
EMHJ  •  Vol. 19  No. 4  •  2013 Eastern Mediterranean Health Journal
La Revue de Santé de la Méditerranée orientale

314

WHO MPOWER tobacco control scores in the Eastern 
Mediterranean countries based on the 2011 report 
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ABSTRACT The aim of this cross-sectional study was to quantify the implementation of MPOWER tobacco 
control policies among Eastern Mediterranean Region countries. Information was obtained from the 2011 WHO 
MPOWER report. A checklist was designed and its scoring was agreed by Iranian and international tobacco 
control specialists. Seven questions were scored from 0–4 and 3 from 0–3. The 22 countries were ranked by their 
total score on a scale of 0 to 37. The highest scores were achieved by the Islamic Republic of Iran, Egypt and 
Jordan 29, 28 and 26 respectively. Twelve of the countries (55%) scored more than half of the possible score (19). 
The lowest and highest scores for all countries summed were on sections related to banning smoking in public 
places (18) and tobacco advertising bans (66) respectively. Compliance with smoke-free policies was especially 
low. MPOWER programmes are accepted in the Region but there is considerable room for improvement. Input 
from countries based on their successes and challenges is needed to strengthen the programmes.
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الدرجات التي أحرزتها سياسة منظمة الصحة العالمية السداسية MPOWER في مكافحة التبغ في بلدان إقليم شرق المتوسط على 
أساس تقرير 2011

غلامرضا حيدري، فيروزة تليسجي، هاني الجوهماني، هري آ. لندو، آرزو ابن أحمدي

الخلاصـة: كان الهدف من هذه الدراسة المستعرضة التعرف على درجة تنفيذ سياسات مكافحة التبغ السداسية في بلدان إقليم شرق المتوسط. وقد حصل 
دية حازت أحرازُها على موافقة  الباحثون على المعلومات من تقرير منظمة الصحة العالمية حول السياسات الستة MPOWER عام 2011، فصمموا قائمة تفقُّ
الاختصاصيين الإيرانيين والدوليين في مكافحة التبغ. واشتملت القائمة على سبعة أسئلة تتراوح أحرازُها من 4-0، وثلاثة أسئلة تتراوح أحرازُها من 0-3. 
وتم توزيع البلدان وعددها 22 بلداً وفقاً للأحراز )درجات( الإجمالية التي أحرزتها ضمن مجال يتراوح من 37-0، وتبيَّن أن جمهورية إيران الإسلامية قد 
حققت أعلى الأحراز )29( إلى جانب مصر )28( والأردن )26(. وأن اثني عشر بلداً )55%( أحرزت أكثر من نصف الأحراز الممكنة )19(، وأن أخفض 
الأحراز في جميع البلدان كانت في المجالات التي تتعلق بحظر التبغ في الأماكن العامة )18(، وأن أعلاها في مجالات حظر الإعلان عن التبغ )66(، وأن 
ر من التبغ خاصة كانت منخفضة على وجه الإجمال. وتحظى برامج السياسات السداسية MPOWER بالقبول في الإقليم،  أحراز الامتثال لسياسات التحرُّ

إلا أن المطلوب تحقيق المزيد من التحسين والإسهام من قِبَل البلدان، على أساس النجاحات والتحديات في هذه البلدان، من أجل تعزيز تلك البرامج.

Scores MPOWER OMS pour la lutte antitabac dans les pays de la Méditerranée orientale issus du rapport 2011 

RÉSUMÉ La présente étude transversale visait à évaluer la mise en œuvre des politiques de lutte antitabac MPOWER 
dans les pays de la Région de la Méditerranée orientale. Les informations ont été obtenues à partir du rapport 
MPOWER de 2011 de l'Organisation mondiale de la Santé. Une liste de vérification a été élaborée et sa notation a 
été décidée en accord avec des spécialistes de la lutte antitabac internationaux et iraniens. Sept questions ont été 
notées sur une échelle allant de 0 à 4 et trois questions sur une échelle de 0 à 3. Les 22 pays ont été classés en fonction 
de leur score total sur une échelle allant de 0 à 37. Les scores les plus élevés ont été obtenus par la République 
islamique d'Iran (29), l'Égypte (28) et la Jordanie (26). Douze pays (55 %) ont obtenu des scores supérieurs à la moitié 
du score maximal (19). Les scores les plus faibles et les plus élevés cumulés pour l'ensemble des pays concernaient 
l'interdiction de fumer dans les lieux publics (18) et l'interdiction de la publicité en faveur du tabac (66). Le respect 
des politiques d'interdiction du tabagisme était particulièrement faible. Le programme MPOWER est accepté dans 
la Région mais beaucoup d'améliorations peuvent encore être apportées. Il est souhaitable que les pays mettent 
en commun leurs succès et leurs difficultés en la matière pour renforcer les programmes.
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Introduction

