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Editorial

Moving away from the comfort zone of tobacco control 
policies to the highest level of implementation
Fatimah El-Awa,1 Prasad Vinayak 2 and Douglas Bettcher 3

The year 2015 marked the 10th anniver-
sary of the entry into force of the WHO 
Framework Convention on Tobacco 
Control (FCTC). Following this, in 
the same year, the 18th comprehensive 
national tobacco control law(s) was 
adopted in the WHO Eastern Mediter-
ranean Region (EMR) (1).

Member countries of the EMR have 
come a long way in tobacco control leg-
islation since the entry into force of the 
WHO FCTC, with 19 of the 22 countries 
now party to it (except Morocco, Pales-
tine and Somalia). But has this legal move-
ment really succeeded in changing the 
prevalence of tobacco use in the Region?

The recent tobacco trends report, 
published by WHO in 2015 (2), clearly 
indicates that none of the WHO regions 
will achieve the targeted 30% reduction 
in tobacco use by 2025 (3). Even worse, 
two regions are on the contrary expected 
to witness an increase in tobacco use: the 
African region and the EMR. In 2015, the 
prevalence of tobacco use in the EMR 
was 21.0% and by 2025 it is projected 
to be 24.5%. The estimated 90 million 
smokers in the Region in 2015 could 
grow to 129 million in just 10 years.

The wave of legislation adoption in 
the Region has not reduced tobacco use 
in the majority of the countries for many 
reasons, most importantly because the 
legislation and policies for the key de-
mand reduction measures have not been 
adopted at the highest level of achieve-
ment. Only six countries have achieved 
the highest level of protection from 

second-hand smoke, i.e. a comprehensive 
ban of smoking in all public places (Leba-
non, Libya, Islamic Republic of Iran, Pa-
kistan, Palestine and Saudi Arabia), and 
only six have completely banned tobacco 
advertising promotion and sponsorship 
(Bahrain, Djibouti, Islamic Republic of 
Iran, Libya, United Arab Emirates and 
Yemen). Although 12 countries are 
implementing graphic health warnings 
(Bahrain, Djibouti, Egypt, Islamic Re-
public of Iran, Jordan, Kuwait, Oman, Pa-
kistan, Qatar, Saudi Arabia, United Arab 
Emirates and Yemen), only three of them 
have achieved the highest level in the 
policy (Djibouti, Egypt and Islamic Re-
public of Iran). As regards taxation, only 
Jordan and Palestine have implemented 
a total tax of at least 75% of the retail price 
of cigarettes (data collection does not 
cover any other tobacco products) (4). 
The small number of countries achieving 
the highest level in the various tobacco 
control policies has thus resulted in only 
modest success in reducing tobacco use 
throughout the Region.

Tobacco use is a risk factor that could 
impede achievement of the target of a 
25% reduction in mortality from NCDs 
(cardiovascular diseases, cancer, diabetes 
or chronic respiratory disease) by 2025. 
However, the recipe for successfully con-
trolling this risk factor is not a mystery. 
Effective tobacco control policies have 
been well known since the adoption of 
the WHO FCTC in 2003, and follow-
ing WHO’s launch of a set of measures 
(MPOWER) in 2008 (5) are recog-
nized as part of the best buy measures to 

prevent and control NCDs. Furthermore, 
these measures are very affordable for all 
economic groups of countries (6). This 
recipe has been implemented nearly in 
full in only one country in the Region, the 
Islamic Republic of Iran and, as expected, 
the country has been able to reduce the 
prevalence of tobacco use. According to 
the WHO trend report of 2015, the Is-
lamic Republic of Iran is the one country 
in the Region that will witness a reduction 
in tobacco use by the year 2025, although, 
due to the lack of a good taxation policy, it 
won’t be able to achieve the target level of 
reduction in tobacco use (7). 

Looking at the key demand reduc-
tion measures in the MPOWER and 
NCD tobacco control best buys, as in-
dicated in the 2015 WHO Report on 
the Global Tobacco Epidemic (8), there 
are two features clearly common among 
the majority of EMR countries. First, 
most of the countries have only made 
moderate progress because implemen-
tation of tobacco control policies has 
been at a middle level of achievement, 
neither the highest nor the lowest, in 
other words a “comfort zone” level. Thus, 
some improvement is happening but this 
is not sufficient to achieve a reduction 
in the prevalence at the rate agreed by 
the countries when adopting the NCD 
Global Action Plan in 2013. The fact that 
many countries prefer this comfort zone 
to fighting to achieve the highest level of 
the policy has two serious impacts. First, 
it exhausts the legislative system and un-
dermines chances for further legislative 
change, blocking the way for real change 
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in the future. In addition, it confuses the 
public on what the real goal of tobacco 
control is. For example, is it to have desig-
nated smoking areas in key public places 
and ensure the public abides by this, or 
is it a total ban of tobacco use and hence 
no designated smoking areas at all, as per 
the WHO FCTC. In addition, stopping 
short of the highest level of achievement 
in the policy allows the tobacco industry 
to manipulate even these modest targets 
so they become less effective than the 
government intended. Thus instead of 
achieving the modest level of the policy, 
countries actually achieve even less. Fur-
thermore, whilst working to water down 
tobacco control efforts and push for non-
effective measures, the tobacco industry 
can then twist logic and argue that such 
tobacco control measures are not needed 
since they do not work. 

The second feature that marks the 
tobacco control movement in the Re-
gion is the game of musical chairs in 
policy adoption. There is no stability in 
the level of policy achieved; one year 
country X might be at the highest policy 
level of achievement, but the following 
year changes are introduced that result 

in reducing the policy level. This incon-
sistency causes significant difficulty, not 
only in monitoring the impact of the 
policies over time, but also by confusing 
the results at the national level. 

A further issue is that many countries 
of the Region are experiencing emer-
gencies and crises which tend to divert 
attention from tobacco control. These cir-
cumstances provide the tobacco industry 
with the opening to promote its products 
and undermine any tobacco control op-
portunities in these countries (9). 

Given the situation outlined above, 
the main concern is that countries will 
need to report on their success in to-
bacco control on two dates, the NCD 
target date of 2025 and the Sustainable 
Development Goals’ date of 2030. For 
the countries of the Region to succeed 
and achieve the targets set by then, a real 
paradigm shift in tobacco control must 
be considered with a greater readiness 
to fight for the highest level of tobacco 
control best buys.

Fully implementing the WHO 
FCTC and achieving the highest level 
in all MPOWER and NCD best buys 
is a must for moving forward. Research 

in selected countries of the EMR has 
shown that if all MPOWER measures are 
implemented at the highest level, a reduc-
tion in tobacco use prevalence ranging 
from 20% to 35% is likely to occur within 
5 years (10). Leadership and political 
commitment at the national level, seri-
ous legislative change, endorsement of a 
multisectorial approach, and a national 
partnership based on full technical under-
standing and commitment are indeed the 
way forward. This must be combined with 
implementation of the Article 5.3 guide-
lines of the WHO FCTC on “Protection 
of public health policies with respect to 
tobacco control from commercial and 
other vested interests of the tobacco 
industry” (11). Limiting, if not eliminat-
ing, tobacco industry interference and 
influence in decision making processes 
is imperative to achieving any progress 
for tobacco control in the Region.n it will 
provide, our ability to respond effectively 
to the virus remains uncertain.

The global fight against the virus will 
only be a decisive success if a sustained 
global response is launched; WHO is 
committed to working with all stake-
holders to achieve this.
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