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Background 

The World Health Organization (WHO) Framework Convention for Tobacco Control 

(FCTC) is one of the most widely accepted treaties in the United Nations system. It 

represents an attempt by governments to address the global tobacco epidemic. It contains a 

‘comprehensive’ set of measures to reduce the demand for, and supply of, tobacco products 

worldwide. In most countries, it has prompted an increase in the number and depth of policy 

instruments. It primarily sets the agenda for change rather than providing the means to ensure 

the domestic implementation of policy.  Implementation has been uneven; it is more evident 

in ‘developed’ than ‘developing’ countries.   We identify the policy processes that would 

have to change to ensure more successful global implementation.  

Methods 

The country-level analysis is based on interview fieldwork conducted between 1999 and 

2010, and the analysis of archival documents from the tobacco documents online library 

(legacy.library.uscf.edu), European Union, U.S. National Clearing House for Smoking, 

WHO, reports by Ruth Roemer and the tobacco laws website 

(http://www.tobaccocontrollaws.org/legislation/). We analyse three sources of published data 

- WHO MPOWER reports; 2-year, 5-year and 7-year reports of the FCTC implementation by 

Parties, and experts’ opinion surveys – to compare levels of policy implementation.   

Results 

The number of policies adopted across the globe has increased markedly since the negotiation 

of the FCTC. However, the implementation of policy has been uneven. The developed-

developing country distinction provides an important way to describe this outcome, since 

most progress has been made in developed countries. However, it does not explain the 

uneven implementation of the FCTC; ‘development’ is not the causal factor. We synthesise 

the public policy literature to identify the key causal factors [1]. We identify the most 

relevant characteristics of the policy processes within ‘leading’ countries with the most 

comprehensive tobacco control: their department of health has taken the policy lead 

(replacing trade and treasury departments); tobacco is ‘framed’ as a pressing public health 

problem (not an economic good); public health groups are more consulted (often at the 

expense of tobacco companies); socioeconomic conditions (including the value of tobacco 

taxation, and public attitudes to tobacco control) are conducive to policy change; and, the 

scientific evidence on the harmful effects of smoking and secondhand smoking are ‘set in 
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stone’ within governments. These factors tend to be absent in the countries with limited 

controls. We argue that, in the absence of these wider changes in their policy environments, 

the countries most reliant on the FCTC are currently the least able to implement it. 

Keywords: policymaking, FCTC, implementation, tobacco control, development, policy 

transfer 

Introduction: the role of the WHO and the FCTC 

Tobacco control is a central issue in world politics, largely because of the size of the policy 

problem.  Smoking is a leading preventable cause of mortality and morbidity worldwide, but 

consumption continues to rise in many countries [2]. There are over 1.35 billion smokers in 

the world and smoking contributes to one in ten deaths worldwide (over six million per year 

[3,4]).    

Tobacco control is a vital concern of international actors (governmental and 

nongovernmental [5,6]). The key intergovernmental actor since the 1970s has been the World 

Health Organization (WHO) – and its involvement has increased markedly in the postwar era.  

It was created by states in 1947 and made responsible for global health issues [7]. Its role in 

tobacco control became formalised with the 1970 World Health Assembly resolution [8]. The 

WHO engaged initially in informational activities to promote tobacco control. The emphasis 

was on individual states’ action backed by the WHO’s scientific evidence. This arrangement 

changed from the mid-to-late-1980s, when the World Health Assembly created the ‘Tobacco 

or Health’ programme to formalise the WHO’s worldwide activities on tobacco control. In 

1986 the World Health Assembly mandated the WHO to pursue a “global public health 

approach and action to combat the tobacco pandemic” because “the use of tobacco in all its 

forms is incompatible with the attainment of [the 1978 Alma Alta Declaration of] health for 

all by the year 2000” [9].  

From the mid-1990s, the WHO became a leader in the development of a major international 

public health treaty to control tobacco supply and demand: the Framework Convention for 

Tobacco Control (FCTC). The negotiations began in 2000, the World Health Assembly 

adopted the FCTC in 2003 and it became international law in 2005. As of September 2013, it 

has 177 Parties (176 countries plus the European Union). The FCTC is one of the most 

widely accepted treaties in the United Nations (UN) system, and one of the few treaties 

associated with an emergency meeting of the UN urging countries to implement [10].  

The FCTC represents a ‘comprehensive’ approach to tobacco control based on a series of 

well-established arguments in the public health field: there are clear health (and wider 

socioeconomic) dangers related to tobacco use and secondhand smoke (SHS); tobacco and 

nicotine are addictive; the tobacco industry, as a key player in the global spread of tobacco, 

needs to be controlled through transnational efforts; and, tobacco control is most effective 

through a ‘comprehensive’ set of demand- and supply-side measures that reinforce each other 

to reduce the use and spread of tobacco [3,6,11].  The list of measures is extensive, including 

a commitment to
i
:  
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 Tobacco taxation policy - price and tax measures to reduce the demand for tobacco  

 Smoke-free policy - protection from exposure to secondhand tobacco smoke  

 Tobacco product regulation - regulation of contents of tobacco products (toxic 

ingredients)  

 Ingredient disclosure - regulation of public tobacco product disclosures 

 Health warning labels - at least 30% of the package of tobacco products should be a 

health warning 

 Education and advocacy programs – to improve health education, communication, 

training and public awareness 

 Ban tobacco advertising, promotion and sponsorship 

 Tobacco (smoking) cessation services (including nicotine replacement therapy)  

 Prohibit the illicit trade in tobacco products  

 Ban tobacco sales to minors (under 18) 

 Litigation - to support governmental efforts to take action against tobacco companies   

 Fund research to monitor and evaluate tobacco control 

 Support economically viable alternatives to tobacco growing 

The FCTC as a Tool for Agenda Setting: Framing the Global Problem 

To a large extent, the FCTC is a tool to promote greater recognition of the global tobacco 

problem. Some countries have not faced the same ‘epidemic’ as others. Consequently, there 

is an important disconnect between country-level experiences and the perceived size of the 

problem (by the government, media and public) in each country [3].  