There is ample and indisputable evi-
dence of the dangers of tobacco smok-
ing [1–10]. Tobacco use kills half of 
those who smoke [2] and it decreases 
life expectancy on average by 15 years 
[2–4]. Worldwide 5 million people 
currently die from tobacco every year 
[1]. Without effective tobacco control 
measures, it is estimated that by the year 
2030 the annual global death toll will 
reach 8 million [1,5]. In the absence 
of effective tobacco control measures, 
consumption is likely to increase in 
many countries [11]. Indeed, develop-
ing countries are facing an increased 
prevalence of tobacco consumption, 
but unlike developed countries have 
not yet faced the full burden of result-
ing illness and morbidity [5,7]. In our 
Region, according to the latest data, 
smoking prevalence is still increasing or 
has plateaued [8]. 

To counter the global tobacco 
epidemic, the World Health Organi-
zation (WHO) developed the WHO 
Framework Convention on Tobacco 
Control (WHO FCTC) to provide 
new legal dimensions for international 
health cooperation. As of 12 February 
2012 the treaty has been ratified by 174 
parties who wish to decrease the sup-
ply and demand of tobacco [12]. In 
this regard, WHO introduced a pack-
age of measures under the acronym of 
MPOWER with the aim of reducing 
tobacco consumption and prevalence 
[13]. This package focuses on 6 proven 
policies for tobacco control to reduce 
consumption which include: monitor-
ing tobacco use and prevention poli-
cies, protecting people from tobacco 
smoke, offering help to quit tobacco use, 
warning about the dangers of tobacco, 
enforcing bans on tobacco advertising, 
promotion and sponsorship, and raising 
taxes on tobacco.

Several scoring systems have been 
developed in different countries to 
evaluate anti-tobacco activities and their 
implementation. Gilpin and colleagues 

developed an index for the United States 
(US) state tobacco control outcomes 
based on cigarette prices and workplace 
and home smoking bans [14]. Chriqui 
and colleagues [15] applied a rating 
system to state indoor air laws in the 
US, and the American Lung Associa-
tion measures tobacco control activities 
at the state level based on spending, 
smoke-free air laws, cigarette excise tax 
and youth access laws [16]. Jossens and 
Raw developed a tobacco control scale 
according to a World Bank list of effec-
tive tobacco control interventions and 
applied it to 30 European countries 
[17]. Their initial results showed coun-
tries ranked by their score and discussed 
the merits and limitations of the scale.

No such study has been done in the 
Eastern Mediterranean Region. Thus 
the aim of our study was to compare 
MPOWER Programnes among the 
countries of the WHO Eastern Medi-
terranean Region to highlight what has 
been achieved and what still needs to be 
addressed by the countries to strength-
en these programmes.

Methods

This was a cross-sectional study with 
collection of information from the 
WHO programme of tobacco preven-
tion in the EMR countries found on 
pages 1–140, 9–128, 7–116, 3–102 
from the MPOWER 2011 report [18].

A checklist of indicators was initially 
designed by Iranian and international 
tobacco control specialists and its cut-
offs were set according to the scoring 
key sections of the MPOWER 2011 re-
port. In order to score the checklist and 
create the scale, we convened a panel 
of experts [including 3 tobacco control 
experts, 1 public health specialists and 1 
epidemiologist from the Tobacco Pre-
vention and Control Research Center, 
National Research Institute of Tuber-
culosis and Lung Disease (NRITLD), 
Tehran] to determine the allocation of 
points to the scale. Thus, 7 questions 

were scored from 0–4 and 3 from 0–3, 
giving a maximum possible score of 37.

