted major change in tobacco control globally.
However, policy implementation has been uneven, making ‘smoke free’ outcomes
possible in some countries, but not others. We identify the factors that would
improve implementation. We describe an ideal type of ‘comprehensive tobacco
control regimes’, where policy environments are conducive to the implementation of
tobacco control measures designed to eradicate tobacco use. The ideal type requires
that a country have certain policy processes: the department of health takes the
policy lead; tobacco is ‘framed’ as a public health problem; public health groups are
consulted at the expense of tobacco interests; socioeconomic conditions are con-
ducive to policy change; and, the scientific evidence is ‘set in stone’ within govern-
ments. No country will meet all these criteria in the short term, and the gap between
the ideal type and the current state is wide in many countries. However, the WHO
experience provides a model for progress.
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Introduction: Could the Framework Convention for Tobacco
Control (FCTC) produce a tobacco control ‘endgame’?

The tobacco ‘endgame’ represents a major shift in public health
debates – from controlling the tobacco market and reducing smoking,
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to eradicating both.1,2 Two elements are needed: proposal of new
policy instruments and recognition that politics is just as important as
policy. Yet, the endgame discourse today does not fully recognise the
importance of the political process to the fate of policy instruments. In
practice, it is difficult to separate the effect of an endgame policy
instrument from the effect of its implementation in different local
environments.
Some authors writing about the endgame correctly point to the

continued importance of the World Health Organization (WHO)
FCTC, but make only vague reference to a lack of ‘political will’ to
explain lack of progress.3 This is a natural response from scholars
seeking policy change, but unhelpful because it fails to recognise
adequately the role of the environment in which policymakers operate.
We construct a framework to understand the causal mechanisms of the
global tobacco policy process.
We compare the real world with an ideal that represents con-

ditions needed to permit full implementation of endgame policy
instruments. This permits us to see just how far away countries are
from that end. We can make recommendations to advance an end-
game agenda for the particular context. The experience of countries
that have lead the way, and of WHO, offer a model for long-term
change.
We analysed the policy literature to create a synthesis – a comprehensive

review ofWHO and Parties documents evaluating FCTC progress. We also
interviewed more than 300 policy participants in 39 countries.4,5

Background: The Uneven Implementation of the FCTC

The FCTC, developed in 2003 to address the global tobacco epidemic,
has promoted comprehensive tobacco control regimes where countries
combine measures to:

● reduce the demand for tobacco and the effects of smoking in the
population:

� high prices,
� health education and warnings on packaging,
� bans on tobacco advertising and sponsorship,
� smoking cessation programmes,
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� smoking bans in enclosed public places to reduce second-hand
smoke (SHS), and

� reduce the supply of tobacco (including restrictions on the sale of
tobacco to minors and the illicit trade of tobacco, and economic
incentives to grow non-tobacco products)

● fund tobacco control advocacy and scientific research on tobacco-
related harm,

● counter global tobacco industry influence, through

� tobacco control,
� litigation, and
� international cooperation and agreements.

WHO reports on FCTC implementation6–8 show a large increase in
the worldwide adoption of tobacco control measures since the FCTC
negotiations began in 2000. Implementation, however, has been uneven
in several ways.
First, comprehensive measures seem likely in only a few countries.

Legislation to control tobacco broadly – required ingredient disclosure,
education, regulating tobacco advertising, and banning smoking in
indoor public places – can be found in very few countries – Australia,
Canada, Finland, Norway, Sweden, New Zealand, the United Kingdom
and, to a lesser extent, the United States.5,9

Second, the FCTC reports suggest that implementation is generally
least apparent in countries where the tobacco epidemic has yet to
emerge and the idea of tobacco control is relatively new. Surveys of
expert opinion also highlight a gap between a small number of
countries undergoing ‘substantial’ policy change, and a large number
where policy change and enforcement is ‘non-existent’, ‘limited’, or
‘moderate’.10