Current and predicted tobacco use is generally described in terms of the four-stage ‘tobacco 

epidemic model’ articulated initially (based on the ‘developed country’ experience) by Lopez 

[12], and accepted by organisations such as the WHO and World Bank [13], before being 

modified by Thun et al (they suggest that we monitor the gender gap in each country to 

account for different smoking trends associated with different cultures; the initial model was 

based largely on the ‘Western’ experience) [14]: 

 At stage one of the original model, male and female smoking prevalence starts at low 

levels before rising rapidly before tobacco-related deaths are evident.  

 At stage two, male smoking prevalence rises rapidly and reaches levels higher than 

female, peaking at 50–80%. By the end of this stage, illness and deaths attributable to 

tobacco are rising rapidly, accounting for 10% of male deaths.  

 At stage three, the prevalence of male smoking begins to decline and the prevalence 

of female smoking plateaus, though smoking prevalence among younger women can 

reach levels close to that of men. Knowledge of smoking health hazards is more 

widespread. However, during this stage, the incidence and prevalence of tobacco-

attributable disease continues to rise rapidly and peak at 25–30% of male mortality, 

with tobacco-proportionate mortality higher in the middle-age groups because of the 

time lag between tobacco exposure, illness and death.  
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 At stage four, smoking prevalence for both sexes continues to decline at slow but 

similar rates, but smoking-attributable death rates remain high at 30–35% of all male 

deaths (smokers and non-smokers combined) and 40–45% of male deaths in middle 

age. While smoking-attributable male death rates begin to decline, smoking-

attributable female death rates continue to rise, as female smoking prevalence peaked 

after that for males.   

In other words, some countries have faced a relatively pressing and highly visible public 

health problem. A small but significant proportion of those countries can be called ‘leading’ 

countries. They are the countries which have reached stage four and have responded with a 

comprehensive tobacco control regime [15,16] – including Australia, Canada, Finland, 

Norway, Sweden, New Zealand, and the UK. The US is also often considered to be a 

‘leading’ country because it is a strong influence on international policy development even if 

its own measures have often been more limited than the others [3]. These countries have 

generally introduced comprehensive measures before the FCTC was fully developed; the 

FCTC is used as an aid to policy learning, to strengthen the effectiveness of their measures.  

Many other countries are at stages one to three: rates of smoking may be rising or peaking 

before the full extent of the health problem is evident in the population.  The history of 

tobacco in ‘leading’ countries suggests that, in the absence of an international agreement, the 

visibility of the issue and the attention devoted to it, in countries at stages 1-3, will lag behind 

the policy problem. A comprehensive policy response in leading countries took 20-30 years 

to develop [3].  Many countries only now have comprehensive tobacco control programmes 

to address problems created decades before – and many actors (in the international arena and 

in countries with limited controls) became determined to avoid the same experience. 

In this context, the FCTC partly represents an important attempt to raise attention to, and 

address, a future problem; a chance for many countries, currently with a relatively small (but 

growing) smoking population, to learn from the post-war experience of some leading 

countries that saw smoking prevalence rise to the majority of the adult population.
ii
   

The Implementation of the FCTC: An Analysis of Early Progress 

The FCTC provides the potential for a major transformation in global tobacco control policy, 

particularly for countries which had minimal controls before becoming parties. However, it 

does not provide legal enforcement mechanisms. Implementation is still the responsibility of 

individual countries. It had a significant effect on domestic policy formulation (as measured 

by the number of relevant national legislative measures to control tobacco) but a more 

uncertain effect on implementation.  

The uneven spread of tobacco control appears to relate strongly to the broad distinction 

between ‘developed’ and ‘developing’ countries – relatively strong tobacco control regimes 

can be found in a higher proportion of developed countries. This broad distinction between 

countries is problematic because it is often vague, relating to (for example) levels of income 

and/or democracy. The former can be addressed with the World Bank distinction between 

high (31 OECD and a further 39 non-OECD), middle and low income countries [17] but a 
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sole focus on income does not provide a clear list of countries or causal link to policymaking 

(why would the income of a country necessarily influence policymaking so directly?).  

Consequently, we employ two measures. First, we outline a broad picture of developed- 

developing progress using the UN Statistics Division list of countries (Appendix 1).  Second, 

in subsequent sections, we synthesise the public policy literature to identify more meaningful 

causes (than development or income) of uneven policy implementation. 

Table 1 outlines WHO evidence on the adoption of legislative policy instruments in key 

areas:  

Table 1: Total Number and Proportions of Tobacco Policies in all Developed and 

Developing Countries 

 

Year Before 2000 By 2011 

Tobacco control instruments Developed  

(n=31) 

Developing*  

(n=163) 

Developed  

(n=31) 

Developing  

(n=163) 

     

Tobacco taxation policy 4 (13%) 9 (6%) 30 (97%) 157 (96%) 

Smoke-free policy** 18 (58%) 39 (24%) 31 (100%) 135 (83%) 

Ingredients disclosure 7 (23%) 2 (1%) 9 (29%) 8 (5%) 

Health warning labels 9 (29%) 19 (12%) 28 (90%) 129 (79%) 

Education and advocacy program 17 (54%) 26 (16%) 17 (54%) 37 (23%) 

Ban on tobacco advertising, 

promotion and sponsorship 

21 (68%) 45 (28%) 29 (94%) 128 (78%) 

Tobacco cessation services 3 (10%) 0 31 (100%) 146 (90%) 

Prohibit illicit trade in tobacco 

products 

0 1 (0.01%) 2 (6%) 6 (4%) 

Ban tobacco sales to minors 4 (13%) 5 (3%) 14 (45%) 36 (22%) 

Litigation 4 (13%) 3 (2%) 4 (13%) 9 (5%) 

Funding for programs & research 0 0 25 (8%) 146 (90%) 

National Tobacco Control Act 14 (45%) 14 (9%) 15 (48%) 35 (21%) 

     

*Classification based on UN Statistics Division categories (Appendix 1).  **Public places are generally defined 

as indoors.  The policies are otherwise known as ‘smoke-free’ or ‘clean indoor air’ policies.  Sources: the 

tobacco laws website (http://www.tobaccocontrollaws.org/; [18]) the WHO MPOWER reports [19-21] , WHO 

[22] and US National Clearinghouse for Smoking [23]. 

