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Having spent so many hours translating 

documents connected with smoking, the facts 

have finally spoken to me and I decided  

to quit. After almost two months I am still 

proud of the decision. Hopefully, the efforts  

of all the people involved in the smoking 

cessation project will have the reason to be 

proud of their activity. 

 

 

Paulina Zielinska-Bałaga 

Translator 
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FOREWORDS 

 

The report on literature review has been elaborated within the frame of euFAQT Project engaging  

6 countries: Greece (project coordinator), Bulgaria, Hungary, Poland, Romania, Slovakia, and three 

cooperating countries - Cyprus, Czech and Turkey.  

The Project realization is planned for the years 2010-2012: Agreement n° 2008 1221, Executive 

Agency for Heath and Consumers (EAHC). The main goal of the Project is promotion of healthier, 

smoke-free lifestyle for European youth and their families. The remaining Project goals are oriented  

at supplementing the European Union policy by creating a culture of cigarette smoking prevention 

among teenagers and their families - promoting benefits resulting from tobacco smoke-free 

environment, increasing adolescents' level of knowledge and skills in the scope of not undertaking 

smoking and methods of quitting smoking [www.euFAQT.eu]. 

 

This report has been created based on: English-language literature found in available databases and 

reports and publications at WHO and EU websites. The report also includes information from euFAQT 

Country Reports prepared by 6 countries taking part in the Project. They cover conclusions from the 

national and international range publications review, data from national statistical databases, websites 

and various reports. 

 

The presented review refers to multidimensional issue of tobacco smoking by teenagers  

in European countries, the USA, Canada and Australia. Moreover, the aim of the review has been to 

learn about: the trends of tobacco smoking among teenagers - similarities and differences determined 

by gender and other conditionings connected with family influences, contemporary lifestyle and culture 

of youth and adults; presenting interventions / activities typology and their evaluation in the context of 

usefulness in prevention and quitting of smoking aimed at adolescents and their families; identification 

of activities/interventions which have turned out to be successful, those which have caused a change 

in habits in the direction of tobacco abstinence and facilitating of cigarette smoking cessation. 

 

 In the subsequent stages of the Project, based on the literature review, a comprehensive approach 

towards prevention and cessation of smoking will be developed, including the family oriented 

approach. Guidelines on educational-informational interventions to be implemented in partner and 

cooperating countries of the euFAQT Project will be developed.  

 

The intended final result is popularisation of Project results among various environments and 

organisations, decision-makers and policy-makers in order to encourage other European countries – 

including especially the Mediterranean countries not taking part in the Project – to undertake actions 

aiming at reducing smoking and quitting smoking. 

                 
Barbara Bik      

Polish Team Coordinator 

http://www.eufaqt/
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The globalization of tobacco began more than 500 years ago, but 

the public health response to the death, disease, and economic 

disruption that it has caused is fewer than 50 years old (1). 

 

 

 

INTRODUCTION 

 

WHO has released new data showing that while progress has been made, not a single country 

fully implements all key tobacco control measures, and outlined an approach that 

governments can adopt to prevent tens of millions of premature deaths by the middle of this 

century. Unless urgent action is taken, tobacco could kill one billion this century (2). 

Authors of the latest Report, led by Thomas Glynn, American Cancer Society director  

of Cancer Science and Trends, point out that: "the globalization of tobacco caused tobacco-

related deaths: 100 million dead in the 20th century, currently 5.4 million deaths every year 

and by 2030 - there will be more than 8 million deaths every year, and by 2030, more than 

80% of tobacco deaths will be in  developing countries; 1 billion estimated deaths during the 

21st century - unless urgent action is taken” (1). 

Dr Margaret Chan, WHO Director – General concludes – "Reversing this entirely preventable 

epidemic must now rank as a top priority for public health and for political leaders in every 

country of the world" (2). 

Study results show that among one billion people smoking around the world, more than three 

quarters live in countries characterised by low or middle-low income, and where tobacco 

smoking indices grow rapidly. Tobacco smoking significantly contributes to health inequality 

in Europe where the prevalence of smoking is much higher among people with lower socio-

economic status. People from lower socioeconomic groups not only smoke more frequently 

but consequences of tobacco use are more severe among them (3)(4). 

One of the examples of studies in Poland and UK has demonstrated an association between 

poverty or level of education and an increase in tobacco-related mortality. In Poland, 

researchers have estimated that tobacco use is responsible for about two-third of the excess 
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risk of death in middle age for those with only primary-level education compared with those 

with university education.
1
  

According to the authors of this Report ("The Globalization of Tobacco Use: 21 Challenges 

For The 21st Century") tobacco now has at least 1.3 billion users and kills more than 14,500 

people every day, while debilitating and sickening many times that number. With more than 

1.3 billion tobacco users in the world today, if only half of them wished to stop their tobacco 

use, there would be need for access to tobacco dependence treatment for greater than 650 

million tobacco users. Furthermore, the World Bank has estimated that more than 180 million 

lives could be saved in just the first half of this century if the prevalence of current tobacco 

users were cut in half by 2020, and providing access to adequate treatment would  

be a cornerstone of that approach (1). 

Tobacco smoking epidemic model in developed countries was described in mid-90's(6).  

The concept was based on over 100-year-long observation in countries where smoking has  

its long-standing history. The model describes 4 stages of cigarette consumption and each  

of them has its estimated mortality rate among men and women due to smoking. (Fig.1).  

 
Fig. 1. The smoking epidemic  

(Adapted from Lopez AD, Collishaw NE, Piha T. A descriptive model of the cigarette epidemic in 

developed countries. Tobacco Control 1994; 3: 242-247) 

 
According to data on the Heath-EU Portal –Public Heath Europe

2
, (5) - the number of tobacco 

                                                 
1
 Quotation following: Tobacco or Health in the European Union. Past, Present and Future. Office for Official 

Publications of the European Communities, Luxembourg, 2004, p.56-57 
2
 http://ec.europa.eu/health-eu/ 

http://ec.europa.eu/health-eu/
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smokers in the European Union countries is high and it refers to 1/3 of population and health 

problems connected with tobacco use are the cause of death in about 650 thousand deaths,  

of which almost a half dies at the age of 35-69 which means that they live shorter than  

the average life expectancy. 

 

In general, levels of smoking have been seen as following 4 stages. In the 1st stage is a rapid 

rise in smoking by males (smoking begins as a male habit); in the 2nd stage a rise in smoking 

by females (men have adopted smoking - females begin to smoke); in the 3rd stage –  

a plateau in smoking among males or begins to decline, while female smoking prevalence 

remains stable; the 4th phase is characterized by plateau a decline and decline in both genders. 

Mortality patterns are now indicative of the impact of smoking trends two to three decades 

ago. Then, trends in prevalence are followed two or three decades later by similar peaks and 

falls in mortality caused by smoking. 

 

Tobacco epidemic is at different stages in different European countries. In general, western 

European males began smoking early in the 20
th

 century with females taking up smoking most 

commonly in the second half of that century. From 1950 onwards, the proportion of males 

smoking started to decline, but declines in females smoking only followed from the mid 

1970s. Only some western European countries (most notably the UK, Germany, Denmark and 

Finland) and the USA, Canada and Australia – are in 4
th

 stage of tobacco epidemic.  

The changes have been achieved among others by the development in policies in these 

countries aimed at tobacco smoking reduction (7). The situation is different in eastern and 

central European countries. The closed societies of the Soviet bloc were largely deprived  

of public education on the harmful effects of smoking. Reports from scientific studies of the 

relationship between smoking and cancer and other diseases, undertaken chiefly in the UK 

and the USA since the 1950s, apparently did not penetrate central and eastern European 

countries. Awareness of harm to health due to smoking was very low until the 1980s. 

This attitude towards tobacco, which prevailed until almost the end of the 1980s, put these 

countries on top of the list of world tobacco consumption from the early 1960s until the end  

of the 20
th

 century
3
. The prevalence of smoking by males in these countries is now peaking  

or only just beginning to decline, whereas smoking is still increasing amongst females.  

                                                                                                                                                         
 
3
 Quotation following: Tobacco or Health in the European Union. Past, Present and Future. Office for Official 

Publications of the European Communities, Luxembourg, 2004, p.42-43 
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Most central, eastern and southern European countries are, therefore, in the 3
rd

 stage of the 

epidemic. As it has been mentioned, the countries are characterised by a high percentage  

of smokers and the number of deceases due to tobacco use is growing. The national strategies 

of fighting against tobacco smoking are now under preparation (8)(9).  

 

Gender and country differences in smoking trends follow the stages model of the smoking 

epidemic also among adolescents (6). On the base of 4 periods HBSC survey (1990-2002)  

3 daily smoking trend groups were identified but the pattern of the smoking prevalence trend 

was slightly different among boys and girls at age of 14-15 (10). 

 

Daily smoking prevalence among boys:  

Group A: countries with a significant decline (Finland and Sweden) or stagnation in daily  

 smoking (Norway, Austria and Hungary). 

Group B: countries with an increasing trend (Belgium, Canada and the UK) in smoking 

prevalence in 1994 and 1998 followed by a significant decrease in the survey of 2002. 

Group C: countries with an increasing trend or without stabilization (the Eastern European 

countries – Poland and Latvia) and Switzerland - where smoking prevalence has increased 

since 1990, followed by stabilization in survey of 2002. The smoking odds between 1990  

and 2002 even doubled in Latvia and Switzerland. 

 

Daily smoking prevalence among girls:  

Group A: countries where daily smoking prevalence remained constant from 1990 to 2002 

(Finland, Norway and Sweden); in Finland – stabilization occurred after a decline in 1994 and 

1998 compared with 1990.  

Group B: countries with an increasing trend - includes the same countries as among boys 

(Belgium, Canada and the UK) where smoking prevalence in 1994 and 1998 followed  

by a significant decrease in the survey of 2002. But it is remarkable to notice that Canada  

is the only country in this study where girls have a significantly lower smoking prevalence  

in 2002 compared with 1990.  

Group C: daily smoking prevalence increased in 1994 and/or 1998, with stabilization between 

1998 and 2002 (Austria, Switzerland, Latvia, Poland). An exception is Hungary, where 

smoking prevalence remained stable till 1998 followed by an increase in 2002. The highest 
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increases in girls' daily smoking prevalence between 1990 and 2002 are found in Latvia and 

Switzerland.  

However, these mentioned above theories are helpful in categorizing country by smoking 

prevalence but do not explain the large differences in smoking prevalence between  

the countries (6). Moreover, preventive approach with young people can prevent disease 30-

50 years in the future, whereas smoking cessation in current adult smokers brings population 

health gain more quickly, over 20 to 30 years (11). 

Additionally, findings coming from GYTS (2002 – 2005) (12) can be also put into context 

with the descriptive model for cigarette smoking epidemic developed by Lopez et al. (6). 

According to this model, most of the surveyed 25 European countries currently fall into its 

3rd or even 2nd stage characterized by distinct predominance of smoking of men and gradual 

growth of smoking of women. Such development leads to disappearance of gender 

differences and consequently to increase of smoking attributable diseases among women  

as seen currently in Western Europe and North America. 

 

Due to smoking prevalence among teenagers, the alarming facts include ever growing 

percentage of regular smokers and early – even before the age of 10 – age of smoking 

initiation. Due to the fact that smoking behaviour is often initiated in late childhood  

and adolescence early smoking onset is predictive of heavy smoking in adulthood (13).  

 

Smoking among adolescents may well show important fluctuations in regularity, from weekly 

to daily smoking. Daily smoking adolescents are a public health problem as they are more 

likely to smoke in the future and to develop smoking-related health problems leading  

to premature deaths. However, since daily smoking is defined as an important part of nicotine 

dependence, it may serve as an indicator in order to get a clear picture of the current and 

future burden of smoking on the public health. If daily smoking is declining, this behaviour 

can be overtaken by occasional smoking and can go to a stop and quit smoking. Prevention 

and delay of adolescent smoking is therefore an important issue in public health (14). 

Vast majority of adult smokers began smoking as teenagers and only very few individuals 

begin smoking after age 21
4
. 

                                                 
4
 Fritz, D. J., Adolescent smoking cessation: how effective have we been?; J.Pediatr.Nurs.; 2000; Oct.;Vol. 15; 

Iss. 5, p. 229 
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Moreover, those, who do not smoke before the age of 20, are significantly less likely to start 

as an adult. This is the strong cause for programs for young people that address both 

prevention and treatment. Ages 10-16 are the high risk period for first nicotine use,  

so it should be a main target of prevention (15). 

 

Studies on smoking prevalence among children and adolescents at school age have been 

carried out in many countries and many editions. They include the following WHO cross - 

national studies: 

 Health Behaviour School-aged Children (HBSC) – school- based survey, carried out every 

4 years since 1982 (16).  

 Global Youth Tobacco Survey (GYTS) – school-based survey carried out within  

the years 2000 -2007 (17).  

 The European School Survey on Alcohol and Other Drugs (ESPAD) – carried out within 

the years 1995- 2007 (18) Each of the quoted studies has its own, separate standardised 

methodology: questionnaire, target population, core questions, data collection instrument, 

timing and data processing. Thanks to it, it is possible to compare the gained data  

and to monitor the similarities and differences among the countries. 

 

Studies carried out within the years 2002 - 2005 within the frame of GYTS among teenagers 

aged 13-15 from 25 European countries produced representative data for each country. 

Its purpose was to identify among others similarities and differences in tobacco prevalence,  

its initiation before the age of 10, and also some other aspects or influences connected with 

adolescent smoking like: susceptibility to initiate smoking among never smokers, exposure  

to second-hand smoke (SHS) at home and outside the home, parental smoking, exposure  

to indirect tobacco advertising (having an object with a tobacco company logo on it and ever 

having been offered a "free" cigarette by a tobacco company representative (12).  

 

Daily smoking prevalence 

Overall, among students in the 25 European countries, 22.0% of boys and 17.8% of girls 

smoked cigarettes. For boys, current cigarette smoking was highest in Georgia (35.5%)  

and lowest in Montenegro (6.0%); for girls current smoking was highest in Bulgaria (39.4%) 

and lowest in Armenia (0.9%). For boys and girls, current cigarette use was greater than 20% 
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in all Baltic, Central (except Poland for boys and girls), and Eastern European countries 

(except Moldova for girls). Boys were significantly more likely than girls to currently smoke 

cigarettes in 7 of the 25 countries; girls were significantly more likely than boys to currently 

smoke cigarettes in Bulgaria; there was no difference by gender in the 17 other countries. 

 

Smoking initiated before the age of 10 

Almost 4 in 10 boys (37.0%) and 2 in 10 girls (21.6%) in the 25 European countries who ever 

smoked cigarettes, initiated smoking before the age of 10. Early initiation of smoking was 

more than 40% for boys in the Baltic, Eastern Europe (except Belarus), and Caucasus regions. 

Boys were significantly more likely than girls to initiate smoking early in 13 of the 25 

countries; there was no difference by gender in the 12 other countries.  

 

Smoking initiation among boys 

The highest percentage of boys starting smoking before the age of 10 was found  

in Montenegro (54.8%), Georgia (51.7%) and Moldova (51.1%), then among Baltic countries 

– Latvia (45.4%), Estonia (47%), also in Lithuania (41.5%) as well as in Armenia (44.3%) 

from Caucasus regions. Early initiation of smoking was also high in the Russian Federation 

(40.7%) and Ukraine (40.4%). 

 

Smoking initiation among girls 

Among girls the highest level of starting smoking before the age of 10 was in Caucasus 

regions – in Armenia (53.4%) and in Georgia (47.4%). The high level of early initiation age 

of smoking was also noted in Southeastern Europe: in Montenegro (37.6%), Bosnia and 

Herzegovina (36.9%), Croatia (32.4%) and in the Republic of Serbia (30.2%). 

Smoking initiation in euFAQT countries 

In 4 out of 6 euFAQT Project participating countries the level of smoking initiation before 

the age of 10 was almost the same, i.e. in Poland – 22.8%, Romania – 22.1%, Greece – 21.4% 

and in Slovakia – 29,1%. The greatest differences by gender were noted in Romania, Slovakia 

and Poland; and the smallest differences referred to Hungary and Greece.  

 

Susceptibility to smoke among never smokers 

Among students in the 25 European countries who had never smoked cigarettes, 29.9%  

of boys and 35.8% of girls indicated that they were susceptible to initiate smoking in the next 
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year. Susceptibility to smoke was highest in Moldova for both boys (60.3%) and girls  

(69.9 %) and was lowest in Turkey for both boys (8.2%) and girls (5.3%). There was no 

difference by gender in 22 of the 24 countries; boys were significantly more likely than girls 

to be susceptible in Hungary: 15.6% boys versus girls 29.8%, but also in Bulgaria – 25.5% 

boys and 34.3% girls, and Romania – 19.7% boys and 33.7% girls. Susceptibility to smoke 

was the lowest in Turkey – for both boys and girls 8.2% and 5.3% respectively. 

 

Exposure to second-hand smoking (SHS) in homes 

Exposure of adolescents to second-hand smoke (SHS) was very high throughout the 25 

European countries. Almost 8 in 10 students (78.7%) reported being exposed to smoke  

at home in 7 of the 25 countries. The greatest number of people was exposed to second-hand 

smoke in Georgia – almost all (95.0%) and in Southeastern Europe countries: the Republic  

of Serbia (97.7%), Bosnia and Herzegovina (96.5%), Montenegro (96.1%), Croatia (94.9%), 

FYR Macedonia (91.9%), Romania (90.4%) and in Greece (89.8%). Apart from the two 

named countries taking part in the euFAQT Project in the remaining partner countries  

the exposure of adolescents to second-hand smoke was: in Poland (86.7%), Hungary (84.0%), 

Slovakia (79.5%) and Bulgaria (67.7%). 

 

Exposure to SHS second-hand smoking outside homes 

Exposure to SHS in public places was over 90% in 10 of the 25 countries; 87.3% reported 

they were exposed to smoke from others in public places during the past week. The highest 

exposure was identified in Moldova (96.7%), Greece (94.1%) and Georgia (93.8%).  

In the euFAQT countries the exposure was high also in Hungary (92.8%), Poland (90.4%), 

Slovakia (85.7%), Romania (81.5%) and Bulgaria (75.7%). 

 

Other aspects or influences connected with adolescent smoking 

With regard to smoking parents, 61.6% of adolescents reported at least one of their parents 

smoke; the highest percentage of adolescents having one or more parents who smoke 

cigarettes was living in Bulgaria (75.5%) and Georgia (73.0%), the lowest level – but still 

high – was indicated in Albania (46.3%) and Slovenia (46.5%). 
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Almost 2 in 10 students in 25 European countries (18.2%) reported that they had an object 

with a cigarette brand logo on it; the highest indication was in Latvia (33.2%) and the lowest 

in Turkey (10.1%). 

 

With regard to the fact of offering "free" cigarettes it may be pointed out that in 25 European 

countries 10.9% reported that they had ever been offered "free" cigarettes by a tobacco 

company representative; being offered "free" cigarettes was over 20% in Poland, the Republic 

of Serbia and Montenegro. 

 

Based on the results gained in the GYTS (2002-2005) from 25 European countries,  

the following conclusions were drawn: 

 Remarkably high prevalence of girls‘ smoking together with high occurrence of smoking 

susceptibility is a reason for concern and should be reflected in effective preventive 

measures. 

 Very high prevalence of second-hand smoking suggests a high level of acceptance  

of smoking throughout the 25 European countries, particularly in Southeastern region. 

 Despite of current legislative restrictions, a significant proportion of students reported 

indirect pro-tobacco advertisement, namely having an object with cigarette brand logo  

and being offered free cigarette samples. 

 

Undoubtedly, both theory and empirical findings demonstrate the multivariate complexity  

of the aetiology of tobacco use. The reasons adolescents begin and continue to smoke depend 

on a complex array of factors contributing to an adolescent‘s decision. The risk factors 

positively correlating with adolescent smoking include physiological, social, psychological, 

environmental, and economic factors (15).  

 

One of the most important tasks during adolescence is emotional development, especially 

development of the ego and identity. Many adolescents choose to initiate cigarette smoking  

as a result of conflicts during this phase of normal developmental progression. Youth smokers 

believe smoking offers emotional or social benefits, and intend to continue smoking.  

Many investigations showed that smoking prevalence is generally lower among female than 

among male but increasing rates of smoking initiation and continuation by female compared 

with male adolescents are found in many countries. 
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There is some evidence suggesting the different reasons for girls and boys starting smoking. 

The significance of social influences, self-image and self-esteem may be particularly 

important to teenage girls. Probably, females are more susceptible to the negative influence  

of smoking friends. Other cultural expectations may also place females at increased risk  

for smoking (19).  

 

In a study carried out in north-western U.S. on adolescents (in rural region) regarding 

modifiable social and intrapersonal influences on smoking, different predictors of smoking 

initiation and susceptibility to smoking among non-smoking population over a 2-year period 

have been identified. Initiation of weekly smoking was associated with: having a parent, 

sibling, or close friend - who smokes; low school grades; higher levels of deviant behaviour; 

susceptibility to smoking; use of smokeless tobacco. Susceptibility, defined as not being able 

to rule out the idea of smoking a year after the survey, was identified as a strong predictor  

of smoking and a valuable intermediary measure. Susceptibility to smoking was associated 

with deviant behaviour, low grades, lower parental monitoring, relaxed parental attitude 

toward youth smoking, ease of access to tobacco, and lower exposure to anti-tobacco 

messages (20). 

There is one important implication that prevention programs should be assessed in terms  

of their impact on both smoking behaviour and susceptibility to smoking. Research  

and practice in tobacco prevention would benefit from assessing factors related to changes  

in susceptibility as a mediating factor in the progression towards smoking,  

This study also adds important information to existing evidence; it supports the idea that 

susceptibility to smoking, as an intermediary to smoking initiation, could be subject  

to tobacco research. Moreover, it could guide the tailoring of anti-tobacco messages according 

to the unique risk profile of individual adolescents (21). Nevertheless, it would  

be an interesting and unquestionably valuable discovery, to detect "abstinence correlates" not 

only in relation to cigarette smoking but also to the use of other psychoactive substances. 