Third, in almost all countries, some measures – economic incen-
tives and litigation – are less likely to be introduced than
others, including education, restrictions of sales to minors, and on
packaging.
Fourth, some countries – Brazil, Singapore, Thailand, and Uruguay

are examples – have invented specific tobacco control instruments.
Overall, the country-by-country picture is mixed. Simple distinctions
such as ‘developed/developing’ fail to give us a reliable indicator or
predictor of progress.
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How should we address these uneven policy outcomes? Focus on the
policy environment

The FCTC experience confirms a general conclusion in public policy
writings: implementation involves much more than generating evidence-
based objectives and policy instruments. To use an international agree-
ment to achieve domestic outcomes, we must also consider the motives,
opportunities, and abilities of policymakers. What sets some countries
apart depends on policy environments. Are they more or less conducive to
the introduction of a ‘comprehensive’ set of tobacco control instruments?
On the basis of the experiences of the most advanced tobacco control

regimes, ones that developed gradually over the last 30–50 years, we
constructed an ideal-type policy environment. We set out five conditions
that would have to be met to allow the full implementation of the FCTC,
plus additional endgame policy instruments. No country has met all these
conditions. Discussions that compare the ideal type with reality may
explain lack of policy progress. They may let us recommend how to reduce
implementation gaps. We may lose sight of this long-term vision, when
focusing primarily on current debates and specific policy instruments.
First, a country’s department of health, usually sympathetic to the

FCTC’s aims, must take the policy lead. It must have the capacity, and
status within government, to pursue comprehensive tobacco control. It
must be able to stand up to trade and treasury departments that highlight
the economic value of the tobacco trade. Health departments pay more
attention to evidence about ill health and understand tobacco as a
pressing public health problem. Moreover, they are also more likely to
consult with medical and public health groups and to reject the interests
of tobacco companies.
Few countries can meet this aim in the short term, but in some

countries, we see hopeful trends since World War II. Within their health
departments, the focus is unequivocally on tobacco control compared
with the 1950s/1960s, when many focused on industrial air pollution
and other problems. In the 1970s, health departments tried tobacco
policymaking in negotiation with the industry. Since the 1980s, we detect
a marked change in approach. In countries such as the United Kingdom,
the Treasury has now become highly supportive of the Department of
Health’s central role and objectives.5

Second, in government, tobacco must be ‘framed’ as a public health
problem: an epidemic to be eradicated aggressively (based on public

The global tobacco control ‘endgame’

509© 2014 Macmillan Publishers Ltd. 0197-5897 Journal of Public Health Policy Vol. 35, 4, 506–517



    
  A

UTHOR C
OPY

health ‘endgame’1,2 or ‘winnable battle’ strategies11). Even in leading
countries, those that have made the most progress, tobacco was once
viewed primarily as a product with economic value, and tobacco growing
and manufacturing was often subsidised or encouraged. Tobacco was to
be traded freely and profited from. It was seen to provide jobs, exports,
and tax revenue. This economic frame, combined with an appeal to the
freedom to sell and smoke a legal product, dominated the political agenda.
More recently tobacco has been framed as a public health problem, and
there is new attention to the role of SHS. Many governments feel able to
move tobacco control up the list of priorities. They promote control as a
response to a health crisis; one that trumps economic concerns and
challenges tobacco’s reputation as an economic good.
Third, medical and anti-smoking public health groups must be

consulted, while ignoring tobacco interests. Giving primary responsibil-
ity to the health department has helped this process. Health departments
are much more likely than a treasury or trade department to make use of
anti-smoking health groups as the key source of information and advice.
In countries such as the United States and United Kingdom, we have

been able to trace post-war shifts in departmental responsibility and
consultation. The tobacco industry was a strong ally of many governments
for decades before and after World War II. Tobacco companies were the
most often consulted when Finance and other departments coordinated
policy. Health departments were weak, and public health groups struggled
to be included in tobacco policy networks. The older relationships,
although not completely replaced, have yielded to a trend towards
dominance of health departments and anti-smoking health groups.
Fourth, social and economic conditions must be conducive to policy