Table 1 shows three main outcomes.  First, the use of legislation to control tobacco is 

generally more extensive in developed countries, particularly in areas such as the regulation 

of ingredients disclosure, education, tobacco advertising and smoking in indoor public places.  

Second, however, the extent of tobacco control was not ‘comprehensive’ in many developed 

countries. The developed country experience is patchy, containing a small number of 

‘leaders’ approaching a comprehensive regime and a larger number of countries with more 

limited controls.  Even in the leading countries, few had significant legislative controls before 

the 1980s [24][3]. Third, the current amount of tobacco control legislation is significantly 

higher in both categories; the vast majority of countries have legislated in at least six key 

areas.  Our data show a large increase in the worldwide adoption of tobacco control measures 

since the FCTC negotiations began in 2000.      

http://www.tobaccocontrollaws.org/
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This evidence of policy change is qualified by two longer term measures of implementation: 

country reports by the Parties to the FCTC (table 2) and reports based on expert opinion 

(table 3).  Article 21 of the FCTC requires the Parties to report periodically on its 

implementation – and we summarise the 2-year, 5-year, and 7-year reports of the Parties in 

nine policies (table 2). The data suggest that while the overall implementation of the FCTC 

has increased, it has been an uneven process. It is generally least apparent in countries where 

the tobacco epidemic is yet to emerge and the idea of tobacco control is relatively new. In 

spite of the overwhelming support of the FCTC by developing countries during the 

negotiations, they generally lag behind developed countries in its implementation [3,5,6]. 

There is some variation within this broad picture. For example, the most adopted policies are 

bans on tobacco sales to minors, and health warning labels, while the least adopted policy 

was ingredient disclosure. The WHO’s [25] overall analysis (of 135 countries) also suggests 

that there is slow progress in developed and developing countries to introduce meaningful 

smokefree regulations - 14% of reporting countries, as of June 2010 - had universal 

protection from exposure to tobacco smoke. 
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Table 2: Comparison of FCTC Implementation across levels of development (N=176+1) 

  Developed   Developing   

  2-year 

(2007) 

5-year 

(2010) 

7-year 

(2012) 

2-year 

(200) 

5-year 

(2010) 

7-year 

(2012) 

Survey Questions 

Have you adopted and implemented, 

where appropriate, legislative, 

executive, administrative or other 

measures or have you implemented, 

where appropriate, programmes on 

tax policies and, where appropriate, 

Policy       

--- price policies on tobacco 

products so as to contribute to the 

health objectives aimed at reducing 

tobacco consumption?  – Art. 6 

Tobacco 

taxation 

policy 

 

--- 

 

19 of 22 

(86%) 

 

26 of 30 

(87%) 

 

--- 

 

40 0f 53 

(75%) 

 

67of 109 

(61%) 

--- programmes regulating the 

contents of tobacco products?? – 

Art. 9 

Tobacco 

product 

regulation 

17 of 26 

(65%) 

15 of 22 

(68%) 

19 of 27 

(70%) 

49 of 105 

(47%) 

35 of 58 

(60%) 

55 of 116 

(47%) 

--- programmes requiring public 

disclosure of information about the 

emissions of tobacco products? – 

Art. 9 

Ingredient 

disclosure 

--- 14 of 23 

(61%) 

15 of 27 

(56%) 

--- 28 of 57 

(49%) 

47 of 113 

(42%) 

--- programmes requiring that each 

unit packet and package of tobacco 

products and any outside packaging 

and labelling of such products carry 

health warnings describing the 

Health 

warning 

labels 

 

--- 

19 of 22 

(86%) 

24 of 27 

(89%) 

86 of 105 

(81%) 

53 of 57 

(93%) 

93 of 116 

(80%) 
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harmful effects of tobacco use? – 

Art. 11 

--- programmes instituting a 

comprehensive ban on all tobacco 

advertising, promotion and 

sponsorship?? – Art. 13 

Ban on 

tobacco 

advertising, 

promotion 

and 

sponsorship 

20 of 26 

(77%) 

16 of 22 

(73%) 

23 of 27 

(85%) 

53 of 110 

(48%) 

35 of 59 

(59%) 

71 of 1177 

(60%) 

--- programmes enacting or 

strengthening legislation, with 

appropriate penalties and remedies, 

against illicit trade in tobacco 

products, including counterfeit and 

contraband cigarettes? 

 – Art. 15 

Prohibit 

illicit trade 

in tobacco 

product 

18 of 28 

(64%) 

18 of 20 

(90%) 

24 of 26 

(92%) 

68 of 109 

(62%) 

39 of 48 

(81%) 

71 of 96 

(74%) 

--- legislative, executive, 

administrative or other measures or 

have you implemented, where 

appropriate, programmes prohibiting 

the sales of tobacco products to 

minors? 