 

Within ESPAD survey conducted among 16–year old high school students from six European 

countries (Bulgaria, Croatia, Greece, Romania, Slovenia and the UK) correlates of smoking 

were also examined: environmental, behaviour-related, and psychological factors. Studies 

identified that the strongest correlates to the use of all legal (including tobacco smoking) and 

illegal substances were: peer and older sibling model of use, and peer-oriented lifestyle, 
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followed by patterns of antisocial behaviour and truancy. Family-related factors such as not 

living with both parents, parental monitoring and relationships with parents were less 

significant (22)(23). 

  

All these data allow concluding that tobacco use study among youth - in age below 13 as well 

13 – 15, and 15+, in all regions and countries, also in Europe, are urgently needed.  

Moreover, some of countries need to develop and implement comprehensive tobacco control 

programs including public education campaigns, cessation programs, enforcement of existing 

measures, and related policy efforts.  

 

Tobacco control policies varied widely in European countries in the last 20 years (24). 

Undoubtedly, however, the Framework Convention Tobacco Control declared by the Word 

Heath Organization on 21 May 2003 and entered into force on 27 February 2005 played  

an important role in diminishing the scale of the tobacco smoking phenomenon and its health 

implications (25).  

 

It is the world‘s first international treaty for public health. It has been ratified already by 171 

countries. The WHO FCTC provides a useful framework for implementing comprehensive 

approach to tobacco control in all countries. Convention Tobacco Control obliges countries 

all around the world to introduce ever more strict means not only limiting the consumption  

of tobacco by adults, children and adolescents but also limiting exposure to second-hand 

smoking in homes and in public places, which as a consequence is supposed to decrease  

the number of tobacco smoking related deaths.  

 

Exposure to second-hand smoking is very common world wide in homes and outside  

of it in public places. As Dr Ala Alwan, Assistant Director – General, World Health 

Organization said: "Despite progress, only 9% of countries mandate smoke-free bars and 

restaurants, and 65 countries report no implementation of any smoke-free policies  

on a national level". According to new WHO Report on "Implementing smoke-free 

environments", globally, about one third of adults are regularly exposed to second-hand 

tobacco smoke (26). 
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In the European Union, 14% of non-smokers are exposed to other people‘s tobacco smoke  

at home, and a third of working adults are exposed to second-hand tobacco smoke at the 

workplace at least some of the time (27). 

 

In Canada, about 25% of non-smokers report regular exposure at home, in vehicles  

or in public places (28). An estimated 700 million children worldwide – about 40% of all 

children – are exposed to second-hand tobacco smoke at home (29). The global average  

of children with at least one smoking parent, according to the definition used by the Global 

Youth Tobacco Survey (GYTS), is estimated to be 43% (20). Data from the GYTS indicate 

that, among those surveyed, nearly half of youth aged 13 to 15 who have never smoked  

are exposed to second-hand tobacco smoke at home, with a similar percentage exposed  

in places other than the home; these youth are 1.5 to 2 times more likely to initiate smoking 

than those not exposed (30). Second-hand tobacco smoke is estimated to cause about 600 000 

premature deaths per year worldwide, approximately the same number of people who are 

killed by measles or women who die during childbirth each year (31). Of all deaths 

attributable to second-hand tobacco smoke, 31% occur among children and 64% occur among 

women. About 50,000 deaths in the United States each year – about 11% of all tobacco-

related deaths – are attributable to exposure to second-hand tobacco smoke (32).  

In the European Union, second-hand tobacco smoke exposure at work is estimated to cause 

about 7,600 deaths per year, with exposure at home causing an additional 72,100 deaths (33). 

 

This report on "Implementing smoke-free environments" provides a comprehensive overview 

of the evidence base for protecting people from the harms of second-hand tobacco smoke 

through legislation and enforcement. There is a special focus on the status of the 

implementation of smoke-free policies, with detailed data collected for the first time ever  

on a global basis at both the national level and for large sub-national jurisdictions. Because 

there is no safe level of exposure to second-hand tobacco smoke, all people should  

be protected from such exposure and smoke-free policies should be implemented all over  

the world as relatively inexpensive but effective one (26).  

 

Moreover WHO makes the following four key policy recommendations to protect the public 

from exposure to second-hand smoke:  
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 Remove the source of the pollutant – tobacco smoke – by implementing 100% smoke-

free environments. This is the only effective strategy to reduce exposure to second-hand 

tobacco smoke to safe levels in indoor environments and to provide an acceptable level  

of protection from the dangers of exposure. Ventilation and smoking areas, whether 

separately ventilated from non-smoking areas or not, do not reduce exposure to a safe 

level of risk and are not recommended. 

 Enact legislation requiring all indoor workplaces and public places to be 100% 

smoke-free environments. Laws should ensure universal and equal protection for all. 

Voluntary policies are not an acceptable response to protection. Under some 

circumstances, the principle of universal, effective protection may require specific quasi-

outdoor and outdoor workplaces to be smoke-free. 

 Implement and enforce the law. Passing smoke-free legislation is not enough. Its proper 

implementation and adequate enforcement require relatively small but critical efforts and 

means. 

 Implement educational strategies to reduce second-hand tobacco smoke exposure  

in the home, recognising that smoke-free workplace legislation increases the likelihood 

that people (both smokers and non-smokers) will voluntarily make their homes smoke-

free (26). 

It is also worth mentioning that since 1986, there have been a series of authoritative 

reports analysing evidence, and concluding, beyond doubt, that there is significant risk to 

health caused by passive smoking (7).  

 

In another WHO Report which presents the first comprehensive analysis of global tobacco 

use and control efforts, WHO finds that only 5% of the world‘s population live in countries 

that fully protect their population with any one of the key measures that reduce smoking rates 

(2).  

 

The report also reveals that governments around the world collect 500 times more money  

in tobacco taxes each year than they spend on anti-tobacco efforts. It finds that tobacco taxes, 

the single most effective strategy, could be significantly increased in nearly all countries, 

providing a source of sustainable funding to implement and enforce the recommended 

approach, a package of six policies called MPOWER. 
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Dr Margaret Chan, Director-General of WHO said "While efforts to combat tobacco are 

gaining momentum, virtually every country needs to do more. These six strategies are within 

the reach of every country, rich or poor and, when combined as a package, they offer us the 

best chance of reversing this growing epidemic." 

 

In opinion of the New York Mayor Michael Bloomberg "The report released today  

is revolutionary. For the first time, we have both a rigorous approach to stop the tobacco 

epidemic and solid data to hold us all accountable. No country fully implements all of the 

MPOWER policies and 80% of countries don‟t fully implement even one policy.  

While tobacco control measures are sometimes controversial, they save lives and 

governments need to step up and do the right thing." 

 

The six MPOWER strategies are as follows: 
 

 Monitor tobacco use and prevention policies  

 Protect people from tobacco smoke  

 Offer help to quit tobacco use  

 Warn about the dangers of tobacco  

 Enforce bans on tobacco advertising, promotion and sponsorship  

 Raise taxes on tobacco  

The report also documents the epidemic's shift to the developing world, where 80% of the 

more than eight million annual tobacco-related deaths projected by 2030 are expected  

to occur. This shift, the report says, results from a global tobacco industry strategy to target 

young people and adults in the developing world, ensuring that millions of people become 

fatally addicted every year. The targeting of young women in particular is highlighted as one 

of the "most ominous potential developments of the epidemic‟s growth." 

 

The global analysis, compiled by WHO with information provided by 179 Member States, 

gives governments and other groups a baseline from which to monitor efforts to stop  

the epidemic in the years ahead. The MPOWER package provides countries with a roadmap 

to help them meet their commitments to the widely embraced global tobacco treaty known  

as the WHO Framework Convention on Tobacco Control, which came into force in 2005. 
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WHO is also working with global partners to scale up the help that can be offered to countries 

to implement the strategies. 

 

Dr Douglas Bettcher, Director of WHO‘s Tobacco Free Initiative, said: "The six MPOWER 

strategies would create a powerful response to the tobacco epidemic. This package will create 

an enabling environment to help current tobacco users quit, protect people from second-hand 

smoke and prevent young people from taking up the habit," he said. 

In the report there are other key findings: 

 Only 5% of the global population is protected by comprehensive national smoke-free 

legislation and 40% of countries still allow smoking in hospitals and schools.  

 Only 5% of the world‘s population lives in countries with comprehensive national bans  

on tobacco advertising and promotion. 

 Just 15 countries, representing 6% of the global population, mandate pictorial warnings  

on tobacco packaging. 

 Services to treat tobacco dependence are fully available in only nine countries, covering 

5% of the world‘s people.  

Moreover, tobacco tax revenues are more than 4000 times greater than spending on tobacco 

control in middle-income countries and more than 9000 times greater in lower-income 

countries. High-income countries collect about 340 times more money in tobacco taxes than 

they spend on tobacco control
5
.  

Globally, the data are very clear in indicating that the tobacco epidemic has now expanded to, 

and become more focused on, the world‘s low- and middle-income countries (LMIC),  

due largely to the expansion of the multinational tobacco industry‘s marketing efforts  

in Eastern Europe, Asia, Africa, and Latin America. Fortunately, although the sharply 

increasing tobacco use prevalence rates in these regions is a cause for considerable alarm, the 

deadly experience of the high income nations need not be wholly repeated in the LMICs (1).    

Following the information in the report, the WHO Centres for Disease Control Global Youth 

Tobacco Survey found that greater than 70% of youth around the world reported that they can 

buy tobacco in a store without providing a proof of age. Unfortunately, for most youth,  

                                                 
5
 http://www.who.int/entity/tobacco/mpower/mpower_report_full_2008.pdf 

http://www.who.int/entity/tobacco/mpower/mpower_report_full_2008.pdf
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in both the high income nations and LMICs, access to tobacco products is relatively simple 

(34).  

 

In addition, youth can access tobacco from their homes, from friends, from vending machines, 

and in single- or limited-number packets from street vendors. To complement efforts  

to decrease the targeting of youth by the multinational tobacco companies, access points and 

loopholes must be addressed and closed whenever possible. This would include,  

as recommended in Article 16 of the FCTC ("Sales to and by Minors"), establishing and 

enforcing a uniform minimum age for tobacco purchases, eliminating access to tobacco 

vending machines, vendor enforcement of purchase restrictions, and the elimination of single 

and small-packet sales. 

In the report (1) ("The Globalization of Tobacco Use: 21 Challenges For The 21st Century"), 

the authors discuss the wide range of issues that must be addressed, and the equally wide 

range of expertise that is needed if the global health community is to be successful  

in reducing, and eventually eliminating, the rising tide of tobacco use, particularly in the low- 

and middle-income nations that are the target of the multinational tobacco industry.  

Now, in the early 21st century, with the FCTC in force in more than 165 countries, covering 

approximately 85% of the world‘s population, it is an appropriate time to look anew at the 

challenges facing tobacco control. Although there is good reason to focus on promoting 

interventions that we know have a significant impact on the reduction of the incidence  

and prevalence of tobacco use (e.g. increasing tobacco taxes; promoting smoke-free 

environments; banning tobacco advertising, sponsorships, and promotions), there is also 

reason (because every opportunity that may contribute to success needs to be exploited and 

because we need to take advantage of the full range of skills available among those who wish 

to contribute to tobacco use reduction) to consider the full range of interventions and tools 

that the data lead us to believe will also contribute to reductions in tobacco use. In some 

cases, guided by the Framework Convention Tobacco Control and MPOWER strategies, 

focus is required on increasing certain activities, policies, or interventions and, in other cases, 

reducing certain activities, policies, or interventions. Some suggested areas or challenges for 

increase/decrease are listed below: 
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Increase challenges: 

 Increase support for and adherence to the Framework Convention on Tobacco Control 

(FCTC): the report calls this the single most important action in the effort to eliminate 

tobacco-related death and disease, saying all governments should be encouraged to join 

the more than 165 nations who already have ratified the treaty, and that those who have 

joined the Framework should faithfully implement it. 

 Increase tobacco taxes: raising tobacco taxes is considered perhaps the most effective 

intervention to reduce tobacco use.  

 Increase access to comprehensive treatment for tobacco dependence: with more than 1.3 

billion tobacco users in the world today, if only half of them wished to stop their tobacco 

use, there would be need for access to tobacco dependence treatment for greater than 650 

million tobacco users. Furthermore, the World Bank has estimated that more than 180 

million lives could be saved in just the first half of this century if the prevalence of current 

tobacco users were cut in half by 2020, and providing access to adequate treatment would 

be a cornerstone of that approach.  

 Increase media-based tobacco counter-marketing campaigns: although the tobacco 

industry will always far outspend tobacco control advocates, novel, entertaining, cutting-

edge tobacco counter-marketing campaigns have been shown to attract attention  

and support far beyond the amount of funds spent and to have a direct effect on reducing 

tobacco use.  

 Increase regulation of all tobacco products: tobacco is the most unregulated consumer 

product on the market today, exempt from important basic consumer protections, such  

as ingredient disclosure, product testing, accurate labelling, and restrictions on marketing 

to children. 

 Increase health warnings on tobacco packaging: as warnings become more graphic, 

tobacco users are more likely to pay attention to them.  

 Increase availability of tobacco health/economic information to the general public: many 

tobacco users, policymakers, and even health care professionals are largely unaware,  

or only vaguely aware, of the other cancers, heart disease, lung disease, pre- and postnatal 

conditions, etc that are caused by tobacco use.  

 Increase primacy of health over commerce in trade agreements: successful arguments 

have been made that excluding tobacco from trade agreements is compatible with 

international law, which provides for other harmful products such as landmines to be 
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exempted. In addition, the World Trade Organization (WTO) has declared that human 

health is an important consideration and that if necessary, governments may "put aside 

WTO commitments" to protect human life.  

 Increase basic biomedical and applied tobacco control research.  

 Increase the extent and accuracy of tobacco epidemiologic and surveillance data.  

 Increase litigation aimed at the tobacco industry.  

 

Decrease challenges: 

 Decrease tobacco use by physicians and other health care providers: many physicians  

and health care providers continue to use tobacco, with use reported to be as high as 50% 

or more in some countries.  

 Decrease targeting of women: the WHO has estimated that the prevalence of smoking 

among women worldwide will be 20% by 2025, compared with the 12% of the world's 

women who currently smoke.  

 Decrease exposure to second-hand smoke: providing smoke-free environments has been 

proven to not only protect non-smokers, but also encourage smokers to quit and focus 

greater attention on the need for tobacco control measures.  

 Decrease illicit trade and smuggling.  

 Decrease duty-free and reduced-cost sales of tobacco.  

 Decrease tobacco advertising, promotion, and sponsorship. 

 Decrease misleading tobacco product claims/descriptors.  

 Decrease targeting of youth.  

 Decrease subsidies for tobacco production.  

 Decrease youth access to tobacco.  

Authors of the report say there are certainly many other challenges not discussed in the report 

and that, while "resources… will never be enough to address all of these challenges," actions 

taken with the resources currently available will have a significant effect on global health.  

 

In conclusion: Tobacco control is unique in the public health and disease control field because 

it encompasses such a wide range of issues. These challenges need skilled physicians, nurses, 

attorneys, psychologists, teachers, product engineers, chemists, agronomists, economists, 
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epidemiologists, biostatisticians, health care system engineers, and many others to not only 

enter the field - but also to work together. 

 

 

 

 

 



 

26 

 

REFERENCES 

 
 

(1) Glynn T, Seffrin JR, Brawley OW, Grey N, Ross H. The globalization of tobacco use: 21 challenges for the 

21st century. CA Cancer.J.Clin. 2010 Jan-Feb;60(1):50-61. 

(2) WHO Report on the Global Tobacco Epidemic. The MPOWER package. 2008. 

(3) Mackenbach JP. Health Inequalities. Europe in Profile. 2005. 

(4) Lewis PC, Harrell JS, Bradley C, Deng S. Cigarette use in adolescents: the Cardiovascular Health in Children 

and Youth Study. Res.Nurs.Health 2001 Feb;24(1):27-37. 

(5) European Union. Available at: http://ec.europa.eu/heath-eu/. 

(6) Lopez AD, Collishaw NE, Piha T. A descriptive model of the cigarette epidemic in developed countries.  

Tob. Control 1994(3):242-247. 

(7) Tobacco or health in the European Union. Past, Present and Future. 2004:56-57. 

(8) Available at: http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-30-08-357/EN/KS-30-08-357-. 

(9) 20.04.2010; Available at: http://www.theipcrg.org/smoking/levels.php. 

(10) Hublet A, De Bacquer D, Valimaa R, Godeau E, Schmid H, Rahav G, et al. Smoking trends among 

adolescents from 1990 to 2002 in ten European countries and Canada. BMC Public Health 2006 Nov 10;6:280. 

(11) WHO European Partnership Project to Reduce Tobacco Dependence. WHO Evidence Based 

Recommendations on the Treatment of Tobacco Dependence. 2001. 

(12) Baska T, Warren CW, Baskova M, Jones NR. Prevalence of youth cigarette smoking and selected social 

factors in 25 European countries: findings from the Global Youth Tobacco Survey. Int.J.Public.Health. 

2009;54(6):439-445. 

(13) Taioli E, Wyndetr EL. Effect of the age at which smoking begins on frequency of smoking in adulthood.  

N Engl.J Med 1991;325:968-9] 1991;325:968-969. 

(14) McNeill AD. The development of dependence on smoking in children. Br J Addict 1991 1991;86:589-592. 

(15) Fritz DJ. Adolescent smoking cessation: how effective have we been? J.Pediatr.Nurs. 2000 Oct;15(5):299 

(16) Health Behaviour in School Children. Available at: http://www.hbsc.org. 

(17) Global Youth Tobacco Survey. Available at: http://www.cdc.gov/tobacco/globar/gyts/. 

(18) The European School Survey on Alcohol and Other Drugs. Available at: http://www.espad.org/espad-

reports/. 

(19) Barnett TA, Gauvin L, Lambert M, O'Loughlin J, Paradis G, McGrath JJ. The influence of school smoking 

policies on student tobacco use. Arch.Pediatr.Adolesc.Med. 2007 Sep;161(9):842-848. 

(20) Forrester K, Biglan A, Severson HH, Smolkowski K. Predictors of smoking onset over two years. Nicotine 

Tob.Res. 2007 Dec;9(12):1259-1267. 

(21) Strecher VJ. Computer-tailored smoking cessation materials: a review and discussion. Patient Educ.Couns. 

1999 Feb;36(2):107-117. 

(22) Kokkevi A, Richardson C, Florescu S, Kuzman M, Stergar E. Psychosocial correlates of substance use  

in adolescence: a cross-national study in six European countries. Drug Alcohol Depend. 2007 Jan 5;86(1):67-74. 

(23) Kokkevi AE, Arapaki AA, Richardson C, Florescu S, Kuzman M, Stergar E. Further investigation  

of psychological and environmental correlates of substance use in adolescence in six European countries. Drug 

Alcohol Depend. 2007 May 11;88(2-3):308-312. 

(24) Joosens L. Effective Tobacco Control Policies is 28 European countries. Report of the European Network  

of Smoking Prevention (ENSP). 2004. 

(25) WHo Framework Convention on Tobacco Control FCTC. Available at: http://www.who.int/fctc/en/. 

(26) WHO Report On The Global Tobacco Epidemic, 2009. Implementing smoke-free environments. 2009. 

(27) Survey on tobacco – analytical report. Brussels. 2009;Flash Eurobarometer No. 253. 

(28) Shields M. Smoking – prevalence, bans and exposure to second-hand smoke. Health Reports 

2007;18(3):67-85. 

(29) International Consultation on Environmental Tobacco Smoke (ETS) and Child Health. 1999. 

(30) Centers for Disease Control and Prevention (CDC). Global Youth Tobacco Surveillance, 2000–2007. 

Morbidity and Mortality Weekly Report, 2008 2008;57:1-21. 

(31) Mathers CD, Loncar D. Projections of global mortality and burden of disease from 2002 to 2030. PLoS 

Medicine 2006;3:e442. 

(32) Centers for Disease Control and Prevention (CDC). Smoking-attributable mortality, years of potential life 

lost, and productivity losses – United States, 2000–2004. Morbidity and Mortality Weekly Report 2008;57:1226-

1228. 

(33) Lifting the smokescreen: 10 reasons for a smoke free Europe. 2006. 

(34) Shafey O, Eriksen M, Ross H, Mackay J. The Tobacco Atlas. 3rd ed ed. Atlanta: GA: American Cancer 

Society; 2009. 

 

http://ec.europa.eu/heath-eu/
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-30-08-357/EN/KS-30-08-357-
http://www.theipcrg.org/smoking/levels.php
http://www.hbsc.org/
http://www.cdc.gov/tobacco/globar/gyts/
http://www.espad.org/espad-reports/
http://www.espad.org/espad-reports/
http://www.who.int/fctc/en/


 

 
 

27 

 

 

 

 

CHAPTER I   

 

Epidemiology of smoking 

among adolescents and 

some factors influencing 

tobacco use 

 
1.1   European countries   

1.2   USA, Canada and Australia 

1.3   Prevalence of smoking in euFAQT countries by    

        Country Reports  

 

 

 

 



 

28 

 

Introduction 

 

In order to present statistical data on cigarette smoking epidemiology among adolescents  

in the countries taking part in the euFAQT Project, in the remaining European countries  

and in the US, Canada and Australia, international study results, study reviews and reports  

on health heath – related behaviour of adolescents have been used. 

 

There is an urgent need to contimuously carry on with research. It is connected with the 

necessity to update data and use valuable, reliable, and representative for a particular country 

data. Moreover, the data should be comparable in particular age groups and study periods.  

 

Although there are studies referring to tobacco smoking among adolescents available, 

comparing their results and trends tracking is prevented by methodological differences, such 

as sample selection, use of different research tools, way of conducting research and analysing 

their results. Other factors may also create limitations, e.g. different school systems  

in particular countries, resulting from different opportunities to include into cross- countries 

surveys. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

29 

 

1.1 European countries 

 

Some international reviews encompassing many countries from Europe and other regions  

of the world have been selected for the purpose of the report: 

 Health Behaviour in School-aged Children aged 13-15 – data from 1989 – 2002 

 European School Project on Alcohol and other Drugs – data from 1995 – 2007 

 Global Youth Tobacco Survey aged 13-15 – data from 2002 – 2007 

 

The second part of the Chapter also includes literature review results sent by countries 

participating in the euFAQT Project on studies on tobacco smoking among teenagers  

in Bulgaria, Greece, Hungary, Poland, Romania and Slovakia. Those parts of country reports 

have been quoted which include data on adolescent's smoking epidemiology. 