change. Prevalence of smoking influences the economic benefit (including
tax revenues) of tobacco, and public opinion on tobacco control.12 In the
ideal, the economic benefit of tobacco production and consumption is
deemed to be zero or negative, and the public supports tobacco control. In
practice, leading countries, those with advanced tobacco control regimes,
see declining value of tobacco tax revenues, and finance departments,
once protective of the industry, are open to greater use of taxation to
discourage consumption and/or to pay for health services for smokers.
But variation exists. The UK government claims to have set taxes at an

optimal rate to bring in revenue without encouraging smuggling and
counterfeiting. The US tax system, combined with the Master Settlement
Agreement that was negotiated between government and the tobacco
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industry to settle tobacco litigation, does not yet bring in revenue at the
international norm. However, we do see declining numbers of smokers
and declining opposition to tobacco control. These changes allow govern-
ments to ‘get ahead’ of public opinion when introducing tobacco control.
Finally, the scientific evidence on the harmful effects of smoking and

SHS must be ‘set in stone’ within governments. Policy is most likely to
move forward when policymakers accept fully the scientific evidence
that links smoking and SHS to ill health. This has happened in the
countries that are now ahead, but only after a lag between key scientific
reports and positive government responses.
Change in these five factors or conditions is mutually reinforcing.

Increased acceptance of the scientific evidence, for example, helps shift
the way that governments understand the tobacco problem.13–15 Fram-
ing tobacco as a health problem allows health departments to take the
lead and take responsibility. A decrease in smoking rates reduces the
barriers to tobacco control and more tobacco control means fewer
smokers. Consequently, when the FCTC is adopted, it is by a supportive
health department that ‘sets in stone’ the scientific evidence, prioritises
the public health frame, and consults routinely with public health groups
at the expense of tobacco interests.
We describe an ideal type because no country meets these criteria fully.

Further, even in countries with advanced tobacco control regimes, the
time span between the initial identification of smoking (and then SHS) as
related to ill health and the initiation of a major policy response was
20–30 years, usually followed by gradual policy change over a similar
period.5 It took considerable time to create a policy environment
conducive to comprehensive tobacco control policy. Collective experi-
ence of leading countries provides a model for change, and is reflected in
developments within the WHO, a United Nations (UN) organisation
where countries are represented by their ministries of health.

The WHO is a model for most countries

The FCTC eventually took place in an environment conducive to major
policy change and the WHO’s policy environment is closer to our ideal
type than that of most countries. First, the responsibility for tobacco
control shifted (despite resistance from leaf-growing countries such as
Malawi, aided by tobacco companies16,17). Tobacco control was once
the preserve of individual countries, with UN organisations and World
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Bank supporting tobacco as an economic product. Over time, global
tobacco control policy became ‘institutionalised’ in the WHO Tobacco
Free Initiative. Since 1999, tobacco control at the UN has been largely
the preserve of WHO.
Second, tobacco control climbed onto the agenda and was reframed as

primarily a health problem. When tobacco was the sole responsibility of
countries, it was often low on the agenda. Many treated tobacco as a
source of revenue and economic development and WHO’s involvement
was limited, with tobacco competing for attention with issues such
as infectious diseases. As the scientific evidence accumulated about
tobacco-caused death and disease, the role of the WHO increased.
Energetic WHO Directors General advanced their organisation’s role.
Third, WHO provided a new venue for the influence of public health.

It even sought to exclude pro-tobacco groups from its formal decision-
making process (see Article 5.3 of the FCTC and its guidelines18) while
encouraging the international tobacco control network of policy advo-
cates and scientific experts.13,19

Fourth, attitudes towards the socioeconomic context have shifted.
Tobacco companies still try to influence policy with the argument that
tobacco provides jobs, plus tax, and export revenue.16 This is now
challenged by highlighting the economic ill-effects caused by tobacco
use. From 1992, the World Bank has invested in research to make the
economic case for tobacco control20 and worked with the WHO to
further the FCTC.16 Moreover, public opinion has followed, with
surveys demonstrating a majority support the FCTC.5

Finally, the main driver for WHO involvement has been the accumula-
tion of the evidence linking tobacco to ill health, assembled by expert
committees.13 WHO has disseminated best practices in tobacco con-
trol.20 It has worked with its International Agency on Research on
Cancer to generate and disseminate scientific information on tobacco use
and control.