 – Art. 16 

Ban tobacco 

sales to 

minors  

27 of 27 

(100%) 

21 of 21 

(100%) 

27 of 27 

(100%) 

82 of 109 

(75%) 

48 of 55 

(87%) 

97 of 114 

(85%) 

---  programmes developing and/or 

promoting research that addresses 

determinants of tobacco 

consumption? – Art. 20 

Funding for 

programs & 

research 

6 of 13 

(46%) 

19 of 22 

(86%) 

22 0f 27 

(82%) 

31 of 65 

(48%) 

38 of 54 

(70%) 

69 of 113 

(61%) 

How comprehensive is the 

protection from exposure to tobacco 

smoke in 

       

--- cultural facilities? – Art. 8 Smoke-free 

policies 

26 of 27 

(96%) 

23 of 23 

(100%) 

26 of 26 

(100%) 

87 of 107 

(81%) 

49 of 53 

(93%) 

99 of 108 

(92%) 

--- shopping malls? – Art. 8 Smoke-free 

policies 

--- 1 of 1 

(100%) 

24 of 24 

(100%) 

--- 7 of 8 

(88%) 

89 of 100 

(89%) 
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--- pubs and bars? – Art. 8 Smoke-free 

policies 

10 of 13 

(77%) 

21 of 22 

(95%) 

25 of 26 

(92%) 

--- 7 of 8 

(88%) 

89 of 100 

(89%) 

--- nightclubs? – Art. 8 Smoke-free 

policies 

9 of 12 

(75%) 

22 of 23 

(95%) 

25 of 26 

(96%) 

32 of 54 

(56%) 

34 of 52 

(65%) 

66 of 103 

(64%) 

--- restaurants? – Art. 8 Smoke-free 

policies 

24 of 27  

(89%) 

23 of 23 

(100%) 

26 of 26 

(100%) 

74 of 109 

(68%) 

47 of 55 

(85%) 

93 of 108 

(86%) 

Source: based on the 2-year, 5-year and 7-year reports of the FCTC implementation by Parties.   

Notes:  

1. Percentages and proportions consist of FCTC Parties that reported ‘yes’ or ‘no’ to the questions; those that did not provide answer or 

submit a report were not included. 

2. The response to the smoke-free policy questions included ‘full’ and ‘partial’ implementation. Both responses were recoded to indicate the 

existence of a smoke-free policy. 
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In table 3, we compare official records of progress with a survey of expert opinion on tobacco 

control (105 respondents) conducted by Warner and Tam [26] (expert surveys are well 

established and used widely in the tobacco control literature - Joossens and Raw [27]).  Each 

respondent provides a ‘score’ relating to policy progress, producing a mean overall score to 

indicate the level of progress towards tobacco control in each category. A score approaching 

2 in any category indicates a ‘substantial’ degree of meaningful policy adoption. A mean of 

around 1 suggests ‘moderate’ policy progress, while scores close to zero suggest ‘non-

existent or limited’ policy progress in each area. The data suggest that there has been striking 

change in tobacco control in the periods before and after the development of the FCTC.   

 

Table 3: Experts’ Opinion on Tobacco Control Policy Adoption 

 

 Tobacco Instruments Developed Developing 

  1992 2011 1992 2011 

Tobacco taxation policy  0.86 1.65 0.27 0.77 

Smoke-free policies  0.63 1.85 0.03 0.94 

Tobacco product regulation  0.29 0.92 0.02 0.30 

Health warning labels  0.75 1.69 0.17 1.03 

Ban on advertising, promotion and 

sponsorship  0.63 1.65 0.08 0.98 

Media counter advertising  0.57 1.17 0.04 0.44 

Public education/information  1.04 1.48 0.34 0.94 

School health education  1.09 1.29 0.33 0.75 

Tobacco cessation services  0.48 1.31 0.07 0.35 

Prohibit illicit trade in tobacco 

products 0.16 0.91 0.04 0.33 

Ban tobacco sales to minors  0.96 1.52 0.14 0.73 

Source: adapted from Warner and Tam [26] which states that “Numbers shown are mean scores where a 

response of ‘non-existent or limited’ is scored 0, ‘moderate’ is scored 1, and ‘substantial’ is scored 2”. 

The additional value of these figures is that they give a greater indication (than the self-

reporting by countries) of the difference between the introduction of legislation and the 

effective implementation of policy.  They highlight the gap between most developed and 

developing countries; the former appears to have introduced much more ‘substantial’ policy 

change, while the latter group’s policy change and enforcement is more likely to be 

considered ‘non-existent’, ‘limited’ or ‘moderate’ [26,28].  

However, the developed-developing distinction masks significant variations in each category. 

Some developing countries, such as Brazil, Singapore, Thailand and Uruguay, have emerged 

as important policy innovators in specific tobacco control measures.  The developed country 

picture is also mixed, containing a group of ‘leading’ countries (including Australia, Canada, 

Finland, Norway, Sweden, New Zealand, the UK, and arguably the US) and ‘laggard’ 
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countries (such as Japan and Germany).  Consequently, we need a more relevant explanation 

for varying levels of policy formulation and implementation than a broad reference to 

economic development.   

What Explains These Uneven Policy Outcomes? Insights from the Public Policy 

Literature 

Many potential explanations can be found in the public policy literature. For example, 

political science offers a range of insights into the process of international policymaking. 

Concepts include ‘policy transfer’ [29-32] (see also Gourevitch [33], Alter and Meunier [34], 

and Bach and Newman [35]) and compliance [36,37]. However, a focus on the willingness to 

comply does not sum up the FCTC well.  Instead, it has high international support (as shown 

by its large number of Parties) and a widespread commitment to its implementation (as 

shown by the high level of participation in the Conference of the Parties in Geneva, Bangkok, 

Durban, Punta del Este and Seoul). 

In such cases, it may be more useful to compare the extent to which different countries have 

the ability to implement; if they have ‘policy environments’ conducive to the implementation 

of an international agreement such as the FCTC (we discuss the main features of policy 

environments in the section below). Our focus shifts, to a large extent, from new relationships 

and shared aims within the international arena to the old ways of doing things in domestic 

policy processes.  The international treaty may be used to influence domestic policymaking, 

but it is the first step in a longer policy process and only one of many causal factors.   

At the domestic level of policymaking, many theories seek to provide an ‘evolutionary’ 

explanation for policy change involving the introduction of new ideas (such as the policy 

solutions associated with the comprehensive tobacco control agenda) into an established 

policy environment [38].  As a body of work, evolutionary policy theory describes two 

relevant processes.  First, the cumulative, long term development of policy ideas may be 

disrupted by major changes.  This helps describe one role of an international agreement - as a 

new way to ‘disrupt’ old ideas. For example, it may be used as a resource by health 

departments and public health groups facing obstacles to reform in their own countries.  