 

Health Behaviour in School-aged Children (HBSC) is one of the first international enterprises 

of this kind and it first took place in 1982
6
. The HBSC study is a cross-national and cross-

country survey. The HBSC network membership currently comprises national teams from 43 

countries in Europe and North America. The selected age groups – 11, 13 and 15 – represent 

the onset of adolescence, the time when young people face the challenges of physical  

and emotional changes; and the middle years, when young people start to consider important 

decisions. Survey questions cover a range of health indicators and health- related behaviours. 

The core questions provide information on: demographic factors, social background, family 

structure, socioeconomic status, peer culture, school environment, health and well-being, 

health behaviours and risk behaviours – cigarette use, alcohol use, sexual behaviour, bullying. 

(The publication of scientific articles in peer reviewed international journals is a priority  

for the study and its network members
7
.). 

 

Core Research Fields questions on tobacco use concern: ever smoked, frequency of current 

smoking, age first smoked (smoking initiation age) and also other questions. 

 

The presented below results are based on data from HBSC study in the years 1990-2002;  

they regard daily smoking prevalence among adolescents aged 14-15. The goal of the study 

                                                 
6
  http://www.hbsc.org 

 
7
  a full list of publications is available at http://www.hbsc.org/publications.html 

 

http://www.hbsc.org/
http://www.hbsc.org/publications.html
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was to specify similarities and differences among the 10 countries taking part in all 4 survey 

periods (1989–1990, 1993–1994, 1997–1998, and 2001–2002); included as follows: European 

countries - Austria, Belgium, Finland, Hungary, Latvia, Norway, Poland, Sweden, 

Switzerland, UK and Canada (1). 

 

The prevalence of daily smoking among adolescents classified by survey years and by 

country for boys and girls separately is presented in Fig. 1. The studies indicated gender and 

country differences in the prevalence of smoking. It has been found, that in 2002 daily 

smoking prevalence ranged from 5.5% in Sweden to 20.0% in Latvia. Among girls, the daily 

smoking prevalence in 2002 ranged from 8.9% in Poland to 24.7% in Austria. 

 

Daily smoking prevalence among boys 

Among boys, the lowest prevalence in 2002 is found in Sweden (5.5%), followed by other 

participating European countries: UK – 10.2%; Switzerland – 12.9 %; Norway – 15.4%; 

Finland – 16.4%. 

 The significant decline in 1990 and in 2002 was observed in Finland (from 22.7%  

to 16.4%), Sweden (from 9.5% to 5.5%), and Norway (from 17.1% to 15.4%) in daily 

smoking.  

 The increase in 1994 and 1998 is followed by a significant decrease in the 2001-2002  

in following countries: Belgium (from 17.8%; 21.9% and 16.4%), Canada (15.0%, 16.1% 

and 10.5%) and the UK (13.4%, 14.5% and 10.2%).  

 The lowest prevalence in 2002 is found in Sweden (5.5%), followed by other participating 

European countries: the UK – 10.2%; Switzerland – 12.9 %; Norway – 15.4%; Finland – 

16.4%. 

 The highest prevalence in 2002 (and also the biggest increase 1990- 2002) was identified 

in: Latvia (20.0%); Austria (19.5%), Hungary (19.1%) and Poland (18.0%); also  

in Belgium daily cigarette use in 2002 (16.8%) is still significantly higher than in 1990 

(10.1%). 

  In Poland and Switzerland the smoking prevalence has increased since 1990 (from 12.7% 

and 6.3% respectively) followed by stabilization in last study 2001-2002 (to 18.8% and 

12.9% respectively).   
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Fig.1 HBSC Survey. Prevalence of daily smoking among adolescent age 14-15. Hublet et al. 2006 

Daily smoking prevalence among girls  

A different pattern of smoking is observed among girls.  

 The highest percentage of daily smoking girls in 2002 was found in Austria (24.7%), 

Norway (19.9%) and Belgium (19.0%) 
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 The group of countries with the lowest daily smoking prevalence in 2001-2002 includes 

Poland (8.9%), Canada (9.0%) and Sweden (13.7%) 

 The daily cigarette smoking remained constant from 1990 to 2002 in Sweden (13.7% and 

13.7%) and almost constant in Finland (20.3% and 18.0% respectively) and Norway (15.7 

% and 19.7%) 

  The significantly lower smoking prevalence in 2002 compared with 1990 was in Canada 

(13.2% and 9.0%) 

 Daily smoking prevalence increased in 1994 and 1998 and stabilized between 1998 and 

2002 in Austria (26.0% and 24.7%), Switzerland (15.8% and 13.0%) and Poland (9.8% 

and 8.9%) 

 A sudden increase in smoking prevalence took place in Hungary (from 16.5% to 16.9%), 

Latvia (from 9.9% to 13.1%) and in Finland (from 15.7% to 18.0%)  

 

As it may be observed based on the above quoted studies, they included Poland and Hungary 

– participants of the euFAQT Project. (Fig 1a.)  

 

In Poland smoking prevalence among boys has not changed within the years 1997 - 1998 and 

was about 18.0 %. In Hungary, however, a significant increase from 12.8% to 19.1% was 

observed. Another significant issue observed is the fact that in Poland smoking prevalence 

among boys in 2002 was about two times higher (18.0%) than among girls (8.9%).  

In Hungary these differences were not so significant: 16.1%- boys and 16.9% - girls. 
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Fig.1a HBSC Survey. Prevalence of daily smoking among adolescent age 14-15 in Poland and 

Hungary. Hublet et al. 2006 

 

In general in the European Union countries with membership before 2004, a converging trend 

among adult smokers has been observed (2). However, this trend was not observed in daily 

smoking among adolescents.  
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Taking into account also some new member states, in 2002 the smoking prevalence among 

boys and girls differed in those countries significantly. It is difficult to explain these 

differences not taking into account important differences in youth cultures among  

the countries.  

 

Another important factor is differences in tobacco control policy in particular countries, 

which was and still varies in European countries (3).Undoubtedly, the Framework Convention 

Tobacco Control declared by the Word Heath Organization on 21 May 2003 and entered into 

force on 27 February 2005 obliges countries all around the world to introduce ever more strict 

means not only limiting the consumption of tobacco by adults, children and adolescents but 

also limiting exposure to second-hand smoking in homes and in public places (4). 

 

The main purpose of the European School Survey Project on Alcohol and Other Drugs 

(ESPAD) is to collect comparable data on substance use among 15–16 year-old European 

students in order to monitor trends within as well as between countries.  

 

ESPAD studies, in general, focus on various psychoactive substances use by adolescents; 

consequently, tobacco smoking issue is just one of them. Basically, questions on smoking 

regarded: lifetime use of cigarettes, last 30 days use of cigarettes, age of onset for cigarette 

use, perceived availability of cigarettes.  

 

Consequently, this study concentrates mainly on quoting the most important results regarding 

smoking during the past 30 days. (Fig.2) 
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Fig. 2. Prevalence of smoking. Cigarette use in past 30 days. ESPAD report (http://www.espad.org) 

 

 

The ESPAD project has been conducted among adolescents in mean age: 15.8 (born in 1991). 

The first study was held in 26 countries in 1995, while the 2007 data collection was 

performed in 35 countries. 

 

In the 2007 survey, on average, 58% of the students in participating countries reported having 

tried smoking cigarettes at least once and 29% had used cigarettes during the past 30 days. 

Two percent of all students had smoked at least a packet of cigarettes per day during the past 

30 days. The ranking orders of countries for lifetime and relatively recent use (past 30 days) 

are more or less the same.  

 

High-prevalence countries for cigarette use past 30 days are Austria, Bulgaria, the Czech 

Republic and Latvia (40–45%) and low prevalence countries are: Armenia, Iceland, Norway 

and Portugal (19%).  

http://www.espad.org/
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It is significant that there is no obvious geographical pattern, but students in Central  

and Eastern European countries are often among those reporting higher rates of smoking. 

 

In countries where more students smoke, one is also more likely to find students reporting that 

cigarettes are easily obtainable.  

 

An early smoking debut (age of 13 or younger) is also associated, at the country level,  

with high levels of use in the past month. On average, 7% of the students said that they had 

been smoking cigarettes on a daily basis were at the age of 13 or younger.  

 

Daily cigarette use at this early age is most common among students in the Czech Republic, 

Estonia, Latvia and the Slovak Republic (prevalence rates of about 13%) and least common 

among students in Greece and Romania (around 3%). At the aggregate country level,  

the gender differences in 2007 are negligible for smoking in the past 30 days. However,  

in individual countries great differences may be observable. For example, boys were  

16 percentage points above girls in Armenia and conversely, girls were 19 percentage points 

above boys in Monaco. 

 

Over time, a slight decrease in the past 30 days‘ smoking may be noticed, the total average 

prevalence rate having dropped by four percentage points between 1995 and 2007 in ESPAD 

countries with comparable data for all four waves. If the comparison is confined to the period 

between 1999 and 2007, the drop in relatively recent smoking is seven percentage points.  

A small overall gender gap (4 percentage points) was noticed in 1995 but this gap had 

vanished in 2007. 

 

ESPAD studs concluded that only in four countries – Croatia, Czech Republic, Lithuania  

and Slovakia – contrary image regarding the long-term downward trend in recent smoking, 

displaying higher levels in 2007 than in 1995.  

In all those countries, however, the actual increases took place already between 1995  

and 1999 and the situation has been relatively stable thereafter. Hence, the overall picture  

of the trend in past 30 days smoking in the ESPAD countries is one of a decrease, or at least 

of a stabilized situation (5).  
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Having in mind the goal of this study, data on the last 30 days use of cigarettes among 15–16 

year-old adolescents from countries taking part in the euFAQT Project have been discussed 

separately. (Fig. 3) 
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Fig. 3. Prevalence of smoking. Cigarette use in past 30 days in euFAQT countries. ESPAD report 

(http://www.espad.org) 

 

 

 

Within the frame of the ESPAD study, study on daily smoking prevalence among boys  

and girls has also been carried out among lower age group (below 13 and 13-15). Based  

on data from ESPAD website
8
  on adolescents aged 13 and younger, it is possible to compare 

daily smoking prevalence in particular years of study i.e. in 1995, 1999, 2003 and 2007. 

Countries participating in euFAQT Project have been selected to be compared; comparing 

data from 2003 and 2007 the following trends have been observed: 

 reduction of daily cigarette using among boys and girls - in Greece, Bulgaria, Romania 

and Poland 

                                                 
8
 http://www.espad.org/espad-reports/ 

http://www.espad.org/
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 increase in percentage of smoking girls and boys - in Slovakia 

 increase in percentage of smoking girls with parallel percentage of smoking boys staying 

at the same level in both compared periods - in Hungary  

 

The Global Youth Tobacco Survey (GYTS), developed by WHO, the US Centres for Disease 

Control and Prevention and the Canadian Public Health Association, provides global 

systematic, reliable and representative data on tobacco use and related factors  

in schoolchildren 13–15 years of age.  

 

Countries can use GYTS data to enhance their capacity to monitor tobacco use among youth; 

guide development, implementation, and evaluation of their national tobacco prevention  

and control programmes; and allow comparison of tobacco-related data at the national, 

regional, and global levels. GYTS data can also fulfil many of the surveillance requirements 

of the WHO Framework Convention on Tobacco Control Countries that have ratified  

the WHO FCTC are required to establish surveillance of "the magnitude, patterns, 

determinants, and consequences of tobacco consumption and exposure to tobacco smoke" (4).  

 

Core Research Fields questions on tobacco use concern many aspects: prevalence of cigarette 

smoking and other tobacco use, knowledge and attitudes towards cigarette smoking, role  

of the media and advertising on the use of cigarettes, access to cigarettes, tobacco-related 

school curriculum, exposure to second-hand smoke (SHS), cessation of cigarette smoking  

and also other background information. 

 

The presented below analysis of the GYTS study results regards 25 European countries 

grouped into regions (6): 

 Baltic - Estonia, Latvia and Lithuania 

 Central Europe - Czech Republic, Hungary, Poland, and Slovakia 

 Eastern Europe - Belarus, Moldova, Russia, and Ukraine 

 South-Eastern Europe - Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus, 

FYR Macedonia, Greece, Montenegro, Romania, Serbia, Slovenia, and Turkey 

 Caucasus - Armenia and Georgia  
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Overall, among students in the 25 European countries, 22.0% of boys and 17.8% of girls 

smoked cigarettes. Boys were significantly more likely than girls to currently smoke 

cigarettes in 7 of the 25 countries; girls were significantly more likely than boys to currently 

smoke cigarettes in Bulgaria; there was no difference by gender in the 17 other countries.  

For boys and girls, current cigarette use was greater than 20% in all Baltic, Central (except 

Poland for boys and girls), and Eastern European countries (except Moldova for girls).  

 

Fig. 4 presents / shows current cigarette smoking in particular countries by gender. For boys, 

it was highest in Georgia (35.5%) and lowest in Montenegro (6.0%); for girls current smoking 

was highest in Bulgaria (39.4%) and lowest in Armenia (0.9%).  
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Fig. 4. Prevalence of cigarette smoking by gender. GYTS survey (Baska,T. 2009) 

Fig. 4. presents / shows current cigarette smoking in particular countries by gender. For boys, 

it was highest in Georgia (35.5%) and lowest in Montenegro (6.0%); for girls current smoking 

was highest in Bulgaria (39.4%) and lowest in Armenia (0.9%).  

Comparison of cigarette smoking prevalence in particular countries is presented in Fig 5a-5d.  
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 Baltic Region 

Among countries of this region the same highest prevalence of smoking among boys was 

observed in: Latvia and in Lithuania – 33.8% and only slightly lower in Estonia (29.8%). 

Among girls – prevalence of smoking was almost on the same level: from 25.9% -  

in Lithuania to 27.8% - in Latvia. 
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Fig 5a. Baltic Region: prevalence of cigarette smoking by gender. GYTS survey (Baska,T. 2009) 

 

 Central Europe 

The highest prevalence of smoking among boys and girls was in the Czech Republic - 

34.0% and 35.1%; in Hungary the prevalence of smoking also was on the same level 

among boys (26.7%) and among girls (26.8 %); the lowest level was observed in Poland 

for both genders: 19.6% (boys) and 17.1% (girls); 
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Fig. 5b. Central Europe: prevalence of cigarette smoking by gender. GYTS survey (Baska,T. 2009) 

 

 Eastern Europe 

Among four countries of this region where the study was carried out, the highest 

prevalence of smoking among boys was observed in Belarus (31.2%) – and the lowest  
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in Moldova (23.0%); among girls the highest level was in the Russian Federation (23.9%) 

– and the lowest in Moldova (6.0%); then, in Moldova prevalence of smoking among boys 

was four times higher than among girls. 
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Fig. 5c. Eastern Europe: prevalence of cigarette smoking by gender. GYTS survey (Baska,T. 2009) 

 

 South-Eastern Europe 

 Among 14 countries the highest percentage of smoking boys was identified in Georgia 

(35.5%), and then in Bulgaria (26.0%), Slovenia (21.4%) and Croatia (19.9%). The lowest 

number of smoking boys was in Montenegro (6.0%), Macedonia (8.5%), Turkey (9.4%) 

and Armenia (10.3%). The greatest number of smoking girls was in Bulgaria (39.4%),  

and the smallest in Armenia (0.9%). In general, among both genders – the smallest 

number of smokers was in Montenegro and Macedonia. Among the results also  

the number proportions of smoking girls and boys draw attention i.e.: in Georgia  

the number of smoking boys exceeds the number of smoking girls significantly (about 

three times); in Bulgaria – an opposite tendency was observed i.e. there were about 1/3 

more smoking girls than boys. 

 

 Caucasus  

 In two countries of the region – in Armenia and Georgia prevalence of smoking among 

adolescents differed significantly both among girls and boys. In Georgia almost three 

times more boys smoked (35.5%) than in Armenia (10.3%); also among girls a greater 

percentage of smoking girls was observed in Georgia (12.9 %) than in Armenia (0.9%). 

(Fig. 5d) 
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Fig. 5d.  South Eastern Europe: prevalence of cigarette smoking by gender. GYTS (Baska,T. 2009) 

 

When it comes to the countries participating in the euFAQT Project, the highest frequency  

of current smokers was observed among boys in Slovakia – 28.1% and girls in Bulgaria – 

39.4% (Fig. 6). 
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Fig. 6. Global Youth Tobacco Survey. 2002-2005. Percent of current smokers age 13-15. euFAQT 

countries and cooperating Cyprus, Czech Republic and Turkey. Baska et al. 

 

 

The smallest percentage of current smokers was observed among teenagers in Greece: 11.3% 

(boys) and 9.0% (girls). Gender differences among current smokers were observed  

in Romania – 21.5% boys versus 14.3% girls. It was also observed that the prevalence  

of smoking among girls is on the increase e.g. in Bulgaria, where there are many more 

smoking girls (39.4%) than boys (26.0%). In Hungary the prevalence of current smoking boys 
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and girls was on the same level, i.e. 26.7% (6). 

 

When it comes to the three countries cooperating in the euFAQT Project, i.e. Cyprus,  

the Czech Republic and Turkey – the same highest prevalence of smoking in both genders 

was in the Czech Republic. In the remaining two countries the prevalence of smoking was  

at a significantly lower level: in Cyprus 12.3 % (boys) and 8.2 % (girls); in Turkey 9.4% 

(boys) and 3.5% (girls). It is also necessary to notice, that the final result of euFAQT Project 

is to be the popularisation among various environments and organisations, decision-makers 

and policy-makers in order to encourage other European countries – including especially  

the other Mediterranean countries not taking part in the Project – to undertake actions aiming 

at reducing smoking and quitting smoking. 

 

It seems interesting to compare of data on the prevalence of smoking from 2003 and 2005  

in 4 Central Europe countries: the Czech Republic, Hungary, Poland and Slovakia (7)(6). For 

the Czech Republic and Slovakia it is possible to compare it against data from 2007 (8) (9). 

 

Total prevalence of smoking (cigarettes) among adolescents was as follows: 

 Hungary:               33.5% (2003) -  26.7% (2005) 

 Poland:                  23.3% (2003) -  18.4% (2005) 

 Slovakia:      24.3% (2003) -  26.2% (2005) – 26.4% (2007) 

 the Czech Republic:   34.9% (2003)  -  34.5% (2005) – 31.1% (2007) 

 

Comparing data from 2003 and 2005 on Hungary and Poland reduction of the prevalence  

of smoking among adolescents aged 13-15 was observed. With respect to the remaining two 

countries – Slovakia and the Czech Republic, basically, the percentage of smoking 

adolescents slightly decreased between 2003 and 2005 in Slovakia and then it remained 

stable. In the Czech Republic in2007 it reduced compared with the previous years. 

 

To sum up, the study results delivered by GYTS show that the prevention and control  

of youth cigarette smoking in the European countries face many serious challenges: 

 show disappearance of traditional gender differences, particularly on account of increased 

prevalence of tobacco use among girls 
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 the level of smoking among girls was higher than for adult females in 13 of the 25 

countries, especially in the Baltic, Central, and Eastern regions 

 findings can also be put into context with the descriptive model for cigarette smoking 

epidemic developed by Lopez et al. { Lopez…1994]. According to this model, most of the 

surveyed 25 European countries currently fall into its third or even second stage 

characterized by distinct predominance of men smoking and gradual growth of women 

smoking 

 

The comprehensiveness o GYTS studies means that we receive not only data on the 

prevalence of smoking and age of smoking initiation but also other factors influencing 

tobacco use such as: susceptibility to smoke among never smokers which turned out to be  

a strong predictor of smoking initiation. Moreover, the following issues were studied: 

exposure among adolescents to SHS at home and in public places; offering "free" tobacco by 

tobacco company representatives; teaching in class about the health implications of smoking; 

teaching in class about the danger of smoking; discussion in class - why people their  

age smoke. 

 

In literature of many researchers it is underlined that exposure to SHS can influence  

the behaviour of young people in terms of smoking initiation (10)(11)(12).  

 

From the GYTS data, exposure to SHS at home was greater than 70% in all countries, except 

Latvia, Lithuania, the Czech Republic, Moldova, and Slovenia. Exposure in public places was 

greater than 70% in all countries; and parental smoking was greater than 45% in every 

country. These findings suggest that acceptance of smoking is high throughout these  

25 European countries, especially in the South Western region where levels of smoking  

at home exceed levels in public places.  

 

Exposure to SHS at home and in public has similar biological, psychological, and social 

effects on the community; however, very different enforcement challenges. Exposure outside 

the home can be effectively controlled by restrictive legislation, particularly the enforcement 

of smoking bans in public places. On the other hand, exposure to SHS at home can only  

be affected by the denormalization of tobacco use, through increasing the level of knowledge 

of the adverse effects of smoking and development of a social environment not tolerating 
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smoking around non-smokers. (The issue of SHS has been discussed in the Introduction, 

together with data from the newest sources, including WHO Reports, discussing the issue in 

many dimensions; in the context of health, smoking initiation among teenagers as well as 

from current recommendations - with indication for implementation in all the countries). 

 

As the number of countries that have imposed bans on direct advertising has increased,  

the tobacco industry has increased "indirect advertising" methods such as: sponsoring sport 

events, putting their logos on promotional items, brand stretching, giving away free samples 

at events where young people concentrate, and sponsoring entertainment events (4).  

 

GYTS data show also that between 10 and 30% of students in all 25 European countries had 

an object with a tobacco company logo on it and between 5 and 20% had been offered "free" 

cigarettes by a tobacco company representative. It should be stressed that countries that have 

ratified the WHO FCTC are required to "undertake a comprehensive ban on tobacco 

advertising, promotion and sponsorship within five years of ratification." Additionally, based 

on the GYTS data, despite of legislative restrictions of such forms of sales promotion  

of tobacco products in the most of European countries, a significant proportion of students 

reported these. Such discrepancy indicates that tobacco control legislation without proper 

enforcement, even looking progressive, has only limited effect on indirect tobacco 

advertisement. 