Five raters (medical doctors from the 
Tobacco Prevention and Control Re-
search Center, NRITLD) were selected 
by the principle investigators. They 
went through a lengthy training process 
conducted by 1 experienced tobacco 
control expert (Head, Tobacco Pre-
vention and Control Research Center) 
and 1 experienced rater (medical doc-
tor from the Tobacco Prevention and 
Control Research Center). The train-
ing involved reading about the tobacco 
control policies that were the focus of 
the study and the scoring section of the 
MPOWER 2011 report. After the train-
ing and considered ready by the project 
coordinator, the raters carried out the 
subject review and their first scoring 
report was observed by the experienced 
rater. The reports were observed again 
by the project coordinator, who selected 
2 final raters and determined when they 
were ready to work alone.

In order to achieve and maintain cal-
ibration between the 2 raters, the project 
coordinator gave them with 1 subject to 
report independently. Statistical analysis 
of the reliability of their ratings was used 
to maintain acceptable levels of reliabil-
ity for the study. A correlation coefficient 
of 0.80 was calculated between these 2 
raters. Data entry was done indepen-
dently by the first selected rater and was 
checked by the second. At least 2 of 
these reports were selected randomly 
and observed in order to monitor their 
rating against those made by the original 
coordinator, the tobacco control expert 
and the experienced rater.

The scores were summed and the 
rankings were computed. The checklist, 
with its scoring and scale, is shown in 
Table 1.

Results

We uncovered large differences in scores 
across EMR countries. The results are 
shown in Table 2. Countries are ranked 
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Table 1 WHO MPOWER score on tobacco control in Eastern Mediterranean countries based on WHO 2011 report 

Indicator Point scoring
Adult daily smoking prevalence (4)

Estimates not available 0
≥ 30% or more 1
20%–29% 2
15%–19% 3
< 15% 4

Monitoring: prevalence data (3)
No known data or no recent data or data that is neither recent nor representative 0
Recent and representative data for either adults or youth 1
Recent and representative data for both adults and youth 2
Recent, representative and periodic data for both adults and youth 3

Smoke-free policies (4)
Data not reported 0
Up to 2 public places completely smoke-free 1
3-5 public places completely smoke-free 2
6–7 public places completely smoke-free 3
All public places completely smoke-free 4

Cessation programmes (4)
Data not reported 0
None 1
NRT and/or some cessation services (neither cost-covered) 2
NRT and/or some cessation services (at least 1 cost-covered) 3
National quit line, and both NRT and some cessation services cost-covered 4

Health warning on cigarette packages (4)
Data not reported 0
No warnings or small warnings 1
Medium-sized warnings missing some appropriate characteristics 2
Medium-sized warnings with all appropriate characteristics 3
Large warnings with all appropriate characteristics 4

Anti-tobacco mass media campaigns (4)
Data not reported 0
No campaign conducted between January 2009 and August 2010 1
Campaign conducted with 1–4 appropriate characteristics 2
Campaign conducted with 5–6 appropriate characteristics 3
Campaign conducted with all appropriate characteristics 4

Advertising bans (4)
Data not reported 0
Complete absence of ban in print media 1
Ban on national television, radio and print media only 2
Ban on national and some international television, radio and print media 3
Ban on all forms of direct and indirect advertising 4

Taxation (4)
Data not reported 0
≤ 25% of retail price is tax 1
26%–50% of retail price is tax 2
51%–75% of retail price is tax 3
75% of retail price is tax 4

Compliance with bans on advertising (3)
Complete compliance (8/10 to 10/10) 3
Moderate compliance (3/10 to 7/10) 2
Minimal compliance (0/10 to 2/10) 1
Not reported 0

Compliance with smoke-free policy (3)
Complete compliance (8/10 to 10/10) 3
Moderate compliance (3/10 to 7/10) 2
Minimal compliance (0/10 to 2/10) 1
Not reported 0