Second, however, the major policy change associated with these new ideas may occur only 

when a number of factors combine to create a favourable domestic policy environment.  This 

may be the stumbling block to international agreement implementation in many countries; an 

environment conducive to major policy change may be found at the international, but not the 

domestic, level.    

This approach is articulated in several ways in the policy literature. For example, punctuated 

equilibrium theory [39-42] suggests that the international arena may provide an alternative 

‘venue’ for those seeking major policy changes; policy advocates dissatisfied with progress in 

their own country may find greater success in newer international arenas less bound to the 

‘policy images’ (how people ‘frame’ or understand and describe the policy problem) and 

institutions associated with decisions made in the past.  In broader terms, the international 

arena may help short-cut the gradual evolution of ideas. Policy solutions that took generations 
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to produce in some countries became available to others through the international agreement; 

they may be used by countries yet to face the same policy problems.  Consequently, we may 

find that policy change is more rapid following international negotiations.   

However, the effect of international agreements may be undermined during implementation.  

Domestic governments generally face the need to make new policy solutions consistent with 

existing practices [43-45]. This requirement is occasionally challenged domestically during 

policy ‘punctuations’ when, for example, new government responses to crises help break 

down existing policymaking arrangements and ways of thinking [46] (compare with Palier 

[47], Streeck and Thelen [48], Hay [49], Béland and Cox [50]). In the absence of such a 

crisis, a new policy solution must be introduced and implemented within the existing order, 

subject to influence by the domestic actors and organisations responsible for its 

implementation. As such, an international agreement may act as a challenge to past policy 

decisions, but we should not assume that it will be successful.  Rather, it may represent one of 

many influences on policy implementation in domestic settings. In the language of evolution 

and complexity theory [1,51-59], policy implementation may be the outcome that ‘emerges’ 

from the interaction between international and domestic actors who follow different rules in 

different venues at different times. Those rules may be based on a series of questions, 

including: which sources of evidence do you prioritise and trust the most? Whose interests do 

you prioritise? Which policy problems do you think deserve the most attention?   

These insights, on the relationship between international policy agendas and domestic 

outcomes, can be traced back to a generation of country-level studies of implementation and 

governance [1,38]. One type of study, the ‘top down’ perspective, seeks to explain the 

‘implementation gap’ or the gap between policymaker expectations and actual outcomes [60].  

It draws attention to the factors that may widen the gap: the aims of the policy are not clear, 

there are insufficient resources devoted to its delivery, implementing officials use their 

discretion to obstruct policy development and pursue other aims, the policy is obstructed by 

powerful groups and socioeconomic conditions undermine delivery.  Another, the ‘bottom 

up’ perspective, suggests that policy produced from the ‘top’ may represent merely one 

source of power and direction in a policy environment consisting of multiple actors with 

different interests.  This bottom-up insight is true even when we can identify an authoritative 

actor such as a central government. It is even more important in the absence of a single 

driving force for an international agreement [61].  The power to implement is often treated as 

the power to make policy choices [1,62] in a domestic policy environment which may favour 

longstanding ideas and forms of behaviour [63].  In other words, policymaking is not a linear 

process, beginning with the agreement and ending with its implementation; it involves the 

constant interaction between domestic and international actors, producing less predictable 

policy outcomes.   

Policy Environments Provide the Conditions Conducive to Policy Implementation  

In other words, implementation is about much more than the generation of clear, evidence-

based objectives. We must also consider the motive, opportunity and ability of people to turn 

an international agreement into domestic outcomes. To apply these insights on public policy 
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and implementation, we can identify the characteristics of an environment conducive to 

sustained policy change. ‘Policy environment’ refers to a number of factors which combine to 

produce the context in which policymakers operate. To conceptualise an environment we can 

break policymaking down analytically and focus on what John [64,65] calls, ‘the relationship 

between the five core causal processes’ in public policy: ‘institutions, networks, 

socioeconomic process, choices, and ideas’.  These are the factors used by major policy 

theories to explain change.   

‘Institutions’ refers to regular patterns of policymaking behaviour and the rules, norms, 

practices and relationships that influence such behaviour [1].  These patterns differ within 

government. In particular, a health department may address tobacco in a very different way 

from a trade department by, for example, paying more attention to the evidence on ill health 

and understanding it as a pressing public health problem.  Political systems contain multiple 

institutions and disperse power across levels and at multiple levels of government.  The 

successful implementation of policy may depend on giving primary responsibility, for the 

development of tobacco policy, to a particular part of government, such as a health 

department sympathetic to the international agreement’s aims [3].   

‘Networks’ refers to the relationships between actors responsible for policy decisions and the 

‘pressure participants’ [66], such as interest groups, with which they consult and negotiate.  

Government departments may have particular operating procedures that favour particular 

sources of evidence and some participants over others; the power of interest groups will 

depend to a large extent on the department with primary implementation responsibility.  For 

example, a health department may favour public health groups at the expense of tobacco 

companies (in a way not necessarily found in other government departments with closer 

relationships to tobacco companies). 

‘Socioeconomic process’ refers to the conditions that policymakers take into account when 

identifying problems and deciding how to address them. Broad relevant factors include a 

political system’s demographic profile, economy and mass attitudes and behaviour.  In 

tobacco policy, we can identify specific factors important to policy makers - the prevalence 

of smoking in a population, the economic benefit (including tax revenue) of smoking, and 

public opinion on tobacco control [67].  

‘Ideas’ is a broad term that can describe several related processes: agenda setting, beliefs, and 

the production and transfer of policy solutions. Agenda setting refers to the way that a 

problem is framed or understood, and therefore how much attention it receives and how it is 

solved. For example, tobacco can be understand primarily as an economic good (providing 

jobs, exports and tax revenue) or public health crisis (causing serious ill health and premature 

death); a government may only pay high attention to tobacco if it favours the public health 

frame. ‘Beliefs’ refers to the knowledge, world views, and language that actors share when 

addressing a policy problem. For example, policy is more likely to change when a large 

proportion of policymakers accept the scientific evidence on the links between smoking and 

secondhand smoke and ill health. Policy solutions are the ideas put forward to solve a 
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problem. In the case of the FCTC, these solutions are also shared internationally as countries 

learn from the experiences of others [5]. 