 

The studies show that: less than 10% in Georgia but over 60% in the Eastern European 

countries admit having been taught about the dangers of tobacco use. While teaching levels  

of greater than 60% are positive for tobacco control, it is important that in each country  

the Ministry of Health and the Ministry of Education work together in order to meet  

the objectives of Article 12 of the WHO FCTC on education, communication, training  

and public awareness (4) .  

 

The authors of GYTS data [Baska, 25 countries] quote the results of the studies review  

on the effect of school-based tobacco prevention programmes. It has shown that educational 

programmes will be most successful if they occur after other tobacco control policies  

are in place, such as, tax and price policies aimed at reducing tobacco consumption, 100% 
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smoke free environments in all public places and workplaces, and a comprehensive ban on all 

tobacco advertising, promotion and sponsorship (13). 

 

The high level of smoking among girls suggests the need for tobacco control programmes that 

target girls specifically. Although recent data show a substantial decline in smoking among 

young women in the United States and Scandinavian countries, our results indicate a rather 

different picture in other parts of Europe. External validity of this finding is supported  

by another study reporting consistently with GYTS remarkable increased rate of tobacco use 

among adolescent girls (14).  

 

For many years now, transnational tobacco companies have continued to identify women  

and girls as a major untapped market (15).  

 

Studies have contributed to identifying the similarities and differences in tobacco use among 

boys and girls aged 13–15 years across countries in different regions – and especially  

in European countries. Although the reasons for the differences are not known, when 

explaining the reasons the following aspects should be taken into account: differences  

in youth culture, different level of tobacco control policy implementation. Undoubtedly,  

it is significant that in all these countries policy makers are encouraged to implement cost-

effective strategies for tobacco control. Among adolescents, most effects are obtained  

by increasing taxes and prices, restricting advertising, sponsoring education media campaigns 

and also prevention and cessation programmes, subsidising treatment and others. But equally 

important is – in countries with a declining or stabilising daily smoking trend among 

adolescents – remaining alert. In those countries policy makers should face the challenge  

to keep the smoking prevalence declining or at least stable. This can be achieved  

by developing initiatives that are innovative and suitable for both boys and girls. 

 

It should be stressed that all these findings regarding tobacco smoking among adolescents 

suggest that in the European countries, interventions shown to decrease tobacco use among 

youth (including increasing excise taxes, media campaigns, school programmes  

in conjunction with community interventions, and community interventions that decrease 

minors‘ access to tobacco) must be broad-based and have components directed toward 

prevention and cessation. If effective programmes are not developed and implemented soon 
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throughout European countries, future morbidity, and mortality attributed to tobacco will 

surely increase. These countries need to develop and implement comprehensive tobacco 

prevention and control programmes that include public education campaigns, cessation-

assistance programmes, enforcement of existing tobacco restrictions, and related policy 

efforts to support tobacco control programmes. 

 

Thanks to the use of GYTS methodology it is possible to compare results from 25 European 

countries (6) with data from other regions of the world and between countries on tobacco 

smoking among adolescents (16).  

 

As mentioned before, GYTS uses a standardized methodology for constructing sampling 

frames, selecting schools and classes, preparing questionnaires, conducting field procedures, 

and processing data. GYTS standard sampling methodology uses a two-stage cluster sample 

design that produces samples of students in grades associated with students aged 13–15 years. 

Each sampling frame includes all schools (usually public and private) in a geographically 

defined area containing any of the identified grades.  

 

The survey includes questions on tobacco use, knowledge and attitudes regarding tobacco, 

second-hand smoke (SHS) exposure, pro- and anti-tobacco media and advertising exposure, 

desire for cessation, access and availability to obtain tobacco products, and having been 

taught in school about the harmful effects of tobacco use. 

 

This report includes GYTS data collected during 2000–2007 from 140 World Health 

Organization (WHO) member states, six territories (American Samoa, British Virgin Islands, 

Guam, Montserrat, Puerto Rico, and the U.S. Virgin Islands), two geographic regions (Gaza 

Strip and West Bank), one United Nations administered province (Kosovo), one special 

administrative region (Macau), and one Commonwealth (Northern Mariana Islands). The list 

of countries by region taking part in the research may be found on the website; the research 

excluded Australia and Canada (16).  

 

When presenting GYTS participant countries a date has been taken into account - the year  

the data comes from; just as it has already been mentioned the GYTS studies are carried out  

in various countries but not at the same time and it should be remembered when analysing  



 

 
 

47 

 

the data. (16). Among 140 countries - 9.5% of students currently smoked cigarettes. The rate 

was highest in European Region (EUR) - 19.2% and lowest in East Mediterranean Region - 

4.9%. (Fig. 7).  
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Fig. 7:  Prevalence of tobacco use, by sex, WHO region. Global Youth Tobacco Survey, 2000-2007 

(Global Youth Tobacco Surveillance, 200-2007. Morbidity and Mortality Weekly Report, January 25, 

2008, vol. 57) 

 

In this study the European Region covered not only countries taking part in the previously 

discussed studies (6) but also: Kosovo, Kazakhstan, Kyrgyzstan and Tajikistan - 30 European 

countries in all. In general, in the European Region countries the prevalence of smoking was 

higher in boys (21.0%) than in girls (17.4%). 

 

When comparing the Regions it may be concluded that the prevalence of smoking is higher 

among boys in all regions apart from the American. The prevalence of tobacco use in the 

U.S.A. (2004), where current total percentage of smoking adolescents was: 13.0 %; among 

boys – 12.1% and was only slightly higher than among girl-smokers – 13.9%. 

 

Bearing in mind the goals of this study also prevalence of tobacco use /percentage  

of currently smoked cigarettes by sex, and WHO European Region countries is presented. 

(Fig. 8)   
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Basically, the majority of European countries has already been characterised in the previously 

discussed studies (6). Additionally, based on the data from the 2000-2007 report it is possible 

to describe prevalence of smoking in such countries as: Kosovo, Kazakhstan, Kyrgyzstan and 

Tajikistan (16). 
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Fig. 8. Prevalence of tobacco use, by sex and WHO European region countries. Global Youth 

Tobacco Survey, 2000-2007 (Global Youth Tobacco Surveillance, 200-2007. Morbidity and 

Mortality Weekly Report, January 25, 2008, vol. 57). 

 

Data from these four countries are from 2004; the lowest prevalence of smoking was observed 

in Tajikistan – 1.5% among boys and 0.5 % among girls – and it was the lowest one among 
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the WHO European Region countries. In the remaining three countries the lowest was  

in Kosovo (6.7%), with boys – 7.9% and girls 5.6%; in Kazakhstan 9.4 % smoking 

adolescents were identified - and gender difference were as follows: 12.7% of smoking boys 

and two times fewer smoking girls (6.6%). In Kyrgyzstan the total level of smoking 

adolescents was 5.5%, but among boys – 7.6% and among girls – 4.2%. 

 

If we consider other factors influencing tobacco use, it has been concluded that among 

students who never smoked cigarettes, 19.1% indicated they were susceptible to initiate 

smoking during the next year. The rate was the highest in EUR (29.8%) and lowest  

in Western Pacific Region (13.4%).  

 

Studies confirm that the susceptibility and has been shown to be a strong predictor of smoking 

initiation among adolescents. (Susceptibility index was developed by Pierce et al. (17). 

Moreover, youth defined as susceptible have been found to be two to four times more likely 

to initiate smoking than non-susceptible youth (17)(18).  

 

Other data on remaining factors influencing tobacco use in various regions and countries are 

as follows: 

 

Exposure to Second-hand Smoke 

Overall, approximately four in 10 students (42.5%) were exposed to smoke in their home 

during the week preceding the survey. Among the six regions, exposure to SHS at home was 

the highest in the European Region (77.8%). In the US (2004) – the exposure was almost two 

times lower (41.1%). Approximately half (55.1%) of all adolescents were exposed to SHS  

in public places during the week preceding the survey. Exposure to SHS in public places was 

highest in the European Region (86.1%). 

 

Indirect Pro-Tobacco Advertising 

More than three quarters (78.3%) of students in all regions thought smoking should be banned 

in all public places Overall, 14.9% of students owned an object with a cigarette brand logo  

on it. The rate was the highest in the Africa Region and the European Region (18.0% and 

17.8%, respectively). Overall, one in 10 students (10.0%) had been offered free cigarettes  

by a tobacco company representative. The rate was the highest in the Africa Region (12.2%). 
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Cessation 

Overall, 68.7% of students who currently smoke cigarettes reported that they desired to stop 

smoking. The rate was highest in Pacific Region (80.7%); in the European Region it was 

62.5%. In 2004 in the US, the percentage of students who currently smoke cigarettes and 

reported that they desired to stop smoking was 51.5%. 

 

Access and Availability 

Overall, five in 10 (46.7%) students who currently smoke cigarettes usually purchased their 

cigarettes in stores. The rate was the highest in the European Region (61.7%) but in 2004  

in the US – 51.1%.  

 

School Curriculum 

Overall, more than half of the students (57.6%) reported having been taught in school about 

the dangers of tobacco during the preceding school year; in the European Region – 63.8%.  

In the US (2004) – 57.1% of adolescents reported about it. 

 

The Authors of the GYTS Report (2002-2007) summarise the results as follows: 

 The GYTS study uses a standardized methodology considering studies carried out  

in particular countries in the years 2000 – 2007. They provide information on the general 

picture of smoking problems among adolescents aged 13-15 all over the world. 

 Overall, 9.5% of students currently smoked cigarettes. The rate was the highest in EUR 

(19.2%) Current cigarette smoking was >30% in Bulgaria, Chile (Santiago), Colombia 

(Bogota), Cook Islands, the Czech Republic, East Timor, Latvia, and Papua New Guinea. 

 The proportion of never smokers susceptible to initiating smoking is similar among boys 

and girls in majority of places / sites / countries / regions (except West Pacific Region). 

 Among adolescents currently using tobacco products other than cigarettes (e.g., pipes, 

water pipes, smokeless tobacco, and bidis), >30% was in Latvia, Lebanon, Micronesia, 

and the Northern Mariana Islands. Boys were significantly more likely than girls to use 

other tobacco products overall. 

 Commonly no difference was observed in smoking prevalence between boys and girls; 

boys had higher rates than girls in 1/3 sites/ countries, and girls had higher rates than boys 

in 5 sites. Findings suggest that cigarette smoking is high among girls compared with rates 

observed among adult females in other studies. 
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 For decades the tobacco industry has targeted females and continues to expand this 

market. The tobacco industry targets women through advertisements showing smoking 

associated with independence, stylishness, weight control, sophistication, and power. 

 Although smoking rates among adult females might be low compared with adult males, 

millions of women smoke. This might be contributing to a change in cultural traditions 

and social influences, making smoking among women and young girls more acceptable. 

 The findings in this report also indicate that efforts are needed to reduce the impact of the 

factors that have the most influence on tobacco use among adolescents - exposure to SHS 

in public places and offering free cigarettes by a tobacco company representative, stop to 

banning smoking in public places, as well as possibility to buy cigarettes by adolescents. 

 Learning about the harmful effects of smoking in school during the year preceding the 

survey was reported by about 60.0% of the surveyed. 

 Countries that have ratified WHO FCTC are required to enact comprehensive legislation 

to restrict advertising, require a higher standard of health warnings on product packaging, 

and reduce SHS exposure by prohibiting smoking in public places, rise tobacco taxes to 

increase prices, reduce cigarette smuggling, and diversify agriculture away from tobacco. 

 Strategies for reducing and controlling tobacco use include: development, 

implementation, and enforcing of comprehensive tobacco control programmes to improve 

the health of the population by encouraging smokers to quit, eliminating exposure to SHS, 

and discouraging non-smokers from initiating tobacco use. 

 Comprehensive tobacco-control programmes generally include public education 

campaigns to counteract tobacco advertising, community-based programmes to reduce 

tobacco use, cessation assistance programmes, school-based programmes, enforcement  

of existing tobacco restrictions, monitoring and evaluation of the control program, and 

related policy efforts to support the program (e.g. increased excise taxes, chronic disease 

programmes targeting tobacco-related health problems, and environmental tobacco smoke 

restrictions). 

As many documents, publications and reports show, effective tobacco control efforts targeting 

adolescents are not taken in all countries. Undoubtedly it is important that all countries' policy 

makers were encouraged to implement cost-effective strategies for reduction of tobacco use 

among adolescents by prevention and cessation programmes and other activities. 
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Nevertheless, the synergy between countries in passing tobacco-control laws, regulations and 

decrees is necessary (19)(3)(20)(21)(22)(23).  
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1.2 USA, Canada and Australia 

 

These countries require to be discussed separately mainly due to the fact that they have 

achieved considerable success in reducing smoking among younger and older adolescents as 

well as among adults. These countries introduced early on tobacco control policies and 

strategies including: increased taxation, mass media campaigns, promotion of quit-lines, 

reducing opportunities to smoke through public smoking bans and reducing the attractiveness, 

promotion and availability of cigarettes.  

 

Reduction of tobacco smoking in these countries is mainly connected with the implementation 

of recommendation - suggested byWHO and national authorities (institutions) - which turned 

out to be the most successful in tobacco use prevention. These recommendations caused: 

reduction in the number of smoking adolescents and their exposure to second-hand smoke 

(SHS) in public places. This is the reason why this part of the study contains selected 

examples of research, valuable from the point of view of this study goal, which indicates the 

aspect of successfulness of some enterprises. 

 

The possibility to compare study results is sometimes limited because different methodologies 

are used or a study is not representative for a particular country or group age etc. This is also 

the reason why data between countries may not be comparable. However, we are able to 

compare using international surveys, such as: Health Behaviour in School-aged Children 

(HBSC) or Global Youth Tobacco Survey (GYTS). 

 

Studies of US adolescent tobacco smoking have been conducted within the Youth Risk 

Behaviour Survey (YRBS) that compliments the US Health Behaviour  

in School-aged Children aged 13-15 (HBSC) – which is a part of international studies 

including over 40, mainly European, countries. 

 

Other studies on American adolescents aged 13-15 were conducted within the frame  

of the Global Youth Tobacco Survey. Countries can use GYTS data to enhance their capacity  

to monitor tobacco use among youth; guide development, implementation, and evaluation  
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of their national tobacco prevention and control program; and allow comparison of tobacco-

related data at the national, regional, and global levels. 

 

As it has been described earlier, within the GYTS study (2000-2007) the prevalence  

of currently smoking adolescents in the US (2004), was 13.0%; among boys - 12.1% and  

it was only slightly lower than among girl smokers – 13.9%. (Fig.7). It was also slightly lower 

compared with prevalence of smoking for Region of the Americas (14.3%) both for boys 

(13.5%) and girls (15.0%). When it comes to comparison to the whole European Region 

(19.2%) the prevalence of smoking among the US adolescents was significantly lower both in 

relation to the total of the studied and in relation to gender. In general, there were fewer 

adolescent smokers in the US than in 18 of 29 countries of the European Region, i.e.  

in Albania, Armenia, Bosnia and Herzegovina, Cyprus, Greece, Kazakhstan, Kosovo, 

Kyrgyzstan, Macedonia, Montenegro, Serbia, Tajikistan, and Turkey (16).  

 

In a report from other national studies called National Youth Tobacco Survey (NYTS) carried 

out in 2000 it was concluded that current tobacco use ranges from 15.1% among middle 

school students to 34.5% among high school students. The report summarises data from 

national surveys and state surveys. So, data surveys are used by health and education officials 

to improve national and state programmes to prevent and control youth tobacco use. Several 

states use the data in presentation to their state legislators to demonstrate the need for smoking 

cessation and prevention programs for youth (24). 

 

Another National Youth Tobacco Survey (NYTS) carried out in 2004 among middle and high 

school students showed, that 15.9 % of boys and 15.3% of girls reported being current 

smokers (25). This data indicate a drop in the prevalence of smoking among high school 

children. 

 

The US Centres for Disease Control and Prevention, analyses data from the national Youth 

Risk Behaviour Survey (YRBS every 2 years to evaluate trends in cigarette use among high 

school adolescents in the United States. The main goal of CDC activities is to prevent 

children from smoking or to delay the onset of smoking in order to increase the chance that 

children will not become addicted or, at the very least, to reduce the number of years  
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of exposure to cigarette smoke. The results of CDC‘s 2010 analysis of YRBS data from 1991 

– 2009 showed that:  

 The percentage of students who ever smoked cigarettes did not change from 1991 (70.1%) 

to 1999 (70.4%), declined to 58.4% in 2003, and then declined more gradually to 46.3% 

in 2009 

 The percentage of students who reported current cigarette use increased from 27.5%  

in 1991 to 36.4% in 1997, declined to 21.9% in 2003, and declined more gradually  

to 19.5% in 2009 

 The percentage of students who reported current frequent cigarette use increased from 

12.7% in 1991 to 16.8% in 1999, declined to 9.7% in 2003, and then declined more 

gradually to 7.3% in 2009 (26) 

 

The findings in this report show that for three measures of cigarette use (ever smoked 

cigarettes, current cigarette use, and current frequent cigarette use), rates among high school 

students began to decline in the late 1990s, but the rate of decline slowed during 2003–2009. 

These trends are consistent with trends for 30-day and daily cigarette use report from 

monitoring the Future survey (an ongoing national study of behaviours, attitudes,  

and values of 13-, 15-, and 17 – year old  students), which also showed a decline starting  

in the late 1990s which is though becoming more gradual more recently (27). 

use among high school 

students to ≤16% has not been met. It should also be pointed out that within the frame of 

"Healthy People: understanding and improving health" strategy developed by the US 

Department of Heath and Human Services The following goals regarding tobacco smoking 

reduction among children and adolescents in the US were developed; they were to be met  

by 2010: 

 HP 2010 Objective 27-2: Reduce tobacco use by adolescents 

 HP 2010 Objective 27-3: (developmental) Reduce the initiation of tobacco use among     

      children and adolescents 

 HP 2010 Objective 27-4: Increase the average age of first use of tobacco products by    

      adolescent and young adults [www.health.gov./healthypeople] 
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The findings in this report also show that since 2003 the rate of decline in current cigarette use 

slowed or levelled off for all racial/ethnic and sex subgroups except black female students,  

for which no slowing or levelling off occurred in the rate of decline after 1999. Cigarette 

smoking rates reflect complex and interrelated individual, social, and environmental factors 

(28) (29). 

 

More detailed research is needed to explain why current cigarette use during 2003–2009 

declined more slowly among some racial/ethnic and sex subgroups of high school students but 

remained stable among others. The impact of tobacco advertising and promotion activities  

on youth smoking initiation has been documented previously (30).  

 

The increase in current cigarette use among high school students during the early to mid-

1990s observed in this and other surveys might have resulted from expanded tobacco 

company promotional efforts, including discounted prices on cigarette brands most often 

smoked by adolescents, depictions of tobacco use in movies, distribution of nontobacco 

products with company symbols (e.g. hats and T-shirts), and sponsorship of music concerts 

and other youth-focused events (29). 

 

 

The findings in this report are subject to the following limitation: these data apply only to 

youths who attend school and, therefore, are not representative of all persons in this age 

group. Nationwide, in 2007, of persons aged 16–17 years, approximately 4% were not 

enrolled in a high school program and had not completed high school (31).  

 

It should be stressed that Tobacco Control Act - The Family Smoking Prevention  

and Tobacco Control Act enacted in 2009, provides new opportunities for broad scale 

reductions in tobacco use. (34) This statute gives the Food and Drug Administration (FDA) 
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additional authority to regulate the tobacco industry. The Act imposes specific marketing, 

labelling, and advertising requirements, and establishes restrictions on youth access and 

promotional practices that are particularly attractive to youth. The provisions of the Act offer 

opportunities for FDA to work as a partner in tobacco prevention and control (e.g. thorough 

collaboration with CDC and other federal and state agencies (33). As suggested by the 

Institute of Medicine, the regulation of tobacco products is an important component of a 

comprehensive national strategy that will complement and strengthen  

the impact of traditional, evidence-based interventions (28). 

 

Below studies will be discussed that used primary data from the 2001 to 2002 US Health 

Behaviour in School-Aged Children (HBSC) - nationally representative survey, a cross-

sectional and school-based survey designed to assess the prevalence of health behaviours  

and social context influences on young people‘s well-being (35). The target population for the 

U.S. HBSC survey was students aged 11-15 (grades 6 – 10). 

 

This study examines the prevalence of youth cigarette smoking in relation to state level youth 

access and clean indoor air laws, i.e. it has been evaluated whether the prevalence of high 

school students smoking daily, living in states with strict regulations differs from those living 

in states with no or minimal restrictions. 

 

Individual sociodemographic characteristics were considered including: gender 

(male/female), grade level (high school/middle school), parent education, family affluence 

(using FAS scale), and also race/ethnicity. Results showed that the majority of the sample 

(85%) never smoked, 10% had experimented, and 5% reported daily smoking. The proportion 

of experimenters and daily smokers increased as the school grade increased and was higher 

among boys than girls for both daily smoking (6% vs. 4%) and experimental smoking (11% 

vs. 9%).  

 

Children whose parents had less than a high school education were more likely to be daily and 

experimental smokers (13% and 15% respectively) when compared with children whose 

parents were college graduates (4% and 8%). The proportion of daily smoking was higher 
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among youth from low-affluence families compared with those from high-affluence families 

(7% and 4%). 

 

Authors of these studies conclude that the findings demonstrate that high school students 

living in states with less strict laws governing youth access and clean indoor air laws are more 

likely to be daily or experimental smokers than those who live in states with strict policies, 

after adjusting for sociodemographic variables and cigarette price. These findings support  

the role of contextual factors on adolescent smoking discussed how macro level policies affect 

cigarette smoking behaviour directly and indirectly (36). 