Total score 37
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by total score, and the score obtained 
for each indictor for each activity. The 
highest total scores were achieved by 
the Islamic Republic of Iran, Egypt and 
Jordan (29, 28, 26 respectively). Twelve 
countries (55%) achieved more than 
half of the maximum score (19). Despite 
its overall high score, the Islamic Repub-
lic of Iran did not score well on mass 
media campaigns and tobacco taxation. 
The Syrian Arab Republic, Afghanistan 
and Somali scored the lowest on mass 
media campaigns with no campaigns 
conducted between January 2009 and 
August 2010, while Morocco, Egypt 
and Lebanon scored highest. More than 
50% of the countries (12) did not report 
on compliance on smoke-free policy; 
whereas Gaza reported complete com-
pliance with smoke-free policy. All 22 
countries reported having at least mini-
mal restrictions on advertising. There 
was a considerable range of scores on 
most questions. The indictor with the 
lowest combined score for all countries 
was compliance with smoke-free policy 
(18) while the indicator with the high-
est combined score for all countries was 
tobacco advertising bans (66). Only 12 
countries scored above 50%, and the 
countries could be roughly divided into 
3 groups: those with ≥ 70 (3 countries), 
those with 37–64 (16 countries) and 
those with ≤ 24 (3 countries).

Discussion

This paper reports on the differences 
in implementing of 6 tobacco control 
policies in EMR countries based on the 
MPOWER 2011 report. It is the first 

study from MPOWER in the Region so 
there are no published comparison data 
for the Region. However, Heydari and 
colleagues [19] examined tobacco con-
trol scales in 2009 that showed a general 
view for tobacco control programme in 
countries which had the same finding.

It is noted that many countries scored 
the same and there was little difference in 
scores for several countries. For example, 
Bahrain, Kuwait and Lebanon scored 
21, Pakistan and Gaza 20 and Djibouti, 
Serbia and Sudan scored 19.

In the studies of Gilpin and col-
leagues [14] and Chriqui and colleagues 
[15] their scoring systems compared 
tobacco control policies within the 
same legal system, so measurement of 
enforcement and comparisons were 
easier. In a study by Joossens and Raw 
[17], which used a different but similar 
methodology to our study, it was shown 
that only 50% of European countries 
scored more than 50%, which is similar 
to what we found for the EMR coun-
tries (55% or 12 countries scored higher 
than 50%). Yet, in the previous study, 
only 14% or 3 countries achieved this 
score [19]. It can be concluded that 
these countries (Islamic Republic of 
Iran, Jordan and Egypt) are more active 
in tobacco control programmes, but 
that there is still room for improvement.

The results of this study show that 
the Islamic Republic of Iran, despite 
ranking first, had low scores on mass 
media campaigning and taxation. This 
information can be helpful for health 
officials who might want to strengthen 
the tobacco control programmes in 
illustrating the measures that could be 
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targeted. Similar suggestions for im-
provement can be made in other coun-
tries based on the results of this study.

Egypt, Jordan, Pakistan, Sudan and 
Yemen scored well in taxation and in-
creased cigarette prices. West Bank and 
the Gaza scored the highest in these 
policies.

Our study found that many coun-
tries either have not banned smoking in 
public places or are weak in this regard 
(12 countries scored 0 and 3 countries 
scored 1 out of a total of 3). The average 
country score for this indicator was 18, 
which was the lowest for the categories 
assessed. On the other hand, bans on to-
bacco advertisements had a combined 
score of 66 and was the most popular 
legal effort undertaken.

The current data were gathered 
from the 2011 MPOWER report. We 
acknowledge that the developed scale 
depends critically on these data and this 
is the first time such a scale has been 
applied to EMR countries. As these data 
were collected from the WHO report 
and were clear and easy to understand, 
we see no serious limitation to the ap-
plicability of this scale.

In conclusion, tobacco control 
measures according to MPOWER 
are generally well accepted, permit 
comparisons across EMR countries 
and provide preliminary results using a 
systematic scoring system. The current 
findings indicate that although progress 
has been made, there is significant room 
for improvement and regional countries 
should take steps to build on their suc-
cesses and should continue to work on 
strengthening their weak points.
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Note from the Tobacco Free Initiative programme

This article is based on the information in the WHO report on the global tobacco epidemic, 2011, which is also founded on 
legislations issued in 2010. Since then, many legislations have been adopted at the national level, which makes the profile 
of tobacco control measures different from that reflected in the article. However, the article may serve well as a baseline 
for data of 2011. In addition, due to new evidence on second-hand smoke mortality, the total global deaths attributed to 
tobacco use are now reaching 6 million, which is significantly different from the number included in the article which is 
based on old estimates.