These factors may combine to produce policy change: institutions change, or the institution 

responsible for policy changes; there is a shift of power between pressure participants within 

networks; socioeconomic factors change and facilitate new behaviour; new ideas are accepted 

within, and often transferred across, political systems; and, there is a shift in the definition 

and understanding of the problem and therefore a shift in the basis for considering policy 

choices.  It is the, often mutually reinforcing, interaction between these factors that produce 

policy environments more or less conducive to certain policy changes. 

Policy Environments Conducive to Tobacco Control 

In leading countries, we find that gradual but profound policy change has taken place over the 

last five decades, accelerating from the 1980s.  Institutional change has taken two key forms: 

a shift of responsibility and focus.  Health departments have taken the main responsibility for 

tobacco control, largely replacing departments focused on finance, agriculture, trade, industry 

and employment.  Further, the focus within health departments has shifted over time, from 

the early post-war period geared towards solving other problems (such as industrial air 

pollution), to the 1970s focus on tobacco policy in negotiation with the tobacco industry, and 

the 1980s onwards characterised by a shift towards tobacco control in concert with medical 

and public health groups. These health departments have the capacity, and the status within 

government, to pursue comprehensive tobacco control [3].   

Consequently, the rules of decision making have changed in leading countries. Most 

importantly, the problem is framed differently. Tobacco was once viewed primarily as a 

product with economic value, and tobacco growing and manufacturing was often subsidised 

or encouraged.  Now, it is largely viewed as a public health problem; an epidemic to be 

eradicated aggressively or a problem to be minimised.  The balance of power has shifted 

markedly between pressure participants.  The tobacco industry was a strong ally of many 

governments for decades before and after WWII (the provision of cigarettes to troops was 

considered patriotic in countries such as the US and UK). Tobacco companies were the most 

consulted when policy was coordinated by finance and other departments.  Now, medical, 

public health and/ or anti-tobacco groups are more likely to be consulted and tobacco 

companies are often excluded.   

The socioeconomic context has changed. The economic benefit of tobacco production and 

consumption has fallen (for example, tax revenue is less important to finance departments 

once protective of the industry) and the number of smokers and opposition to tobacco control 

has declined (although there are sporadic instances of significant opposition to some 

measures).  Finally, the role of beliefs and knowledge is crucial.  The production and 

dissemination of the scientific evidence linking smoking (and now secondhand smoke) to ill 

health has been accepted within government circles, while policies to reduce smoking are 

increasingly adopted and transferred across countries.   
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Change in these factors is mutually reinforcing.  For example, increased acceptance of the 

scientific evidence helps shift the way that governments understand the tobacco problem [68-

70].  The framing of tobacco as a health problem allows health departments to take the policy 

lead.  Tobacco control and smoking prevalence go hand in hand: a decrease in smoking rates 

reduces the barriers to tobacco control; more tobacco control means fewer smokers.   

However, crucially, the gap between the initial identification of smoking (and then passive 

smoking) related ill health and the initiation of a major policy response was, in most cases, 20 

to 30 years, followed by gradual policy change often over a similar period.  It took 

considerable time for these processes to reinforce each other and create a policy environment 

conducive to comprehensive tobacco policy control.  They have gone through a long, gradual, 

process of evolution that produces the conditions most conducive to sustained, major policy 

change and the successful implementation of the FCTC.  When the FCTC is adopted, it is by 

a supportive health department which ‘sets in stone’ the scientific evidence, prioritises the 

public health frame (and largely rejects the economic good argument), and consults routinely 

with public health groups at the expense of tobacco interests.   

Policy Environments in ‘Laggard’ Countries: from a conducive WHO to a problematic 

domestic arena 

As in leading countries, the FCTC eventually took place in an environment conducive to 

major policy change. First, the responsibility for tobacco control has shifted (in the face of 

resistance from pro-tobacco countries such as Malawi, aided by tobacco companies [71,72]). 

Tobacco control was once the sole preserve of individual countries, with organisations within 

the UN (particularly the Food and Agriculture Organization and the UN Focal point, 

controlled initially by the UN Conference on Trade and Development) and World Bank 

providing support for tobacco as an economic product. This emphasis shifted as the role of 

the WHO changed. Over time, global tobacco control policy became ‘institutionalised’ in the 

WHO Tobacco Free Initiative. Tobacco control in the UN system has largely been the 

preserve of the WHO since 1999, when the UN created the Ad Hoc Task Force on Tobacco 

Control. 

Second, tobacco control rose on the policy agenda and was reframed as primarily a health 

problem. When tobacco was the sole responsibility of countries, it was often low on the 

agenda and many countries furthered a political economy frame of reference (tobacco was 

viewed primarily as a source of revenue and economic development). The involvement of the 

WHO was initially limited, with tobacco competing for attention with issues such as 

infectious diseases. This competition changed over time as the scientific evidence 

accumulated, the role of the WHO increased, and it was headed by energetic directors-

general such as Gro Harlem Brundtland (1998–2003).  

Third, the WHO provided a new venue for international public health influence. It is one of 

the few organisations to try to exclude pro-tobacco groups from the formal decision-making 

process (see Article 5.3 of the FCTC) and encourage the contribution of an international 

tobacco control network of policy advocates and scientific experts [6]. 
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Fourth, attitudes to the socioeconomic context have shifted over time. The main form of 

tobacco company influence results from the economic benefits that tobacco growing and 

manufacturing provide to countries in need of jobs and tax and export revenue. This benefit is 

now increasingly challenged by reports that highlight the economic ill effects caused by 

tobacco use. For example, the World Bank was previously a proponent of tobacco growing as 

a source of economic development. From 1992, it decided not to support tobacco projects (on 

health grounds). It then invested in research to make the economic case against tobacco use 

and in support of tobacco control [13] and worked with the WHO to further the FCTC [71]. 