 

This study presented evidence that indirect policies, such as the clean indoor air laws, may 

deter daily smoking among youth. According to the authors these findings could inform 

tobacco control advocates in promoting effective legislation to deter cigarette smoking among 

youth. Given the political, economic, and social costs associated with the maintenance  

of legislation, more emphasis is needed on enforcing tobacco control policies that are 

effective and on evaluating and identifying those that are not. This paper provides a better 

understanding of the effectiveness of state-level youth access and clean indoor air laws  

on the prevalence of cigarette smoking among school-aged children. 

 

Consecutive studies - the US Youth Risk Behaviour Survey (YRBS) are representative for the 

whole country and for particular age. Moreover, they complement the US HBSC.  

[ www.euro.who.int/datapublications/Pulications/catalogue/20080616_1] 

 

Comparison of YRBS data form the years 2005 – 2006 shows that the proportion of US 

students who smoke at the age of 11 (2%) is a little above the average compared to students  

in other HBSC countries (1%). However, as they get older, the rate of adoption of smoking  

in US students is lower, so by the age of 15 fewer US students smoke (8%) than students  

in any other HBSC country (average = 19%).  

 

The Institute of Medicine and the CDC have implemented state-based, comprehensive 

tobacco control programmes that support cessation and need to be implemented at CDC-

recommended funding levels to lower tobacco use among youth and adults. Current best 

http://www.euro.who.int/datapublications/Pulications/catalogue/20080616_1
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practices recommended that, to prevent youth from starting to smoke, states establish and 

sustain comprehensive tobacco control programmes that increase excise taxes, promote 

smoke-free air policies, and conduct media campaigns in conjunction with other community - 

based interventions, such as tobacco-use prevention programmes in schools that include 

school policy and education components (32). 

 

 

Canada 

The Health Behaviour in School-aged Children survey (HBSC) is an international study with 

European and North American countries taking part in it, including Canada. The presented 

results regarding smoking among Canadian teenagers aged 13-15 are based on data from 

HBSC study from the years from 1990 to 2002; they refer to daily smoking prevalence among 

adolescents in a selected age group, i.e. 14-15 years of age, coming from countries that took 

part in 4 survey periods: 1989–1990, 1993–1994, 1997–1998, and 2001–2002, namely 

European countries - Austria, Belgium, Finland, Hungary, Latvia, Norway, Poland, Sweden, 

Switzerland, the UK and Canada (1). (The prevalence of daily smoking among adolescents is 

presented in Fig.1).  

 

The study showed differences in the prevalence of smoking by gender and also by countries. 

It was found that in 2002 daily smoking prevalence among Canadian adolescents was: 10.5% 

for boys and 9.0% for girls (the lowest one was among girls from Poland 8.9%). Comparison 

of data on daily smoking prevalence among boys in four studies showed that in Canada there 

was an initial increase in 1994 (15.0%) and 1998 (16.1%) and then - a significant decrease in 

the period from 2001 to 2002 (10.5%). Canada was qualified to a group  

of countries with the lowest daily smoking prevalence in 2002 – including Belgium, the UK, 

Eastern European countries (Poland and Latvia) and Sweden but it is worth noticing that 

Canada is the only country in this study where girls have a significantly lower smoking 

prevalence in 2002 (9.0%) compared with 1990 (13.2%). 

 

Over the entire 16-year period, Canadians of both sexes either decreased their level  

of consumption or stopped smoking. However, different patterns of smoking practices have 

emerged throughout time: most of the overall decline happened after 1991, and the prevalence 
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of smoking among young Canadians did not change significantly when comparing 1985  

to 1994/95, but from 1994/95 to 2001, only a small decline was observed (37). 

 

It was proven that tobacco school policy may impact on the reduction of smoking among 

adolescents. Studies which took into account this influence were conducted among older 

adolescents aged 15-19 (grades 10-11) from different parts of Canada selected for pragmatic 

reasons since they had established infrastructure in place to conduct data collection, had 

central survey research centres (Health Canada 2004). It was found that 20.5% boys and 

23.5% girls smoked cigarettes within the last 30 days. One part of study results considered 

school policy; it was found that it varied across schools and 7 schools had no school written 

policy. The following interpretation seems interesting: in schools with stronger tobacco 

policies that restrict the location of use, smokers perceived this factor as the one facilitating 

less frequent smoking as a result of - but not necessarily as a factor reducing the number  

of adolescents using tobacco. This may suggest that policies have impacted the frequency  

of smoking that takes place during the school day (38). It seems easier to change the school 

processes in order to implement school tobacco Policy, which will turn out successful in 

limiting smoking at the school premises than to change individual and family factors 

influencing adolescents smoking behaviour. Naturally, a combination of all the factors will be 

the most effective and using them in a particular sequence, while some of them make way for 

others. 

 

Comparative studies on the prevalence of smoking were conducted within the frame of ―Three 

Canadian Community Health Surveys (CCHS: Cycle 1.1,2000/01; Cycle 2.1, 2002/03; Cycle 

3.1, 2004/05) (39). 

 

Overall, an estimated 5.9 million people, or 22% of the population aged 12 and older, were 

smokers last year, down slightly from 23% in 2003 and 26% in 2000/2001. The prevalence  

of smoking has declined among both men and women, and across all age groups. 

 

It is interesting to observe detailed comparisons of the prevalence of smoking not only 

between particular years of studies but also among age groups taking into account age and 

gender. The prevalence of smoking for the group age of 12-17 is presented below: 
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Year of the study: 2000/01  2003  2005      

Both sexes:   13.8%   10.2%  8.1% 

Boys:   12.5%    9.6%  7.2% 

Girls:   15.2%   10.8%  9.0%  

 

The sharpest decline was among young people aged 12 to 17, among whom it fell from 14% 

in 2000/2001 to 10% in 2003, and to 8% in 2005. The youth smoking rate has declined 

because increasing numbers of young people never start to smoke. In 2000/2001, 73%  

of youth reported that they had never smoked cigarettes. By 2005, the proportion had 

hit 82%.This finding is particularly relevant, because smokers generally start smoking before 

they are 18, and it is relatively rare for adults to take up smoking. As a result, there may be 

further declines in smoking rates among older age groups as today's youth move into 

adulthood. Smoking rates were still highest among both men and women in the age 

group 18 to 34, although they have fallen. One-third (33%) of men and 26% of women in this 

age group were current smokers last year (39). In a publication by other researchers based  

on the data from Three Canadian Community Health Surveys (CCHS: Cycle 1.1,2000/01; 

Cycle 2.1, 2002/03; Cycle 3.1, 2004/05) it was shown that the prevalence of smoking was 

higher in rural areas in all age groups: 12-19; 20-39, 40-59 and 60 and more – than in urban 

areas. The authors of the quoted publication suggest one of the possible interpretations  

of those results, namely that the differences may be associated with the fewer smoking 

restrictions in rural areas (40). 

 

At the same time, studies from the European countries bring other results in respect  

to smoking prevalence in urban areas. It has been suggested that life in urban areas is more 

stressful than in rural areas, and this explains the higher smoking rate in urban areas.(40). 

Consequently, the reply to the question: "how many other stressful events (e.g. stress at work 

or home) might contribute to the urban/rural smoking difference" – is unknown and should 

remain a subject of following research. The study results have also been referred to the family 

education level and income level. It has been concluded that the relation between  

the prevalence of smoking and the level of education and income of a family was inversely 

proportional. 
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Summing up the above results it may be concluded that the smoking prevalence tends to: 

 increase with the increasing rurality of residence 

 be inversely proportional to education level 

 be inversely proportional household income 

 tobacco smokers in urban areas were those who reported the highest education  

and household income 

 

Definitely, these findings illustrate that smoking prevalence should not be examined  

in isolation from other factors influencing it, such as: income and education level but also 

rural/urban areas of residence, and many others. 

 

The authors of the discussed study conclude that „one of the greatest hurdles to measuring 

smoking prevalence is that it is always changing and there is always a portion of the 

population that is in some stage of transition….”, and then - “every person in every age 

group, sex, province, territory or region quits, starts, refuses to start or switches between 

daily and occasional smoking status for one reason or another, and will continue re-assessing 

or changing their behaviour over time‟ (37). 

 

As the study carried out in Canada shows - overall, cigarette consumption has been on the 

decline in Canada for the past 20 years, decreasing from 33.0% in 1987 to 19.0% in 2007. 

Results from the 2007 Canadian Tobacco Use Monitoring Survey conducted by Health 

Canada revealed that of the 5 million current smokers aged 15 years and older: 16.0 % were 

males, 14.0% were females, and 15.0% of both males and females were daily smokers.  

 

Presently, the Canadian Federal Tobacco Control Strategy‘s new target is: to reduce smoking 

prevalence to 12.0% by 2011. As Clair Avison, Executive Director of the Canada‘s Joint 

Consortium on School Health (JCSH) said: “We want all our children to grow healthy, fulfil 

their potential as learners and make smart choices throughout their lives‖ (41). 

 

As mentioned in the "Introduction" section, the USA, Canada and Australia, and only  

a few western European countries (the UK, Germany, Denmark and Finland) are in the 4
th

 

stage of tobacco epidemic (42).  
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Currently, Australia, Canada and the USA (and also Sweden) are nations that have achieved 

substantial declines in smoking prevalence over the past 50 years by implementing tobacco 

control polices. In Australia, smoking prevalence has declined in men since the 1950s and in 

women since the 1980s. In the early to mid 1990s this decline slowed, with smoking 

prevalence stalling at around 27%, thereby failing to meet the nation‘s 2000 public health 

target of only 20% of adults smoking (43). 

 

 

Australia 

After an increase in mass media campaigning as part of the National Tobacco Campaign  

in 1997, increases in the real cost of cigarettes and bans on smoking in restaurants, Australian 

smoking prevalence resumed its downward trend.(44)(45)(46). Between 1998 and 2004,  

the average annual decline in smoking prevalence increased to 0.66 percentage points; nearly 

double the annual decline between 1991 and 1995 (0.34%)(47). As a result of these declines 

continuing, only 17.9% of the Australian population aged 14 and over were daily or weekly 

smokers in 2007(48). 

 

The Australian government is currently considering possible public health goals for the year 

2020 in a number of key areas as part of a national preventive health strategy (49)(50). 

Because tobacco smoking is still Australia‘s leading preventable cause of disease burden, 

setting a target for smoking prevalence will be an important component of this strategy.  

It is not clear what would comprise a reasonable policy target for population smoking 

prevalence. One suggestion is that the long term goal to be achieved should be aimed  

at achieving a population smoking prevalence that is the same as that among the segment  

of the population that is the best-educated and most informed about the risks of smoking, such 

as medical practitioners (47).  

 

Studies on changes in smoking prevalence among Australian adolescents were developed  

in 2008; the data used came from a triennial survey of secondary school students to examine 

trends in smoking prevalence among adolescents in different socio-economic status groups 

over the entire period 1987–2005 and across years reflecting the three different tobacco-
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control phases in Australia. These triennial cross-sectional national studies were 

representative samples of secondary students aged 12–17 years (51). 

 

This period (1987 – 2005) covers 3 distinct phases of tobacco-control activity in Australia. 

During the 1st phase (1984–1991), state-specific tobacco-control campaigns were developed 

and tobacco promotion restrictions were implemented at a state level. Across Australia, 

funding for tobacco-control reached a peak in 1989/1990. During the 2nd phase (1992–1996), 

funding levels dropped in 1993, and tobacco-control activity reduced considerably (51). In the 

3rd phase (1997–2005), a coordinated national approach to tobacco control emerged and 

funding levels increased in 1998. This 3rd phase also saw an increase  in legislation to: restrict 

smoking in public places, further restrict tobacco promotion,  and to increase the tax levied on 

tobacco products (44).  

 

Main results show that: 

 In the 1
st
 period (1987 – 1991) smoking prevalence decreased in all socio-economic status 

group from (total: 18.0%) because state-specific tobacco-control campaigns were 

developed and tobacco promotion restrictions were implemented at a state level,  

and funding for tobacco-control increased to a peak in 1989/1990 

 In the 2
nd

 period (1992–1996) smoking prevalence increased (total 20.0%), especially 

among 12- to 15-year-olds; the increase being the greatest among low socio-economic 

status group students. It was associated with lower funding levels in 1993, and tobacco-

control activity reduced considerably 

 In the 3
rd

 period (1997–2005) smoking decreased (total: 9.0 %) and reductions were 

generally consistent across socio-economic status group students, which was connected 

with a coordinated national approach to tobacco control and funding levels increase  

in 1998, and high tobacco-control activity. In this phase changes in legislation were 

introduced: restriction of smoking in public places, further restriction of tobacco 

promotion, and increase of the tax levied on tobacco products 

 

There are very important conclusions for the effective reduction of smoking among 

adolescents: 

 Tobacco-control activity level was associated with a period of low tobacco-control 

funding (1992–1996) 
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 Well-funded, population-based tobacco control programmes can be effective in reducing 

smoking among students from all socio-economic status groups students 

 

So, the above findings suggest that the tobacco-control policies adopted in the late 1990s and 

early 2000s were effective in reducing smoking among Australian secondary students from all 

socio-economic status groups students aged 12 -17. 

 

Other studies show that smoking is not only the single largest cause of death in developed 

countries. It also contributes to the social gradient in mortality (52). It has been estimated that 

about 20% - 50% in male mortality has been attributed to smoking and it is connected with 

low socio-economic status (53)(54)(55)(56).  

 

Reducing social inequalities in mortality necessitates reducing smoking, particularly among 

lower socio-economic groups. Population-based tobacco-control policies and programs have 

been adopted in many developed countries in order to reduce smoking. (57). Information 

about Australian quit-lines is available at www.guitnow.info.au] and quit-lines  

in Europe, North America and Canada can also be accessed via internet 

[http://www.naquitline.org/pdfs/NAQC_Quitline_06_by_pg.pdf]. 

 

As studies carried out in many regions and countries show smoking prevalence has generally 

decreased due to introduction in these regions of best practice in tobacco control. 

Undoubtedly, adolescents should be an important target group for tobacco control policy 

makers in countries all over the world in order to take care of their health and health of future 

generations (58)(59)(43)(60).  

 

Studies carried out among adolescents aged 14-16 in 1996 – so in a period when in Australia 

smoking prevalence increased – showed that 15% of students were smoking each day.  

As it has already been mentioned in the previously discussed studies because schools have 

traditionally provided an emphasis on prevention the majority of young people do not smoke 

(51).  

 

http://www.guitnow.info.au/
http://www.naquitline.org/pdfs/NAQC_Quitline_06_by_pg.pdf
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However, the prevalence of daily smoking increased from 15% to 31% across the last  

3 years of secondary school – and it was a factor suggesting taking up indispensable activities 

i.e. cessation programs (studies carried out in Queensland, Australia) (61). 

 The majority of adolescents (57.5%) reported that they had done something to influence  

a student not to smoke in the last 12 months, including 29% of the smokers 

 Among those who were current smokers, 64% wanted to stop smoking and 55% had tried 

to stop in the past year 

 Withdrawal symptoms were frequently reported among adolescent smokers and more 

males than females reported being stressed and depressed as a result of their efforts  

to quit. Intention to quit in the next year was associated with high confidence in ability  

to quit 

 These issues deserve attention in prevention programs and the development of age 

appropriate cessation material for adolescents should have high priority 

 

In the 1990s quitting smoking by adolescents was recognised as a neglected area of research 

despite the need for cessation programs for at-smoking risk youth (62)(63).  

 

Moreover, some cessation programs have been tried in schools, but generally have been based 

on adult programs and have had low levels of success (64). Cessation programs used a variety 

of approaches: ranging from techniques used for smoking prevention such as health effects, 

social influence and advertising techniques, to use of monetary rewards and bio-feedback. 

However, in the middle of 1980s it was found that approaches which were effective in 

prevention programs were not necessarily effective  in cessation programs (61). 

 
 

In 1996 in Australia (also in New Zealand) the prevalence rates of daily smoking ranged from 

approximately 1% of 13 year-olds, 15% of 15 year-olds to 31% of 18 year-olds, yet little was 

known about the process or experiences of quitting among young people. However such 

information about experiences of quitting and attitudes to quitting is also needed (64). 

 

The information about adolescent quit rates and their attitudes to quitting is indicative  

of this situation. Regarding adult smokers, approximately 10% of daily smokers quit for  

at least 1 month over a period of a year and an average of 6% among smokers followed  
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up after 12 months. Estimates for adolescents have indicated the rates are about 5%, i.e. half 

the adult rate (61). 

 

Of course, there is a number of other issues concerning adolescent quitting raised by 

researchers that have an important impact on the development of cessation programs, such as: 

young people may be interested in quitting, There is information that a significant number of 

adolescents wants or would like to quit smoking or even that they have already tried to do so. 

Undoubtedly, the important information is the fact that the extent of withdrawal symptoms 

and level of dependence among adolescent smokers perceptions of addiction may lead to no 

further effort to quit. (It has not been widely studied till 1990s (61). 

 

Furthermore, the present research pays also attention to the stages-of-change model of self-

initiated smoking cessation among adolescents (65). Further studies have proven that the 

distribution across the stages for young adults is different to that of adults and more 

movement among stages is evident for younger people.  

 

General conclusions regarding smoking among adolescents and recommendations regarding   

smoking cessation are the following:  

 If among current smoking adolescents a significant part were not thinking about stopping, 

this suggests there is a large group of ‗contemplators‘ who are not currently attempting  

to quit and that there is clearly a need for smoking cessation assistance for these young 

smokers 

 Quit attempts were accompanied by efforts to cut down and more females had tried  

to quit 

 If young people realized that the number of their peers who were trying or wanted  

to try quitting was greater than they thought, perhaps they would feel more motivated  

to quit 

 If young people were made aware of the low rate of success and the high degree  

of difficulty associated with quitting, they might be more likely to avoid regular smoking 

in the first instance. These issues emerge as important components for cessation programs 

for young smokers 
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 Confidence in personal ability to quit in the future was found to be enhanced for those 

young people who found it relatively easy to stay smoke-free; and for those who have 

been able to quit for relatively long periods (1 month or more) 

 Intention to quit in the next year was associated with higher confidence. Where young 

smokers are unable to remain permanently smoke-free, perhaps they should  

be encouraged to set a goal of at least 1 month smoke-free and continue to build upon that 

goal 

 For those smokers who found it difficult to stop, attempting to quit could have reduced 

their self efficacy and their willingness to make future attempts. This group tends to suffer 

more from nicotine withdrawal symptoms, quit for shorter periods, have decreased 

confidence in their ability to quit, and have less experience in trying to quit. This group 

will probably require a high level of support when attempting to quit and require special 

attention being given to issues such as the provision of detailed information of the quitting 

process, the difficulties to be expected when quitting, acceptable coping mechanisms, and 

emphasizing the benefits of quitting. This could make the process of quitting easier and 

contribute to enhanced self-efficacy and increased intention to stop smoking in the future 

 While most communities offer adults a number of opportunities to quit smoking, young 

people, especially at school age, are not offered the same opportunities 

 Research findings indicate that many young smokers have tried to quit smoking  

on their own and such attitudes should be admired and their needs should be accepted  

in order to quit smoking 

 While young people experience similar withdrawal symptoms as those identified for 

adults, tailored, age appropriate programs which accommodate the needs of young 

smokers should be developed 

 

In practical terms, it may be useful to identify young smokers who want to try to quit.  

By asking a few simple questions, those requiring support could be identified:  

 Have you tried to quit before? 

 How difficult or easy did you find it? 

 Did you experience any withdrawal symptoms, such as craving a cigarette, feeling 

stressed, etc. 

 How long did you quit for? (each time) 
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 How confident do you feel about being successful at quitting this time? 

 

While most communities offer adults a number of opportunities to quit smoking, separate 

programmes should be aimed at young people, especially of school age. They should be tailor 

made, attractive and motivating to initiation of change and keeping the new, pro-health 

lifestyle (61). 

 

The previously discussed study results (based on publications) and the conclusions drawn 

referred both to the prevalence of smoking among adolescents and to the changes observed 

throughout the last decades. There have also been references and attempts  

at summaries regarding factors which might influence the reductions in smoking among 

teenagers. The contemporary situation of Australia, which may be called a leader when  

it comes to the reduction of the number of smokers among young people, in a way imposes 

specification of scenarios regarding the prevalence of smoking among adults and adolescents. 

 

Subsequent studies have been dedicated to predicting the future prevalence of cigarette 

smoking in Australia, which have been carried out based on modelling (66). 

Results show (46) that due to lack of recent data on smoking prevalence among Australian 

medical practitioners, the figure of 10% was to be used, the level suggested as a policy goal 

for the USA in a recent US Institute of Medicine report on the future of tobacco control 

(67)(46), searched for response to the following questions: 

 "How much lower is the Australia smoking prevalence likely to go with a continuation of   

       current rates of smoking cessation and initiation?"  

 "If the best estimate for this prevalence is greater than 10%, then what smoking cessation  

        and initiation rates will we need to achieve to reduce smoking prevalence to less than   

       10% of adults by 2020?"(46) 

 

Two models have been tested in accordance with the specified methodology:  

 A base model was fitted to observed data on smoking prevalence in Australia over recent  

      decades (1980 – 2007) 

 A forecasting model was derived that used the results of the base model to make  

      predictions about future smoking prevalence under various assumptions about future rates  

      of smoking initiation and cessation 
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Based on the models various scenarios on smoking prevalence in the Australian population 

aged 20+ observed in national surveys and estimated with the base model were developed. 

Moreover, a dynamic forecasting model to estimate future smoking prevalence in the 

Australian population based on a continuation of current trends in smoking uptake and 

cessation was presented in this paper (46).  

 

According to Gartner, Barendregt and Hall (2010) model of reducing the future prevalence  

of cigarette smoking in Australia also suggests that it will take nearly 30 years for a doubling 

of the current decline in initiation rate to reach the same smoking prevalence achieved  

by a doubling of the current cessation rate. Therefore, in addition to lowering rates of 

initiation, strategies are needed to increase cessation in current smokers (46). 

 

This situation is also likely to apply to other countries in later stages of the cigarette epidemic, 

such as the USA, Canada and the UK. (42). Examples of such strategies include: increased 

taxation, mass media campaigns, promotion of quit-lines, reducing opportunities to smoke 

through public smoking bans and reducing  the attractiveness, promotion and availability of 

cigarettes (e.g. by removing them from supermarkets and convenience stores and restricting 

their sale to specially licensed outlets). A more controversial option that could be considered 

is to make less harmful forms of nicotine and smokeless tobacco products more readily 

available and taxing them at a lower rate than smoked tobacco. This option may reduce 

tobacco smoking and tobacco-related harm in Australia without eliminating all forms of 

tobacco use (46). 