Many parties to the FCTC struggle to implement it

FCTC implementation remains less straightforward than it might be
because a supportive policy environment is not found in many countries.
Many health departments are not heard. Other departments – agricul-
ture, finance, and trade – drown out the voice of health.5,21 Tobacco
policy rarely appears on the policy agenda and the public health frame
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must still compete with economic arguments.5 Tobacco companies spend
their generous resources to influence legislators22 and challenge tobacco
control in the courts.23 Thus tobacco companies remain powerful within
policy discussions and the capacity of anti-tobacco groups to influence
policy is low.21,24–26 Tobacco growing and manufacturing remains an
important source of jobs, exports, and revenue. Moreover, smoking
prevalence is still rising in many countries. Medical–scientific knowledge
has not had its full impact. Domestic anti-tobacco groups still lack
resources.5,24

Consider China and India that account for half of all tobacco users in
the world. China has one third of the world’s smokers and 38 per cent of
tobacco production.23,27 Although China supported the FCTC, its
environment is not conducive to implementation.28 China maintains a
state monopoly over tobacco production that provides 8–11 per cent of
total government revenue. Tobacco control is low on their agenda and
the image of health damage must still compete with a perception that
China’s tobacco industry contributes to economic growth.27 Tobacco
policy has been placed under the economic development agency that
consults regularly with the tobacco industry. The health ministry is
‘sidelined’.27 Public health groups have few resources and are not
engaged, partly because of the tense, if improving, relationship between
government and non-governmental organisations (NGOs)27,29. Medi-
cal knowledge is poor, as fewer than half of physicians surveyed30,31

had a comprehensive knowledge of the links between smoking and
illness; more than one-third of doctors smoke in front of their patients.
Smoking rates are also high among the police forces responsible for
enforcing bans on smoking in public places.32–34 Scientific research
capacity is low.35

India has demonstrated a commitment to the FCTC and is a world
leader in regulating tobacco use in media and films.36 Yet India’s tobacco
policy profile is similar to that of China.37 India continues ‘to pass
legislation that is poorly enforced, and challenged in the courts’.37 India
enacted a smoking ban in 2008, but the fine for non-compliance is low
and surveillance to ensure compliance ‘inadequate’.37 India lacks health
education capacity and smoking cessation clinics, resulting in patchy
public knowledge of the risks of smoking.37 Most of the public ‘may not
have ever engaged in discussion on the merits of tobacco control’ and
may still be relatively likely to view tobacco production in positive terms
(a perspective common in many countries38).
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Conclusion

The FCTC experience provides a clear lesson: the policy environment is
as important as the policy instruments designed to eradicate tobacco use.
Our ideal type identifies the mutually reinforcing changes in policy
processes needed to secure an environment conducive to the tobacco
control endgame: departments of health become central to tobacco
policy; they frame tobacco as a public health problem to be solved; they
support and consult with public health groups and marginalise tobacco
interests; they are strengthened by (and help accelerate) a reduction in
smoking and therefore a drop in the economic value of tobacco and in
opposition to tobacco control; and, they institutionalise the evidence on
smoking and passive smoking.
In many countries, a wide gap exists between the ideal type and the

current situation. Most have signed the FCTC agreement, but its imple-
mentation is left to under-resourced health ministries (competing with
more powerful finance and trade ministries). Tobacco control remains low
on the agenda, with few resources to enforce policies. A country focused on
tobacco as an economic product, with a finance ministry at the core of
policy, maintaining strong links to the industry, with little attention to the
association between smoking (and SHS) and ill health, plus a growing
smoking population, will not implement the FCTC effectively.
The FCTC’s role is to set the agenda for tobacco control in countries

that have not yet addressed the tobacco ‘epidemic’. Experience to date
suggests that success is possible, but far from inevitable. Country
representatives, particularly at WHO where they are the ministers of
health, form part of a supportive coalition during international negotia-
tions, only to find a series of obstacles when they return to less favourable
domestic environments. In that context, the WHO’s policy environment,
as a model for individual countries, is as important as the policy
instruments it supports.
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