Such analysis has contributed to movements in public opinion, with multiple surveys 

demonstrating a majority in favour of the FCTC and global tobacco control [3].  

Finally, the role of ideas is crucial. The main driver for WHO involvement, and perhaps the 

main source of its power, has been the accumulation of the scientific evidence linking 

tobacco to ill health (based on the work of expert committees – [3]). The WHO has become a 

key source in the dissemination of ideas regarding best practice in tobacco control [73]. It 

worked with its sister organization, the International Agency on Research on Cancer (IARC) 

and several collaborating centres around the world to generate and disseminated scientific 

information on tobacco use and control. 

However, the process of implementation is less straightforward because this type of policy 

environment is not found in many countries.  An international agreement may be seen as a 

way to accelerate change, but the agreement alone will not guarantee such acceleration.  This 

point does not relate necessarily to the recalcitrance of some countries during and after 

international negotiations.  Rather, country representatives may form part of a supportive 

coalition during international negotiations, only to find a series of obstacles when they return 

to less favourable domestic environments. Health departments are often key players, but they 

may lack capacity and their voices are often drowned out by other departments, such as 

agriculture, finance and trade [74]. Tobacco policy arises on the policy agenda rarely and, 

when it does, the public health frame competes with attempts to frame tobacco as an 

economic good [3].   Tobacco companies are powerful within networks and the capacity of 

anti-tobacco groups is often low [75-79].  The tobacco companies have the power and money 

to influence legislators [80] and consistently challenge governments’ legislative powers 

through mechanisms such as litigation [81]. Tobacco growing and manufacturing is an 

important source of jobs, exports and revenue and smoking prevalence is rising.  The 

medical-scientific knowledge has had less of an effect on the policy agenda.  Domestic anti-

tobacco groups have the motivation but not the resources to ensure the acceptance of tobacco 

control ideas within their political systems [3,76].   

Consider, for example, the experiences of China and India which, combined, account for 

almost half of all tobacco users in the world (although the scarcity of case study research does 

not reflect this fact).  China is the world’s largest tobacco using and producing population 

(one third of the world’s smokers and 38% of tobacco production [81,82]).  Although China 

supported the FCTC, many aspects of its environment are not conducive to implementation. 

China maintains a state monopoly over tobacco production which provides 8-11% of 

government revenue. Tobacco control is low on the policy agenda and the health image 
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competes with a strong economic image based on the importance of its tobacco industry and 

economic growth to the legitimacy of the Chinese government [82].  Tobacco policy is led by 

an economic development agency which consults regularly with the tobacco industry, and the 

health ministry is ‘sidelined’ [82]. Public health groups have been virtually non-existent, and 

were neither well-resourced nor engaged - partly because the Chinese government has a tense 

relationship with non-governmental organisations (although this has changed to some extent 

following the recent entry of international NGOs through the Bloomberg’s Global Tobacco 

Control Initiatives) [82]).  Public knowledge is low – for example, less than half of 

physicians surveyed [83,84] had a comprehensive knowledge of the links between smoking 

and illness, while more than one-third admitted to smoking in front of their patients.  Further, 

smoking rates are very high among the police force held responsible for the implementation 

of bans on smoking in public places [85]. Overall, China has demonstrated a commitment to 

implement the FCTC - through ratification in 2005 and becoming a party and participant in 

the Conference of the Parties (COP) – but has made limited progress [86]. 

Similarly, India - with the world’s second largest tobacco using and producing population - 

has demonstrated a commitment to implement the FCTC as a Party and participant in COP 

activities. Further, India has a longer history of tobacco control and is a world leader in 

specific policies such as regulation of tobacco use in the media (for example, it has innovated 

in areas such as banning images of smoking in films [87]). However, it has similar issues to 

China [88].  There is unusually high potential for it to, ‘continue to pass legislation that is 

poorly enforced and challenged in the courts’ [88].  India passed legislation to introduce a 

smoking ban in 2008, but the fine for non-compliance is low (lower than the equivalent loss 

of business for restaurant owners) and there is ‘inadequate surveillance’ to ensure compliance 

[88].  India also lacks capacity in key areas, such as health education (in a country where 

public knowledge of the risks of smoking is patchy) and smoking cessation clinics [88].  

Further, a large proportion of the public ‘may not have ever engaged in discussion on the 

merits of tobacco control’ and may still be relatively likely to obstruct change (by, for 

example, flouting smoke-free laws) and view tobacco production in positive terms (a point 

that applies to many countries [89]).  

Conclusion 

The FCTC provides a defining moment in global tobacco control but, so far, its 

implementation has been uneven. While there is clear evidence of tobacco control progress as 

a whole, the data suggest that there is a particular difference between FCTC implementation 

in developed and developing countries. This is an important finding, but it does not tell the 

whole story; ‘development’ does not produce inevitable tobacco control. Rather, we need to 

understand what caused policy change in ‘leading’ countries. 

The article uses insights from the public policy literature to identify the processes that take 

place to produce a policy environment conducive to the implementation of an international 

agreement: institutions change, or the institution responsible for policy changes; there is a 

shift in the definition and understanding of the problem and therefore a shift in the basis for 

considering policy choices; there is a shift of power between pressure participants within 
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networks; socioeconomic factors shift and facilitate new behaviour; and, new ideas are 

accepted within, and often transferred across, political systems.  This is an analytical 

simplification of a complex policy process in which multiple actors and institutions interact 

to produce a variety of policy outcomes.  

The FCTC provides a concrete discussion of this abstract argument. We identify key 

differences in the ways that policy environments have changed in different countries.  