 

In the USA similar results have been reported in a study modelling the projected smoking 

prevalence. This study estimated that if the 1981–1993 cessation rates and smoking initiation 

rate of 25% continued, the US smoking prevalence would stabilise at 15% to 16% by 2050 

(68). 

 

Similar modelling of smoking prevalence in the UK showed that to reach a target goal of 12% 

smoking prevalence by 2020 would require a sustained combination of doubling the cessation 

rate and halving the initiation rates from the year 2000 onward (66). 
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"The status quo scenario” is also possible in which smoking initiation rates remain at 2007 

levels; and it may be overly pessimistic. Hence, our findings have implications for other 

countries at a similar stage of the cigarette epidemic, as described by Lopez et al. (42). 

 

And one more remark on smoking initiation: in contrast to the USA - in Australia it has 

declined steadily since the early 1980s. In 2007, only 8.6% of 14–19 year olds reported that 

they were current daily or weekly smokers compared to 12.3% in 2004, which makes 

Australia an “international leader in reducing prevalence”(47)(69).This decline in smoking 

initiation was also seen in the Australian Secondary Students Alcohol and Drug Surveys 

which reported a substantial decrease in smoking prevalence among secondary school 

students between 2002 and 2005 (46).However, even if initiation continues to decline, 

smoking prevalence in the adult population will not drop below 10% until 2029 unless rates of 

cessation increase. A policy goal of 10% smoking prevalence in the Australian adult 

population by 2020 requires a doubling of the cessation rate observed between 2001 and 

2007.  

 

Australia‘s smoking prevalence will continue to fall while current rates of initiation and 

cessation are maintained. But a continuation of current smoking cessation and initiation 

patterns will still see around 14% of Australian adults smoking in 2020. Smoking cessation 

rates will need to double if Australian health policy makers are to reduce smoking prevalence 

to 10% by 2020. The Australian government is currently setting future targets for population 

smoking prevalence, but it is not clear what would comprise a reasonable policy target. 

According to Gartner, Barendregt and Hall (2010) – “achieving this ambitious goal will 

require an intensification of current restrictions on smoked tobacco sales and increased 

assistance to smokers who wish to quit”(46). 

 

In the latest WHO Report (2010): “tobacco use is the single largest preventable cause  

of death and chronic disease in the world today, causing 5.4 million deaths in 2005. It is 

 a risk factor for six of the eight leading causes of death, including heart disease and several 

cancers and lung diseases. Tobacco use disproportionately affects males and lower 

socioeconomic groups in developed and developing countries, and is increasingly prevalent 

in poorer parts of the world” (70). 
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Moreover, in developed countries, multiple indices of social disadvantage contribute 

independently to smoking status. Poor households in low-income countries carry a particular 

heavy burden from tobacco use, with significant health, educational, housing and economic 

opportunity costs (70). 

 

At both stages, vulnerabilities such as social, psychological and physical health issues  

and disproportionate levels of exposure due to family and peer tobacco use, targeted 

advertising, social norms permissive to tobacco and less access to affordable cessation 

services often tip the balance towards tobacco use take-up and continuation. Data from  

the World Health Survey 2003 indicate that tobacco smoking is most strongly related  

to household permanent income or wealth (71). 

 

Poorest individuals in the lowest-income countries appear to exhibit a markedly higher level 

of tobacco smoking relative to their richer compatriots. The inequity tends to become less 

stark with the level of development of countries. The World Health Survey data also show 

that poorer groups in low-income countries seem to smoke more tobacco compared  

to higher-income. The important conclusion is that poor households in low-income countries 

are likely to be carrying a heavier burden of the tobacco epidemic because tobacco smoking  

is more prevalent among them and they also consume greater quantities of tobacco compared 

to higher-income groups (70). 

 

The relationship between tobacco use and poverty or, more broadly, socioeconomic status  

is compounded by factors such as sex and age. Sex and age frequently compound the impact 

of socioeconomic disadvantage on tobacco use. For example, in several countries in Europe, 

youth combines with sex and socioeconomic inequalities to make smoking most common 

amongst the poorest of young women, which may be expressed by the following equation:  

"youth" x "female gender" x "socioeconomic inequalities" = smoking tobacco makes 

most common (70). 

  

Also in a report (72), there is the evidence on some behavioural risk factors, for which 

comparable data on social patterning are available from many European countries. Smoking  

is likely to be an important contributor to health inequalities in many European countries, 

because the prevalence of smoking tends to be higher in lower socioeconomic groups, 
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particularly among men. There are important differences between countries, however, in 

terms of these inequalities.  

 

In many European countries, particularly in the North of Western Europe, cigarette smoking 

is the first determinant of health problems. This is not only because of its role in lung cancer 

and some other specific diseases, for which smoking is the main cause. It is also because of its 

role in (premature) mortality in general, less-than-‗good‘ self-assessed health and disability, 

for which smoking is an important contributory factor. The prevalence  

of smoking differs strongly between socio-economic groups in many European countries - so, 

one can safely assume that it plays an important role in generating health inequalities. 

 

The report also includes references to the smoking epidemic model constructed by Lopez, 

(1994)(42). ―The earlier and stronger decline of smoking in higher socio-economic groups 

can also be seen as an outcome of the success and failure of these activities, and the future 

course of this „epidemic‟ is likely to be strongly determined by collective action. 

Incorporating a socio-economic dimension in policies to tackle smoking is a prerequisite for 

reducing (or preventing) the gap in smoking between socio-economic groups” (70).  

 

This analysis of tobacco use within the priority public health conditions framework is derived 

primarily from research conducted in developed countries, where there is widespread 

understanding of the dangers of tobacco use, making it instructive to consider why some 

groups still use tobacco. Whenever available, research from developing countries is used  

to augment the evidence from developed countries (70). 

 

This report gives a synthetic picture of smoking – as a public health priority and in relation to 

taking actions aiming to reduce smoking among adolescents and young people indicating 

weak points relating to various factors connected with smoking as well as smoking cessation. 

It is a kind of summary in full taken from (70). 

 

There are two stages of life where inequities in vulnerability and exposure to tobacco use are 

most pronounced, and where intervention may be beneficial: 

 in adolescence, when young people begin smoking and risk nicotine addiction  
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 and in adulthood, especially young adulthood, when they try to quit smoking 

 

The pathways to differential tobacco use at these two life stages are complicated, with many 

intersecting variables. While the interrelationships among these variables have not been fully 

investigated, what is currently known is summarized in the following: 

 

Differential vulnerability 

Adolescence is a vulnerable period for initiation into tobacco use. Smoking uptake is strongly 

associated with family background and socioeconomic and educational status, with 

adolescents from lower socioeconomic backgrounds being mostly at risk. Low parental 

income and low parental educational status are independently associated with higher 

adolescent smoking rates, and the association becomes stronger as socioeconomic status 

declines.  

 

Other factors affecting young people’s likelihood to take up tobacco use include 
 

 Ability to resist peer pressure  

The ability to resist peer pressure and tobacco advertising is related to social competence and 

self-confidence, skills less common among disadvantaged young people.  

 Adequate awareness of tobacco‘s harms 

Disadvantaged young people may have insufficient knowledge and awareness of the adverse 

impact of tobacco use  

 Scepticism about smoking prevention 

People from lower socioeconomic groups, particularly adolescents, are less receptive to health 

education messages and may underestimate the risks of smoking. 

 Prevalence of social problems 

Psychosocial stresses in the lives of less advantaged adolescents, including problems with 

their families and schooling, increase the risk of smoking. 

 Co-occurring psychological or psychiatric problems 

Adolescents experiencing psychiatric and behavioural problems, or feeling pessimistic about 

their lives, are more likely to smoke. 

 School performance 
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Poor school performance and skipping school are related to increased susceptibility  

to smoking, while good academic performance confers resilience. 

 

Differential exposure 

These vulnerabilities are compounded by the differential exposure of disadvantaged young 

people to pressures within the physical and social environment that encourages the uptake  

of tobacco use and discourage successful quitting.  

These include: 

 Preponderance of adults who model tobacco use  

Disadvantaged young people are more likely to have parents who smoke and who have  

a more permissive attitude to tobacco. Among developing countries that have conducted the 

Global Youth Tobacco Survey, parental smoking is one of the most frequently identified risk 

factors for tobacco use by young people. 

 Prevalence of peer smoking 

Studies indicate that smoking by peers is a very strong predictor of adolescent smoking, and is 

itself influenced by parental smoking.  

 Availability of tobacco products 

In poorer neighbourhoods, there are often more tobacco outlets (for example convenience 

stores) that advertise cigarettes at point of sale. In several developing countries, single-stick 

sales of cigarettes make tobacco more affordable. Even in countries that ban the sale  

of tobacco to minors, poor or inconsistent enforcement make tobacco products accessible  

to young people. 

 Targeted advertising and promotion 

Tobacco advertising targets young people. Analysis of tobacco company documents indicates 

the industry‘s awareness that a key part of their market in the developed world are young 

people of lower socioeconomic status. Advertising has been particularly successful among 

young adolescent girls with less education and from lower socioeconomic backgrounds, with 

smoking often used as a symbol of the emancipation of women, including in developing 

countries. Tobacco advertising can be very subtle, such as through the promotion of smoking 

in films and television shows. Research conducted within developing countries consistently 

identifies exposure to advertising and smoking in movies and on television as independent 

predictors of smoking by young people. 
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 Paucity of environments supportive of being tobacco free 

Qualitative studies in deprived areas, whether in developed or developing countries, find that 

tobacco consumption is a socially and culturally ingrained behaviour, arising out of a poorly 

resourced and stressful environment, social reinforcement of smoking and limited opportunity 

for other forms of respite. The relative lack of smoke-free places reinforces tobacco use  

as normative. 

 

Tobacco use cessation or continuation during adulthood 

Differential vulnerability 

Another key difference between advantaged and less advantaged groups is the likelihood  

of continuing tobacco use during adulthood. Studies from the developed world demonstrate 

that in young adulthood, less educated smokers are more likely to fail at quitting and  

to become more addicted. Population groups suffering multiple disadvantages, such as low 

education, income and unemployment, have the most difficulty in quitting, though they are 

just as likely as those from higher socioeconomic groups to attempt quitting. Evidence 

suggests that smoking cessation follows the same patterns as initiation: people start and stop 

smoking in social clusters, and clusters of clusters. So, while quitting can have a ripple effect 

prompting an entire social network to break the habit, those clusters with no social ties to the 

earliest quitters risk being left out of any positive spill-over effects.  

 

Factors making disadvantaged groups more vulnerable to continuing smoking and less 

likely to give up include 

 Higher levels of nicotine addiction 

Disadvantaged individuals are likely to take up smoking earlier and smoke more cigarettes per 

day than their more advantaged peers; they therefore tend to be more addicted, making  

it harder for them to quit. 

 Low self-efficacy and greater perceived barriers to quitting 

Lower socioeconomic groups tend to be less confident in their ability to quit and face more 

perceived barriers to quitting, including the challenges of coping in stressful environments, 

social isolation and a perception of smoking as an affordable pleasure with minimal risks. 

 Higher levels of stress 
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For those who have greater life problems to deal with on a daily basis, including 

unemployment and poverty, smoking may be seen as a coping mechanism associated with 

pleasure and reduction of stress. 

 Co-occurring health and other problems 

Smoking is associated with other problems such as other drug abuse, depression, psychiatric 

difficulties, homelessness and social isolation or exclusion. 

 Working conditions 

Exposure to hazards and risks at work, job monotony and limited control over one‘s 

employment contribute to greater occupational stress for disadvantaged workers, for whom 

smoking may reduce boredom, raise alertness and increase friendships with work colleagues. 

 Differential exposure 

Adults, like adolescents, are exposed to factors making it more likely that they will continue 

to smoke and have difficulty giving up smoking.  

 

The factors contributing to differential exposure include 

 Social norms permissive to smoking  

In less advantaged neighbourhoods there is more likely to be a culture of smoking, with high 

levels of addiction among an individual‘s family and friends. Workplace norms may also  

be conducive to the continuation of smoking. In these settings, institutional cues that support 

and reinforce tobacco-free lifestyles are lacking, while social acceptability for smoking  

is high. Poor enforcement of existing tobacco control laws in disadvantaged neighbourhoods 

also contributes to this situation. 

 Lack of social and instrumental support to quit 

Those from more disadvantaged backgrounds are less likely to have supportive social 

networks, particularly at home and work, if they want to stop smoking, due to the lack  

of a culture of quitting and reduced awareness of methods available to help smoking 

cessation. 

 Availability of cigarettes, and advertising where allowed (see above) 

 Barriers to affordable cessation services 

In many countries, nicotine replacement therapy is expensive and is not available over  

the counter. Other services, such as cessation counselling or telephone help-lines,  

are not available at all or are rare. Even if available, cessation services may be difficult for 
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disadvantaged tobacco users to access, due to cost, distant location or procedural barriers, for 

example a requirement for proof of residence, automatically excluding tobacco users who live 

in slums and informal settlements (and who therefore have no official address). 

 

Tobacco use as a priority public health condition demonstrates the vital importance of using  

a social determinants perspective in designing an effective framework for action. The World 

Health Report (2002), calculating the cost-effectiveness of various tobacco control measures 

for 14 sub-regions of the world, found that four interventions requiring government action 

were very cost effective in all sub-regions: taxation, smoke-free indoor public places, bans  

on advertising and information dissemination. Taxation was found to be the most cost-

effective intervention everywhere, followed by comprehensive bans on advertising. A recent 

study found that 5.5 million deaths could be averted by the implementation of the four 

elements of the WHO Framework Convention on Tobacco Control alone (price increase, 

health warnings, media campaigns and advertising bans).Two recently published studies made 

a systematic review of population-level tobacco control interventions and their impact  

on social inequities in smoking. In one study results showed that measures such as smoking 

restrictions in schools, restrictions on sales to minors and tobacco price increases had the 

potential to benefit disadvantaged groups and contribute to the reduction of health inequities 

(73).  

 

Other studies concluded that there was preliminary evidence that increases in the price  

of tobacco may have the potential to reduce smoking-related health inequities (74). 

 

It has been estimated that nearly 2/3 (two thirds) of the world‘s smokers live in 10 countries: 

China, India, Indonesia, the Russian Federation, the United States Of America, Japan, Brazil, 

Bangladesh, Germany and Turkey, the group including young people - in adolescence  

or young adults (21).  

 

In Europe there are signals that the situation is improving: smoking is becoming less and less 

socially acceptable; more and more European Countries are adopting smoke free legislation 

protecting their citizens from smoke in public places, public transport and in the workplace. 

European Union tobacco control policy rests on three pillars: legislation, campaigning and 

international treaties (research / scientific studies) (75). 
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Today in the European Union the key legislation in the field of tobacco control comes from 

two laws - the Directive on Tobacco Products and the Directive on Tobacco Advertising.  

The European Commission meets regularly with representatives from the EU Members states 

to ensure the legislation is implemented effectively and takes account of new developments. 

 

As Andrzej Ryś, Director for Public Health and Risk Assessment, European Commission, 

said: "Tobacco control is essential to improving public health….", "This is why we develop 

legislation, participate in international tobacco control initiatives and fund large scale 

prevention campaigns. But we still have a lot of work to do….”, “each step towards reducing 

tobacco use is a huge gain for the health and quality of life of all citizens.” (70). 
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1.3 Prevalence of smoking in euFAQT countries by Country Reports 
 

 

BULGARIA 

 

Smoking among the Bulgarian population is a widely spread behaviour which is showing an 

obvious upward trend. The relative percentage of smokers amidst the general population 

above 15 years old (episodic and regular smokers) has risen from 31.1% (1986) to 40.5% in 

2001.This rise is entirely due to the number of regular smokers, while episodic smokers 

remain more or less on the same level. Men smoke more than women (51.7%, 2001), but the 

number of female smokers has nearly doubled in the period 1989-2001 (from 16.3% to 

29.8%), while the number of male smokers shows practically no change (49.2%- 51.7%). At 

the same time in Bulgaria since 2001 no significant nationwide representative survey on 

smoking prevalence has been carried out thus the data used are from the population sensus 

survey obtained in 2001. 

 

Youth smoking prevalence has been estimated by using 3 major surveys; Health Behaviour  

in School -Aged Children (HBSC), European School Survey Project on Alcohol and other 

Drugs (ESPAD) and Global Youth Tobacco Survey (GYTS). Data from GYTS and ESPAD 

shows more significance for our country. The ESPAD survey examines 15-16 years old pupils 

and uses the proportion "smoking cigarettes 40 times or more times in their lifetime"  

as an indication for a regular smoker. According to ESPAD results (1999)(1) the highest 

prevalence rates for the SEE countries have been those of Bulgaria for boys (35%), followed 

by Croatia (31%). For girls the highest prevalence rates obtained were again from Bulgaria 

(38%). The rates in the SEE countries for boys were similar to those for boys in the EU 

countries while the rates for girls in Bulgaria were higher than the EU rates. The results for 

the most recent ESPAD survey, 2003 showed highest rates for boys in Bulgaria (42%),  

for girls - again Bulgaria 50% (highest prevalence rates in the SEE countries and 3rd in 

ranking after Greenland and Austria). Data obtained from the CEE Tobacco Control Project 

(WHO and the Stability Pact, 2005). 

 

As for the GYTS survey data are presented for the countries for which they have been 

currently available. The highest smoking prevalence rates were those for Bulgaria - boys 
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(31%) and girls (43%). We cannot make any comparisons as the data are not directly 

compatible with ESPAD. Anyway, besides the missing data for some countries in the Region 

and the different surveys and the incomparable data, we have to confess that smoking 

prevalence rates in youth are high and alarming, girls are smoking more than boys, Bulgaria  

is keeping the highest rates for both boys and girls, and these high rates, especially for girls, 

are much above the rates in the EU countries. 

 

Smoking among children and adolescents is characterized with early onset and sharp rise  

in those aged 13-16. According to data from the project Global Youth tobacco Survey 

(GYTS), 42.7% of girls and 31.3% of boys smoked in 2002, these numbers include 

correspondingly 18.8% girls and 16.3% boys smoking everyday or almost everyday. The data 

show an increase of the number of smokers with the age, decrease in the lower age limit  

of onset (below 13 years); 68.5% of the sample are exposed to passive smoking in their 

homes. A survey within the frames of the European School Project (ESPAD, 2003), shows 

that experiments with cigarette smoking are widely spread among Bulgarian pupils: 69.1%  

of the respondents (64.4 % of the boys and 73.4% of girls have tried to smoke; nearly half  

of the pupils have tried cigarettes before turning 13 (48.5%). Among the pupils from IX  

to XII classes, 74.7% of the inquired respondents have smoked cigarettes at least once in their 

lives. The relative part of non-smokers is higher among boys (27.8%) than girls (22.7%) and 

reduces slowly with age. Troublesome is the fact that 1/3 of Bulgarian pupils (33%) have lit 

their first cigarette at and below the age of 13. Data on tobacco smoking among their older 

brothers and sisters and smoking in the circle of friends state even more categorically: about 

and more than 50% of both boys and girls declare that their older brothers and sisters are 

smokers, and about ¾ of them point out that more or nearly all of their mates smoke 

cigarettes. 

 

The survey was carried out for a second time in 2008. The comparative analysis of the results 

of the two stages of the survey shows a significant reduction in the number of pupils who 

experimented with cigarettes in 2008 (58.8%) as compared with 2002 (65.7%), especially  

in the group of girls. In 2008 21.2% of children have lit their first cigarette before 10 years  

of age. In the 6 years dynamics 2.4% more children experimented with smoking before 

attaining that age. 28.2% of the inquired pupils are already current smokers, as between the  
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2 stages of the survey a reduction in their number in about 5% has been reported. 31.2%  

of the non-smokers are inclined to start smoking in the following year showing  

an insignificant trend of growth of this indicator. 

 

The results obtained are a proof that in spite of the changes in public policy aimed at the 

reduction of tobacco use, the child smoking continues to be a serious and priority problem  

of public health. They confirm the imperative demand of elaboration and implementation  

of qualitative new approaches and preventive programs as early as the elementary school age 

for prevention of the initial use of cigarettes and a maximum delay of the onset of cigarettes, 

as well as securing help and support for smokers who want to quit. 
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GREECE 

 
Results of GYTS survey conducted in 2004-2005 among 13-15 years old students show that 

among 6,378 students 1/3 tried tobacco at least once and 16.2% were current smokers (2). 

32.2% of the sample ever smoked and ¼ of both gender initiated smoking at the age below 

10. 10.4% smoked cigarettes regularly and 10.9% used other tobacco products (3). For 10.5% 

the first cigarette within 30 minutes from waking up in the morning is an urgent need. 

Approximately 19.9% of the sample said that it was possible that they would start smoking  

in the next year. 

 

According to WHO the prevalence of smoking among young people between 2002 and 2005 

was 13.8% (13.5% for boys and 14.1% for girls) (4). 

  

Results from the ESPAD study (Alcohol and other drugs among students in 35 European 

Countries) showed that lifetime smoking among Greek students is below the European 

average (50% compared to 66%). Greece was below the European average also concerning 

the 30-day prevalence of smoking in 2007 (22% compared to 29% EU average)  ((5)(6)(2)). 

 

A number of smaller scale studies conducted mainly in schools give a picture of the extent  

of smoking prevalence among Greek adolescents. Depending on location, smoking prevalence 

ranges from 10 to 32% for 15-year-olds to a maximum of 50% in 16–19-year-olds ((7)(8)(9)). 

In a study among 1,843 boys and 1,984 girls (age range: 12–18 years) in 58 schools from 

rural, semi rural and urban areas the prevalence of regular smoking was 13%, 23.1% had 

smoked at least once, 6.7% smoked occasionally and 57.2% of the adolescents had never 

smoked ( (10)). Other studies report similar findings. The prevalence rate of current smoking 

for adolescents between the ages 16 to 18 years was around 24% (3)(11)(2). A study 

conducted in Northern Greece found that the prevalence of smoking among high school 

students was 29.6% (interesting enough the prevalence of smoking among teachers was 

47.4%) (12). 

 

No significant differences in terms of adolescent smoking between genders was observed 

(6)(10)(3), although in some studies where males were found to smoke more than females  

(13)(14) it was suggested that this was due to the cultural acceptance of smoking among 
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males compared to females  (13). Greek adolescent smoking practices are not limited only  

to smoking cigarettes and prevention practices should extend to other forms of tobacco 

products (3). 

 

The reasons that Greek adolescents smoke are under examination and information is 

fragmented and based on smaller scale studies. Findings from these studies point to the 

following strong indicators of adolescent smoking: 

 

- Parental smoking (10)(3)(13)(11)(14)(2) 

- Having siblings who smoke  (10) 

- Having a best friend or a most favoured teacher who smokes (14) 

- Having a daily allowance of over €16 instead of €7 or less (13) 

- Lower socioeconomic status  (2), although this finding is not consistent across studies (14) 

- Living in urban locations and tobacco cultivating areas (10(15) 

- Cigarette smoking was associated with high levels of emotional and behavioural problems 

(11)(2) 

Strong and Sidira interviewed a total of 100 young people aged between 16 and 19 in coffee 

shops and fast-food restaurants, about smoking habits through a questionnaire including both 

structured and unstructured open ended questions (16). The study concludes that smoking 

among Greek teenagers is strongly influenced by family and friends: one in ten teenagers 

were offered a smoke by a relative; two-thirds belonged to families including at least some 

smokers ((16) 2006).  

Findings from the Global Youth Tobacco Survey (GYTS) showed that 9 out of 10 students 

are exposed to second-hand smoke in their homes or in other public areas. In their vast 

majority (95%) students mentioned that they were able to purchase cigarettes without any 

problem while 16.7% said they had been offered a promotional packet of cigarettes  

by a tobacco company representative (17). 

A study conducted by the Greek Center for the protection of Consumers showed that among  

a sample of 1420 students aged between 11 and 15, 80% have never smoked, 20% have tried 

smoking or smokes up to 6 cigarettes per week, 3.6% smoke more than 6 cigarettes a week 



 

 
 

89 

 

((18)). In this study the majority of the students‘ parents smoked (60.3%). Most students who 

smoked got their first cigarettes through friends while the majority kept their smoking habits 

from their parents. An interesting 4.7% smoked in the house with their parents. 

Tobacco use in Greece is a culturally accepted behaviour. Consequently, Greek adolescents 

and children are widely exposed to cigarette smoke. The relatively low price of cigarettes  

in comparison to other EU countries also contributes to this (9). Cigarette smuggling is also 

widespread, making cigarettes even more readily available to minors (9). 

HBSC survey conducted in 2001-2002 for 27 European countries showed that the lowest 

overall prevalence of daily smoking was found in Greece (6.1% for boys and 6.2% for girls). 

(19). 

 

 

HUNGARY 

 
In Hungary adolescents start smoking at very early ages, and nowadays the age when they 

start smoking and do it regularly is ever decreasing. According to the 2007 ESPAD results 

three-quarters of the 16-year-old Hungarian students have smoked at least once in their 

lifetime, while 31% smoke regularly. Among the 35 studied countries Hungary was the 13th 

on the list (5). 

 

The Hungarian Smokingmonitor based on 2007 results concluded that 33% of adults are 

smoking nowadays in Hungary, which means every third adult smokes. As regards gender 

differences, 28% women and 48% men smoke, most of them on a daily basis (women: 25% 

men: 42%). 4% of the population smokes only occasionally, the largest proportion  

of occasional smokers are represented by 18-24 year olds (10%). According to the research  

in 2007, the quantity of cigarettes smoked per smoker is 16.5 cigarettes / day. 

On the basis of the results obtained in 2004 and 2007 annual survey, the proportion of daily 

smokers experienced a slight increase (from 31% to 33%), particularly in the case of men 

(36% to 42%) and in the capital (32% to 41%) and those living in towns with county rights 

(32% to 45%).  
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According to the 2009 Eurobarometer results obtained from questionnaire survey of 27 EU 

member states, Hungary is situated on the fifth place. The research found that 36% of the 

population smokes regularly or is an occasional smoker, 19% had smoked, but quit and 45% 

of the respondents surveyed have never smoked in their lifetime. 

The previous national GYTS (Global Youth Tobacco Survey) based on the statistics of 2003 

(20), found that 70.7% of the 13-16 years old students have tried cigarettes and 17.7% of them 

were smoking before the age of 10. About one third of the students (33.5%) smoked at the 

time of the inquiry (smoked at least once in the last month). The research results also show 

that gender differences virtually disappeared in the smoking characteristics (31.1% of boys, 

32.7% of girls smoked at the time of the interview). In many western countries the frequency 

of smoking among girls is higher than among boys. These results were also confirmed by the 

GYTS 2008th research. 

 

Regarding to the smoking trial, the researches found that nearly 6 out of 10 students (57.9%) 

have tried cigarettes in their lifetime (boys: 56.5%, girls: 58.4%). Including the ever smokers, 

18% of them have started smoking before the age of 10. Approximately one-quarter of the 

students (23.2%) currently smoke cigarettes (i.e., smoked in the last 30 days). In this regard, 

there is no difference between the two sexes, although the data is alarming that the current 

smoking rate of girls is higher than that for boys. Currently, 13.8% of them consume other 

tobacco products (cigars, miniature cigars, cigarillos, pipes, hookahs, chewing tobacco, snuff). 

In this respect the boys are slightly but significantly higher consumers than the girls (16.8% 

and 10.4%). 

 

Nearly one in five young people who have never smoked (18.5%) expects they will smoke 

within the next year; data for girls in this case are also less favourable than for boys. 

Except the commercial cigarette pack, the adolescents also use other tobacco products (hand-

rolled cigarettes, cigars, miniature cigars, cigarillos, chewing tobacco, pipe tobacco,  

and hookah). The prevalence of hookah is the highest (11.5% of the total sample). The data 

also show that the pipe / hookah use shows significant regional difference: a significantly 

higher proportion of young people in the capital used hookahs compared with the countryside, 

so we are facing a phenomenon that is more present in the capital. By contrast, in the villages 

the consumption of hand-rolled cigarette is widespread (the difference is not significant).  
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As we are concerned for the gender differences we can say that boys used the non-

manufactured tobacco products in a greater proportion than girls (the difference is not 

insignificant). This applies to all surveyed product types. 

 

POLAND 

 

Characteristics of the cigarette smoking epidemic in a population of children and adolescents 

aged 11-19 in Poland. Results of literature overview published within the years 2001/02 – 

2009. 

 

The results of the studies of 2001/2002 (21) shows that in the school year 2001/2002 50%  

of Polish boys aged 11, 13 and 15 undertook attempts to smoke. In the population of Polish 

girls aged 11, 13 and 15, 38% of respondents undertook smoking.  

 

The differences of patterns of smoking initiation between girls and boys are confirmed  

by Polish studies of a local range, at voivodship level (e.g. among adolescents  

of Wielkopolskie voivodship
9
) as well as studies at urban society level (e.g. among 

adolescents in Wrocław) (22).  

 

It results from the quoted studies of 2001/2002 (21) that in Poland in a group of children and 

lower secondary school pupils aged 11. 13 and 15 the average age of tobacco initiation is 11,4 

for boys and 12.7 for girls. (23)(5). In the study about 10% of questioned boys and 5% of girls 

in a population aged 11 – 15 declared regular smoking and 10% boys and 9% girls declared 

occasional smoking. The chart below illustrates the characterised patterns of behaviour. 

 

 

 

 

 

 

 

 

 

                                                 
9
 A. Kostiukow,A. Pioterek, M.D. Głowacka, E.Mojs (2006). Smoking among grammar-school pupils 

in Wielkopolska Province. Problemy Higieny i Epidemiologii. 2007(88), (supl.3)(31) 
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Chart 1. Patterns of cigarette smoking in a population of children and adolescents (aged 11, 13 

and 15) in the HBSC studies realised within the years 2001/2002).  

Cigarette use at the age 11, 13, 15. HBSC Survey 2001/2002 
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The comparative analyses of the results from the subsequent editions of the studies realised 

within the years 1990 – 2006 show: 

 A change of smoking initiation age – at the age of 13 on average i.e. about two years later 

than in the study of 2001/2002. However, 19.0% of boys and 9.0% of girls admit smoking 

initiation at the age of 11 or earlier (24) 

 that in the population of boys: the percentage of boys who at the age of 15 have already 

gone through smoking initiation dropped from 67% in 1990 to 63% in 2006 (25) 

 that in the population of girls: the percentage of girls who at the age of 15 have gone 

through nicotine initiation increased from 44% in 1990 to 55% in 2006 (25) 

 

Research among adolescents in Mokotów district of Warsaw has been the first sign of the 

change regarding smoking prevalence among girls and boys. Results of the study conducted 

within the years 1988 – 2000 show a sudden and significant rise in the percentage of smoking 

girls, from 21% in 1998 to 39 % in 2000 (contrariwise to boys). The most significant rise is 
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seen in the percentage of girls smoking regularly; from 6% in 1988 to 18%  

in 2000. The increase in cigarette smoking among girls has been recognised as a symptom  

of a wider phenomenon, i.e. a general change in teenage girls' lifestyle in the direction  

of undertaking risky behaviours, earlier observed exclusively in boys, such as drinking 

alcohol, using drugs, aggressive behaviour and cruel crimes. (26) 

 

Change in smoking patterns in the youth population aged 15 was shown in 2006 in HBSC 

study realised by the Mother and Child Institute (27) slight decrease in the percentage  

of adolescents smoking daily – 12.4% (including boys 14.9%, girls 10.1% (28) 

 decrease in the percentage of adolescents smoking regularly (i.e. at least once a week) 

from 30.0% in 2001/2002 to 22.6% in 2006 (24) 

 decrease in the frequency on regular smoking from 16.4% in 2001/2002 to 12.4% in 2006 

(24) 

In the same study in an international sample from 32 countries in a parallel age group  

the frequency of regular smoking dropped from 17.4% in 2001/2002 to 13.2% in 2006. (24). 

Results are illustrated in chart 2. 

 

Chart 2. Comparison of cigarette smoking patterns in a population of adolescents aged 15 in HBSC 

studies realised in the years 2001/2002 and 2006. 
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Source: The Minister of Health Report on realisation of the Programme for the Reduction of Health Implications of Smoking 

Tobacco in Poland in 2009, Warsaw, February 2009. 
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The Polish HBSC study of 2006 confirmed the sustaining and adverse general tendency of the 

increase in the percentage of adolescents undertaking attempts to smoke cigarettes together 

with age. In the study 58.9% of 15-year olds declared attempts to smoke (28). 

 

The results from 2006 also confirmed that Polish boys smoke more often than their peers from 

Western Europe. The same study also showed that people starting smoking before the age  

of 13 smoke much more at the age of 15 then those who started smoking later (28). 

 

The relationship is much stronger in the case of girls than boys; girls who start smoking early 

in life smoke over 5 cigarettes a day four times more often than those who started smoking 

later (28). Boys, on the other hand, who start smoking later smoke more, which may be linked 

with different gender related mechanisms of addiction formation. 18.0% of adolescents 

admitted smoking at least once a week or more and no gender related differences were 

observed (24). 

 

The Polish cross-country study conducted within the frame of Global Youth Tobacco Survey 

(GYTS) was also referred to in the (27). According to this review 64% of boys and 53%  

of girls undertook an attempt to smoke at the age of 13-15 in 2003, including 30% boys and 

21% girls before attaining the age of 10. The GYTS study showed that 16% of smoking boys 

and 8% of smoking girls have a cigarette in the morning, after waking up, which is a proof  

of their addiction to tobacco.  

 

The study, just as the HBSC study, showed the prevalence of smoking both in the population 

of boys (19.6%) and girls (17.1%) Over half the smoking adolescents, 50.3% of boys and 

52.7% of girls, were interested in quitting smoking. 

 

The study also showed that the youth possesses knowledge on smoking harmfulness and in 

general understands the preventive sense of smoking ban. The discussed issues are presented 

in chart 3. 
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Chart 3. Prevalence of smoking, declarations on stopping smoking and the level of acceptance of 

the smoking ban by lower secondary school students. 
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Source: data from 2003(http://www.cdc.gov/tobacco/global/gyts/ read in May 2010) 

 

 

Estimation of changes in tobacco smoking prevalence among teenagers was one of the goals 

of the ―The European School Survey Project on Alcohol and Other Drugs‖ - ESPAD study. 

The panel study was conducted in the years 2001 and 2005 in the population of lower 

secondary school students from the town of Iława.  

 

Comparison of the results of both editions showed a reduction in the number of boys and girls 

smoking cigarettes in the studied population; there were over 10% fewer smokers among 

students of first classes of lower secondary schools (aged 13-14) as well as among the 

students of third classes (aged 15-16). The drop in the percentage of lower secondary school 

students smoking daily was two times higher (29). 

 

 

 

http://www.cdc.gov/tobacco/global/gyts/
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Chart 4. Daily cigarette smoking pattern of lower secondary school pupils – the observation of 

the trend in the years 1995-2007   
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Source: data from 2001 and 2005 (http://www.espad.org/espad-reports, read; May 2010) 

 

The results of both discussed studies (HBSC and GYTS) are confirmed  

by environmental studies of various ranges. The study of 2005/2006 in Gorzów Wielkopolski 

may be quoted as a confirming example, where 54.7% of lower secondary school students 

declared experience with tobacco smoking (30). 

 

Studies from the Wielkopolskie Voivodship may serve as another example. The results  

of representative studies on a sample of 579 lower secondary students of the region showed 

that the daily pattern of smoking dominated among the surveyed. The students admitted that 

57.1% of the surveyed smoke 5 cigarettes a day, 15.6% smoke 6 to 10 cigarettes and 27.3% 

over 10 cigarettes. The Poles are aware of tobacco smoking harmfulness and this is the reason 

why 67.5% of them have undertook attempts to quit smoking (31). 

 

Studies and literature on the issue of cigarette smoking in the population of secondary higher 

schools are not so numerous. Most of them describe the issue of prevalence and patterns  

http://www.espad.org/espad-reports
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of smoking and smoking conditioning in a much wider way than in the case of younger 

populations (children form primary and lower secondary schools).   

 

The HBSC study of 2004, including tools to measure psychological conditioning  

of smoking, on a representative cross-country sample of adolescents form higher secondary 

schools (N=3123) showed that 76.3% of males and 70.3% females smoked. The growing with 

age tendency to take up smoking was confirmed: 69.7% of adolescents smoked at the age  

of 16 and 76.3% smoked at the age of 18. The study also proves that smoking is a greater 

problem among urban than among rural adolescents (32). 

 

An example illustrating the statement is the study on Sokółka Poviat adolescents of 2006.  

The general growth tendency to undertake smoking together with age was also confirmed  

by the results in the rural population: 44% of the studied youth aged 17-19 undertook attempts 

to smoke, including 48% of boys and 41% of girls. In the 18-19 age category, boys who have 

not smoked earlier significantly more often than girls undertook such behaviour: 41.3%  

of boys and 39.2% of girls. On the other hand the results of the quoted study showed lower 

percentage of smoking adolescents aged 18-19: 52%, including 26% daily (47).  

 

Summary 

The review of Polish literature published within the years 1996-2009 on the issue of cigarette 

smoking in a population of children and adolescents aged 11-19 shows that the most alarming 

facts are: 

 still early tobacco initiation, on average at the age of 13 (boys at the age of 11.4 and girls 

at the age of 12.7 on average); however, the study results signal the increase  

in the number of children whose initiation took place earlier 

 increase in the number of smoking girls pointed out for the first time in the studies from 

1998 – 2000. The increase in cigarette smoking among girls has been recognised  

as a symptom of a wider phenomenon, i.e. a general change in teenage girls' lifestyle in 

the direction of undertaking risky behaviours, earlier observed exclusively in boys  

 slight drop in the percentage of teenagers smoking cigarettes regularly, which,  

as a positive tendency, was shown in the first years of the 21st century.  
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ROMANIA 

 

Prevalence of active smoking: general population and adolescents 

Despite increasing discussion over the past 10 years about the health risks associated with 

smoking, the overall smoking prevalence in Romania is higher than in the European Union: 

approximately 32% (data from the latest national survey in Romania - Knowledge, Attitudes 

and Practices of the General Romanian Population Regarding Tobacco Use and the Legal 

Provisions, Centre for Politics and Health Services, 2007 (33); one of the reasons being the 

one that through its geographic position Romania belongs to the Balkans: ―land of Europe's 

inveterate smokers‖ as is named by in a France Press article (34). 

 

In the last study conducted at European level, the proportion of respondents who say they 

smoke is 28%, 8% of respondents saying they smoke occasionally and 17% saying they used 

to smoke but now they have stopped (35). 

 

Important data about smoking habits among adolescents has been collected in ESPAD studies 

(studies developed under ESPAD project whose one of the objectives is to provide data that 

can be used as part of the evaluation of the EU action plan on drugs); the last ESPAD 

collected data in spring 2007 and the target population were students born in 1991, with  

a mean age of 15.8 years at the time of data collection. In the survey, 25% of the Romanian 

students (boys - 26% and girls - 23%) reported they had used cigarettes during the last 30 

days (the average for all countries being 29%) on average (36). 

 

The report, Reversing the tobacco epidemic, Saving lives in south-eastern Europe, shows  

a ratio of male to female smoking lower among young people than among adults in Romania, 

implying that smoking is becoming increasingly common among girls and young women.  

The rates of smoking among girls are higher than those among older women, suggesting that 

rates among women are set to increase significantly (37). 

 

A transversal study conducted in Bucharest where the population is diverse and reflects trends 

at the national level, shows that 29% of the mothers with babies less than 9 months of age 

smoke. The prevalence of smoking among Roma mothers is higher compared with non-Roma 



 

 
 

99 

 

mothers. Some 68% of the mothers smoked light cigarettes and 40.3 % incorrectly considered 

them less harmful (38). 

 

There has been found a correlation between the percentage of adolescents‘ cigarette usage and 

the availability of tobacco products in the ESPAD study. For Romania, 58% of boys and 48% 

of girls interviewed have considered that cigarettes are ―fairly easy‖ and ―very easy‖ to obtain 

(36). 

 

When speaking about tobacco consumption, a population is often not taken into consideration, 

namely young workers. A study by Romtens Foundation in 2007 in a Romanian factory 

reveals that the workers under 34 have had a higher proportion of smokers (~56%).  

 

The age of onset for tobacco usage 

In terms of the age of onset for cigarette use, the proportion of boys and girls having tried 

cigarettes at the age of 13 or younger was 29% for all respondents, 36% for boys and 22% for 

girls. 4% of Romanian respondents at the last ESPAD study declared they had smoked 

cigarettes on a daily basis at the age of 13 or younger (36). 

 

The latest national survey in Romania shows that 12% of smokers have begun to smoke at age 

of 15 and 50% of smokers have begun to smoke before the age of 19. 62% of survey‘ 

respondents from the age group of 15-24 have declared that they had tried at least once  

to smoke, the percentage being higher than percentage from other age groups (33). 

 

In the study performed by Romtens Foundation in a Romanian company it has been found 

that half of smokers have already started to smoke before age of 19. The earliest age of onset 

for smoking was 8 years old (39). 

 

Prevalence of passive smoking 

Even if it is firmly established that exposure to second-hand smoke kills non-smokers  

and exacerbates illnesses, unfortunately passive smoking is also represented at higher level  

in Romania: in 2005 an Euro-barometer study indicated the fact that in Romania 91%  

of smokers smoke in their home, 61.5% of smokers smoke at workplace or school, and 38% 
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of smokers smoke in their cars even when they are not alone (40). In these conditions, many 

children and young people – who are particularly vulnerable to exposure to second-hand 

smoke – continue to be exposed to second-hand smoke and to be at risk of developing 

diseases or even dyeing. 

 

It is a fact that the second-hand tobacco effects are unknown or not well understood  

by population and adolescents so one of the needs at community level can be related  

to bringing information or rising awareness on exposure to second-hand tobacco smoke. 

There were not many studies on smoking prevalence in community at the local level but  

it is known that in poor families, the smoking habit, unfortunately, is well represented. 

Children living in workless and poor households are more exposed to smoke than children  

in families with significantly higher incomes. Parents are interested in children‘s health and 

intervention informing them about the risk of active and passive smoking can improve  

the situation of smoking in houses. A survey by Romtens Foundation in a poor Romanian 

community reveals that some of the issues were: increased level of tobacco use (compared 

with the national average), the fact that smoking has a high level of prevalence among 

adolescents and children as well as among adults both men and women (adults are considered 

to have bad influence over the primary school children, 8-10 years old) and also the fact that 

passive smoking is wide-spread (41). 

 

In the latest national survey, the majority of smokers (94%) have declared that they used  

to smoke at home, 66% at workplace and school and 57% in bars, restaurants or other 

locations. 39% of smokers said they have smoked daily in a room with a non-smoker in the 

last week before the survey. 

 

Prevalence of smoking and risk perceived by population and adolescents 

A cross sectional study developed in Timis county area on a representative sample  

of undergraduate students found that 56% of female students and 65% of male students have 

tried cigarette smoking. Smoking one or more packs of cigarettes per day was perceived  

as great risk behaviour by a large proportion of students (78%) and smoking occasionally was 

perceived as great risk by only 16% of the students (42). 
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SLOVAKIA 

 

GYTS 2003, 2007: available on: www.stopfajceniu.sk 

and 

Citation from: Tobacco Control in the Slovak Republic (Tobacco Control: Focus on 

Accession Countries) Comprehensive report on tobacco control in the Slovak Republic, 

prepared for the European Network for Smoking Prevention (ENSP). Author: Blazej Slaby, 

PhD, Stop Smoking-NGO, Slovak National Coalition for Tobacco Control (access on-line:  

www.stopfajceniu.sk). 

 

Health Impact of Tobacco Use 

Consumption, smoking prevalence (in adults in young people) deaths attributed to smoking, 

differences between socio-economic groups, per capita consumption of cigarettes and 

available pharmaceutical treatments. 