‘leading’ countries, we can detect mutually reinforcing changes in all of these processes: 

departments of health became central to tobacco policy; they began to frame tobacco 

primarily as a public health issue to be solved; they consulted with public health groups and 

sought to marginalise tobacco companies; they were strengthened by (and helped accelerate) 

a reduction in smoking and therefore a drop in the economic value of tobacco (and opposition 

to tobacco control); and, they institutionalised the medical evidence on smoking and passive 

smoking and shared ideas with other countries on how to control the supply and use of 

tobacco.  Consequently, the policy environments in these countries were conducive to the 

implementation of the FCTC since that process would be driven by strong health ministries 

drawing on the support of a well-resourced public health profession and furthering a common 

policy aim.   

In many other countries, we can detect far less change in these processes and, in most cases, 

an environment less conducive to the implementation of major policy change.  Most countries 

have signed the FCTC agreement, but its implementation may be left to relatively weak, 

under-resourced health ministries (competing with powerful ministries such as finance and 

trade), with tobacco control low on the policy agenda and minimally resourced or enforced.  

A country focused on tobacco as an economic product, with a finance ministry at the core of 

tobacco policy, maintaining strong links to the tobacco industry, with low attention to the 

scientific links between smoking (and secondhand smoke) and ill health (aided by the time 

lag between smoking and ill health in the population) and a growing smoking population, will 

not implement the FCTC as quickly or extensively as a country driven by a health ministry, 

aided by public health groups, in the context of extensive knowledge of the scientific 

evidence and a decline in smoking and tobacco taxes. 

These differences help explain the uneven implementation of the FCTC. However, they do 

not undermine the importance of the FCTC. Its major role is to set the agenda for tobacco 

control in countries that have not yet addressed a tobacco ‘epidemic’. In many counties, a 

commitment to comprehensive tobacco control may remove their need to experience the 

entire cycle of the ‘Tobacco Epidemic Model’ before taking action. It could act as a ‘short-

cut’ to the longer-term ‘evolutionary’ process that took place in many leading countries over 

the past 30-50 years.  The experience of implementation to date suggests that this outcome is 

possible but far from inevitable. It requires not only political leadership and commitment, but 

also the willingness to situate a government’s health department at the centre of tobacco 

policy and built anti-tobacco government and group capacity.  
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Appendix 1 List of Developed and Developing Countries (UN Classification) 

Developing Countries (163) 

Afghanistan 

Albania 

Algeria 

Angola 

Antigua and Barbuda 

Argentina 

Armenia 

Azerbaijan 

Bahamas 

Bahrain 

Bangladesh 

Barbados 

Belarus 

Belize 

Benin 

Bhutan 

Bolivia 

Bosnia & Herzegovina 

Botswana 

Brazil 

Brunei Darussalam 

Bulgaria 

Burkina Faso 

Burundi 

Cambodia 

Cameroon 

Cape Verde 

Central African Republic 

Chad 

Chile 

China 

Colombia 

Comoros 

Congo 

Cook Islands 

Costa Rica 

Cote d’Ivoire 

Croatia 

Cuba 

Cyprus 

Czech Republic 

Democratic People’s 

Republic of Korea 

Democratic republic of 

Congo 

Djibouti 

Dominica 

Dominican Republic 

Ecuador 

Egypt 

El Salvador 

Equatorial Guinea 

Eritrea 

Estonia 

Ethiopia 

Fiji 

Gabon 

Gambia 

Georgia 

Ghana 

Grenada 

Guatemala 

Guinea 

Guinea-Bissau 

Guyana 

Haiti 

Honduras 

Hungary 

India 

Indonesia 

Iran 

Iraq 

Jamaica 

Jordan 

Kazakhstan 

Kenya 

Kiribati 

Kuwait 

Kyrgystan 

Lao People’s Democratic 



20 

 

Republic 

Latvia 

Lebanon 

Lesotho 

Liberia 

Libya 

Lithuania 

Madagascar 

Malawi 

Malaysia 

Maldives 

Mali 

Marshal Islands 

Mauritania 

Mauritius 

Mexico 

Micronesia (Federated 

States of) 

Mongolia 

Montenegro 

Morocco 

Mozambique 

Myanmar 

Namibia 

Nauru 

Nepal 

Nicaragua 

Niger 

Nigeria 

Niue 

Oman 

Pakistan 

Palau 

Panama 

Papua New Guinea 

Paraguay 

Peru 

Philippines 

Poland 

Puerto Rico 

Qatar 

Republic of Korea 

Republic of Moldova 

Romania 

Russian Federation 

Rwanda 

Saint Kitts and Nevis 

Saint Lucia 

Saint Vincent and 

Grenadines 

Samoa 

Sao Tome and Principe 

Saudi Arabia 

Senegal 

Seychelles 

Sierra Leone 

Singapore 

Slovakia 

Solomon Islands 

Somalia 

South Africa 

Sri Lanka 

Sudan 

Suriname 

Swaziland 

Syria 

Tajikistan 

Thailand 

FYR Macedonia 

Timor-Leste 

Togo 

Tonga 

Trinidad and Tobago 

Tunisia 

Turkmenistan 

Tuvalu 

Uganda 

Ukraine 

United Arab Emirates 

United Republic of 

Tanzania 

Uruguay 

Uzbekistan 

Vanuatu 

Venezuela 

Viet Nam 

Yemen 
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Zambia 

Zimbabwe 

 
 Developed Countries 

(31) 

Andorra 

Australia 

Austria 

Belgium 

Canada 

Denmark 

Finland 

France 

Germany 

Greece 

Iceland 

Ireland 

Israel 

Italy 

Japan 

Luxembourg 

Malta 

Monaco 

Netherlands 

New Zealand 

Norway 

Portugal 

San Marino 

Serbia 

Slovenia 

Spain 

Sweden 

Switzerland 

Turkey 

United Kingdom 

United States of America 
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i
 As far as possible, we use these categories to make the data comparable in tables 1-3. 

ii
 Note that we do not argue that ‘leading’ countries have tried to oblige others to follow their lead. The FCTC 

was supported by many countries with relatively weak tobacco control regimes. 