 

According to the data collected by the Statistical Office of the Slovak Republic, smoking 

prevalence accounts in 2000 for 46% of adult population (32% regular and 14% occasional 

smokers), in 2002 for 40% adult population (27% regular and 13% occasioanal smokers), in 

2004 for 41% adult population (28% regular & 13% occasioanal smokers), in 2006 for 38% 

adult population (25% regular & 13% occasioanal smokers). The Markant-Advertising 

Agency conducted a socio-economic survey on the occasion of the Slovak Great Smoke-Out 

Day 2002 with similar results. The surveys show that smoking prevalence among regular 

adult smokers fell by 4%, while the number of young smokers has significantly increased. 

This increase is alarming and requires better engagement of governmental and non-

governmental associations in order to deal with it. 

 

Survey conducted by Stop Smoking-NGO (Geat Smoke-Out Day campaign 2002) shows that 

62% of Slovak children smoke their first cigarette between the age of 11 and 13. According to 

the Global Youth Tobacco Survey (GYTS 2003), 25% of schoolchildren aged between 13-15 

consume tobacco products at least once a month and 4% are regular smokers (4,7% boys and 

3,4% girls). The study shows that parental smoking is closely associated with children 

smoking (80%). Children are frequently exposed to media pressure, particularly associated 

http://www.stopfajceniu.sk/
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with adrenaline sport activities, promotional sponsorship of various programs and projects 

attended by children and youth with presentation of adult smokers as an image of public 

success. GYTS in 2007 shows that 28% of schoolchildren aged between 13-15 consume 

tobacco products at least once a month and 8,3% are regular smokers (9,8% boys and 6,2% 

girls), parental smoking is closely associated with children smoking (46%). 

 

Cigarettes kill prematurely 11.000 people in Slovakia a year. The average age of a regular 

smoker is reduced by 8 years. 2.106 oncological patients died from lung cancer in 2001, of 

which 95% were smokers. Lung cancer incidence is within the last 5 years at the standstill and  

is predicted to decrease in near future. On the other hand, the smoking pattern is moving  

to younger age and to female population. 

 

Situation has worsened in prevalence of chronical obstructive lung disease and within five 

years Slovakia has experienced an increase by 0,3% reaching 5,5% among adult population.  

It is estimated by health experts that 10% - 30% of this disease are undiagnosed  

or imperfectly cured. Special attention needs to be devoted to the issue of smoking prevalence 

among females. 

 

Allergic illnesses among children and youth, which have increased during recent years, tends 

to occur in smoking families more often than in families with no smoker. However, any in-

depth surveys, related to the link between smoking and allergic illnesses, have not been 

conducted so far. This will be one of our tasks in the near future. 
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CHAPTER II   

 

Determinants of tobacco use 

among adolescents  

 

 
2.1 Stages in the development of adolescent smoking  

2.2  Theories of smoking acquisition among adolescents  

2.3  Environmental influences on tobacco smoking among  

       young people   

2.4  Individual factors  
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INTRODUCTION 
 

The chapter explores why and under what circumstances adolescents initiate smoking, what 

are the determinants of smoking among adolescents including the influence of the immediate 

environment namely family and friends. The chapter also reviews stages of smoking uptake 

among adolescents reviewing the most widely used behavioural change theories.    

 

Adolescence is the time when models of smoking are in constant change (1). Because most of 

young people enter adolescence as non-smokers, and most future smokers begin smoking 

during this period studies of youth smoking basically examine changes in smoking status. It is 

well accepted that adolescent smokers differ in their progress towards being full daily, regular 

smokers behaving differently in terms of smoking behaviour compared to adult smokers (2).   

 

Many adolescents remain in the experimenter stage for long periods before they become full 

regular smokers. Researchers describe the interval between experimentation and addiction as 

―variable and protracted‖ (2). Slow progress and constant change in the smoking behaviour of 

adolescents allows researchers and practitioners to engage in much work in terms of smoking 

prevention and cessation interventions. There is evidence that any intervention during these 

highly changeable smoking behaviours - even among adolescents who already smoke - could 

prevent an adolescent from becoming a regular adult smoker (2,3).      

 

2.1 Stages in the development of adolescent smoking  

 

By studying developmental stages of adolescent smoking, practitioners are able to tailor 

interventions and activities making the most out of preventive and cessation programs.  

The establishment of smoking in adolescents is a complex process which researchers agree 

involves largely six stages or phases (4).  

 

1. The pre contemplation stage/phase: Adolescents in this phase do not smoke and are 

largely unaware of positive reasons to start smoking or are ignoring pressures  

to smoke.  

2. Contemplation or preparatory stage/phase: During this stage adolescents are starting 

to think about smoking, forming ideas and pictures about what smoking is like way 
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before they actually engage in the habit. In this stage social influences such as media 

exposure through pro tobacco advertisement (TV, movies, magazines etc) and role 

models such as teachers, parents or siblings who smoke have an effect in shaping 

attitudes towards smoking. At this stage adolescents also start to become aware of the 

social pressures imposed indirectly urging them to smoke. According to (5)there are 

also psychological reasons pressuring adolescents to smoke such as (a) a need to be 

cool, tough and independent (self confidence factors) (b) to feel more socially 

accepted by peers or role models (c) to control emotions.  

3. The initiation/tried stage when adolescents try their first cigarettes. Initiation  

is characterised by strong peer influences (stronger than family influences) and  

a desire to be accepted by highly regarded peer groups. Researchers have also found 

that this stage is frequently characterised by poor school performance.  

4. The experimentation phase is characterised by a gradual increase in the number of 

cigarettes smoked and of the variety of situations where adolescents smoke. Although 

adolescents during this phase are not totally committed to smoking negative reactions 

to smoking (such as burning sensation, bitter taste) may start to subside. This is also 

when future smokers will start to learn how to inhale and how to handle a cigarette 

and will start adopting a self image as a smoker. Family influences may become 

stronger during this stage.     

5. The regular smoking phase is characterised by regular but still infrequent smoking of 

cigarettes on most days, or every weekend, or at every party and gathering. 

Researchers maintain that not all adolescents at this stage will progress into 

established daily smoking but a substantial number will. 

6. The established/daily smoker is the adolescent who smokes daily or almost daily and 

experiences dependence and withdrawal symptoms. Researchers maintain that at this 

stage both biological and physiological factors influence the maintenance of smoking.  
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2.2 Theories of smoking acquisition among adolescents  

 

There are a number of behavioural change theories frequently sites by researchers in their 

attempt to understand and explain complex behaviours such as adolescent smoking. In the 

smoking literature the most widely used theories are listed below:  

 

Theory of Triadic Influence (TTI): The theory of Triadic influence states that predictors  

of tobacco use among adolescents spread across 3 broad categories which interact through 

complex processes. These categories are namely (1) interpersonal factors (2) cultural and 

attitudinal factors and (3) social and intrapersonal factors. According to the TTI these socio 

psychological factors have direct and indirect influences on adolescent smoking. Socio 

environmental factors are those mostly examined and which according to researchers using 

this theory are mostly predictive of adolescent smoking. Examples of these factors include 

parents‘ and friends‘ smoking  (6,7). 

 

Social learning model: According to the social learning theory teenagers adopt behaviours 

such as smoking through observing the behaviours of others such as peers or parents as well 

as observing rewards/punishments and favourable/unfavourable situations associated with this 

behaviour (8).  The theory, by underlining the significance of social relations, notices that the 

influence of relations with some people and the influence of the people themselves is stronger 

than others. Parental and peer influence is regarded as primary social factors, and other groups 

of influence as secondary factors. People we have more frequent and more intimate relations 

with are more significant than those the relations are rarer and more superficial. Moreover,  

the relations earlier in life are of greater importance than those later in life. However, when  

an adolescent has already begun using tobacco, his or her own smoking experience  

is becoming more and more significant in determining whether his or her behaviour will be 

persistent or not. Social learning theory predicts that smoking behaviour will strengthen  

if exposure to smoking models and favourable definitions are not offset by negative sanctions 

and unfavourable definitions of tobacco. 

 

Primary socialization theory: Just as in the case of social learning theory, also here the role of 

social context in which an individual learns particular behaviours is underlined. Additionally, 
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the theory indicates the significance of individual and character qualities such as anxiety 

level, self-esteem, sensation seeking and different types of psychopathology. Primary 

socialization theory indicates the significance of relations between teenagers and family, peers 

and school, while through these relations the norms and patterns of behaviour are transmitted. 

When the bonds between youth and others are strong and the direction of influence  

is prosocial, youth are not expected to engage in behaviours such as tobacco use. Media and 

other significant institutions indirectly influence behaviour through their influence  

on significant social contexts the family, school and peers. 

 

Social identity theory: According to this theory behaviour is influenced and determined by 

one‘s self-concept created through fusion of a person's self-images as an individual and as  

a part of a group. (8). Each of the images falls along a continuum where personal 

characteristics falls on one end (‗I am a smoker‘) and social categorical characteristics on the 

other end of the continuum (‗I belong to the smoking group‘). Consequently, the self-concept 

may be more "person oriented" or "group oriented". The extent that one's personal or social 

identity dominates in a given situation determines the behaviour of the individual.  

When personal identity is salient, individuals are expected to act according to their personal 

norms, when social identity is most important, individuals are expected to act in accordance 

with the group. This theory takes also into account comparisons that take place between 

groups. If a comparison results favourably towards the person‘s group the person adopts  

the characteristics of that group. If the opposite group results in being more favourable it is 

possible that the person will copy the behaviours adopted by the other group (8). 

 

Social network theory: Social networks refer to a population that can be identified by specific 

boundaries for instance members of a sports club, students in a classroom etc. The social 

network theory presumes that behaviour of an individual is modified by all other members  

of a social system and that the individual himself or herself is a significant factor modifying 

behaviour of others. An individual's location in the network and a pattern of relations with 

others affects individual's behaviours, perceptions and attitudes. More specifically a person‘s 

location within a specific network affects behaviours, perceptions and attitudes towards 

smoking for example (8).            
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2.3 Environmental influences on tobacco smoking among young people   

 

There are many factors influencing the establishment and development of smoking among 

adolescents. In principle, these factors may be divided into external (environmental) and 

internal (individual) ones. External factors refer to the following:  

 Macro politics 

 Media impact 

 Community 

 Family 

 Peers 

 

Individual factors can be described as follows: features of temperament, emotional and 

cognitive features and others. This group includes also biological determinants such as the 

genetic endowment.  

 

2.3.1 Family influence  

 

A family can be described as a simple community of people living together, united by the ties 

of kinship and mutual direct interactions (obviously, not all elements must be present to call  

a group of people a family – the situation is different in case of adoption or divorce). At the 

same time the relationships between the family members make it possible to see a family as  

a system. Therefore it cannot be reduced to the sum of the elements it consists of. 

Additionally, a family is an open system, meaning that it exchanges information with  

the broader social surroundings. The influence of family members takes place in process  

of behaviour formation of growing up young people, acceptance (identification) or lack  

of acceptance (contra-identification) of patterns, beliefs and behaviours. This process plays  

an important part during the formation of tobacco smoking related attitudes. A family, with its 

determined hierarchy, has for smoking a considerable meaning, since parents establish  

an important pattern of behaviour for the children.  
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Researchers have proven that parental smoking has a significant and growing impact on 

adolescent smoking (1,9-15). Nevertheless, the exact processes and the dynamics of influence 

between family members in relation to tobacco use remain to a great extent unclear (1,10,16).  

 

More specifically, studies looking into the interfamily transmission of smoking – between 

adolescents and adult smokers – have not yielded uniform results. There is clear though 

general consensus that important dynamics are created within a family in terms of smoking 

initiation. Gilman et al ‗s study (10) revealed that active regular smoking of both parents was 

a strong predictor of adolescent smoking and that having parents who smoked for 4 or more 

years increased the likelihood of adolescent offspring being smokers. A father who smoked 

was a strong predictor of smoking outcomes in sons as was permanent residency of father in 

the family house (10).   

 

Also age of exposure to parents who smoked was important as findings show that adolescents 

younger than 13 years had more chances of becoming a smoker. The influence of maternal 

smoking seems to be more influential in terms of smoking outcomes in daughters although 

findings are not consistent across studies (10,16). There are fewer studies examining  

the influence of smoking siblings on smoking outcomes of adolescents but findings have been 

more consistent compared to parental influence especially concerning the predictive influence 

of older siblings on smoking initiation of younger children (16).     

 

When determining family influence on smoking or non-smoking of young people  

an important factor seems to be smoking cessation among parents (or one parent)(17). 

Quitting by parents is correlated with lower chances of their children being smokers, unless 

one of the parents continues smoking particularly when the other parent is the mother (17).  

 

Little attention has been paid to how the influence of parental smoking can differ according to 

the age of the adolescent. Researchers maintain that adolescents are influenced differently by 

their parents in early adolescence compared to late adolescence. There are different theories 

reaffirming the complexity of the issue. Some theorists maintain that parental influence is 

stronger during the early years of adolescence and declines thereafter as teenagers progress 

through adolescence and seek increased autonomy and approval from friends (9,18). Bandura 
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(19) through the social modelling theory supports that adolescents observe and learn parental 

behaviours which may take long before they are actually copied. Bandura (19) explains that as 

teenagers move into late adolescence they maintain a desire to become an adult. This is when 

behaviours considered as adult behaviours such as smoking may become established. 

 

Parental influence becomes even more complicated in terms of adolescent smoking 

transitions. Researchers believe that parental influence through social modelling is stronger  

in the early stages of smoking and specifically during the transition to trying smoking. 

Parental influence is weaker according to the same researchers during the transition from 

experimental smoker to regular daily smoker regardless of the age of the adolescent (9,19).  

In this later stage of smoking transition, physiological and psychological process (the smoking 

experience and culture, withdrawal symptoms) seem to be more influential. There is lack  

of agreement among researchers on these issues with studies yielding controversial findings. 

This fact is attributed mostly to methodological limitations of study designs(9).    

 

There are many other factors, besides parental smoking which may influence the creation  

of smoking behaviour in children. The factors, which are specified as determining more 

frequent use of tobacco (an early initiation, increased probability of smoking in general and 

increased probability of higher status during the late adolescence and adulthood) by the 

youngsters, are as follows (1,20,21): 

 

 Presence of only one parent 

 Lower level of education of the parents 

 Sexual abuse 

 Violent behaviours within family 

 Addiction of a parent 

 Symptoms of depression or other mental illnesses within a family  

 Divorce of the parents 

 Other stress-inducing situations 
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In turn the factors having the probable impact on rarer use of tobacco by the young people 

are: 

 Strong, positive bonds between the adolescents and the parents 

 Authoritarian style of upbringing  

 High level of monitoring by the parents  

 High level of information exchange between the parents and the children 

 Lack of approval for tobacco by the parents 

 

Weak relationships in a family and perceived low level of support is correlated with higher 

risk of tobacco use and higher probability of changing status from an experimenter to a settled 

smoker (1). Researchers suggest that adolescents who have weak relationships with their 

parents will look for support among (tobacco smoking) peers becoming themselves smokers 

(1).  

 

There are other mechanisms through which parents influence their adolescent children‘s 

smoking behaviour. Research has shown for example that certain types of parental styles can 

be protective or counter protective in terms of tobacco use (22). Concerning the use of 

tobacco certain styles of parenting for example positive parenting or authoritative parenting - 

which is defined as high degree of parental warmth and support, firm limit setting, open 

communication, and high levels of supervision -(22), are associated with lower current 

adolescent cigarette smoking(23,24). Specific parenting behaviours that can protect against 

adolescent smoking include expressing negative attitudes towards smoking; discussing about 

smoking; openly disapproving smoking; punishing for smoking; and practising antismoking 

behaviours such as choosing non smoking cafes and restaurants or asking smokers non to 

smoke in their presence(2,25-29).  These behaviours are protective even if parents (or one 

parent) are a current smoker.  

 

Research shows that restricting adolescent cigarette smoking is a promising parenting practice 

which can influence smoking initiation, smoking cessation and also progression from the 

early stages of smoking to regular smoking (2,30). 

 

Ditre and associates (23) revealed that implementing strong smoking restrictive parenting 

techniques were significantly associated with less smoking on weekdays and weekends, 
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waiting longer for the first cigarette, and higher motivation to quit. De Votre and Ginsburg 

(22) also found that parental monitoring (combined parental supervision and parent/child 

communication) is protective against adolescent smoking. Henderson (31) reported that a low 

level of parent monitoring was a powerful predictor of smoking among 7,616 students 

attending 25 schools in Scotland. Finally, it is important to note that studies revealed that 

many parents were not aware of the fact that their children smoked for example Ditre and 

associates (2) revealed that 43% of their study population reported their parents were not 

aware their children were smokers.      

 

In a French study conducted by Choquet and associates (32) findings indicate a strong 

association between parental control and lower substance abuse especially concerning tobacco 

use. Findings were more striking for girls. Strong evidence was also found for parental 

emotional support in association to cigarette consumption (32) and parental expectations 

against cigarette smoking (33).  

 

The influence of parental occupation status and family affluence on addictive behaviours is 

not clear. Results from a study conducted in 28 countries showed that family wealth was not 

straight forwardly connected to regular smoking in adolescents while adolescent smoking was 

more positively related to low professional status in half of the countries (34). 

 

Although complex, family dynamics and their influence on smoking outcomes and smoking 

progression are well established in the literature and have important implications for both 

smoking prevention and cessation interventions and will be taken into consideration in the 

euFAQT project.   

      

2.3.2 Other environmental influences (peers, school, the media and policy)  

 

Other factors besides the family which have an influence on smoking outcomes are peers, the 

school environment, the media, and – indirectly – policy related regulations such as tobacco 

price regulation, tobacco advertising, and restrictions in the sale of tobacco to minors.  
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Peer Influence  

The influence of peers on adolescent smoking outcomes is more established in the literature 

(8,9,12,16,35,36). Having friends who smoke is a strong predictor of adolescent smoking and 

the influence is considered by researchers as direct (12,35,36). Adolescents may chose friends 

who smoke in order to have better access to cigarettes and be able to experiment more easily 

with smoking (33). In multicultural societies peer groups are formed by ethnically diverse 

adolescents. Researchers have found that smoking prevalence as well as access to cigarettes is 

more widespread among these groups (37). 

 

School Influence  

Although it is generally accepted that many adolescents start smoking at school, few studies 

have examined if certain school characteristics or ―school effects‘ influence smoking 

outcomes among students in different schools. School characteristics that seem protective  

in terms of smoking outcomes and may explain why smoking prevalence is higher in certain 

schools compared to others are: degree of involvement of students with education; number  

of teachers students were associated with; smaller schools; school level affluence; strong 

written policy on and enforcement strategies on smoking; ―authoritative‖ schooling style as 

opposed to ‗laissez-faire‖ style; predominant student culture in relation to smoking  (31,38-

41). The effect of school characteristics on adolescent smoking outcomes needs to be 

examined in parallel with socioeconomic status of parents (wealth and education) and 

expectations of parents towards school staff. 

 

The media 

The impact of pro tobacco media on adolescent smoking outcomes is unquestionable (42,43). 

Exposing adolescents to marketing of tobacco products has an influence on tobacco use 

initiation. Studies show that exposure to pro tobacco advertisements and tobacco promotion 

and use in films contributes to the development of positive attitudes, beliefs and expectations 

towards the use of tobacco (43). Wellman and associates (43) quantified the risk reported by 

other studies that children exposed to pro tobacco media and marketing had to initiate tobacco 

use. Findings showed that the odds of becoming a tobacco user more than doubled when 

exposed to pro tobacco related media and marketing suggesting that young people are 

particularly prone to the effects of the media. Marketing and media have an influence also  
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in the progression from the initiation stage to the stage of becoming a heavier smoker 

although the impact is less than it is for the initiation stage. Another study by (43) concluded 

that the use of smoking in entertainment media (films) had a stronger effect on smoking 

initiation while the effects of tobacco and smoking advertising had a stronger effect on 

experimentation following initiation.     

 

A recent study conducted in Australia showed that removing brand information from cigarette 

packages while increasing the size of pictorial health warning messages could decrease 

positive cigarette brand image associations among adolescents which influence smoking 

uptake (44).                 

 

Youth smoke initiation is also influenced by TV viewing as researchers have found a positive 

correlation between adolescent tobacco initiation and long hours of TC watching (45). 

Television is then to be included in the area of threatening behaviours in youth nicotine 

aetiology. Interventions aimed at reducing hours of exposure to TV by young people could 

result in reducing smoking initiation among young people.  

 

Tobacco regulation policies 

The influence of tobacco policies such as pricing of tobacco products, selling tobacco  

to minors or the legal smoking age, have been found to indirectly influence smoking 

outcomes among adolescents. For example Ross and Chaloupka (46) showed that in the USA  

an increase of only 0.50$ could reduce youth demand for cigarettes from 17% to 19%.  

They estimated that the average monthly consumption of cigarettes among US high school 

students would decrease from 163 cigarettes (2003 data) to 157 or 154 cigarettes (46). On the 

contrary raising the legal age for purchasing tobacco products has been found controversial  

as a prevention strategy since very often adolescents obtain cigarettes through friends, 

acquaintances and relatives. Furthermore, in many countries although a law banning sale of 

tobacco to minors exists there are insufficient means to enforce it.    
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2.4 Individual factors 

 

Individual factors influencing tobacco use among adolescents include among others genetic 

predisposition, emotional and cognitive factors. 

 

Genetic predisposition and prenatal factors 

There is a general consensus that genetic factors play an important role in the use of tobacco 

suggesting that there is a gene influence in both the initiation of smoking as well as the 

continuation into becoming a regular, daily smoker. (47). Recently though, researchers have 

been directed into combining environmental and biological factors in trying to explain such 

complex behaviours as smoking. For example they maintain that characteristics of the 

normative environment (authoritative school, religious family, smoking restrictive community 

etc) could act restrictively placing limits upon individuals that are genetically oriented 

towards smoking (47). In other words researchers looking into this interaction maintain that 

the expression of smoking related behaviours which are part genetically caused need to find 

expression in a particular social environment which favours the expression of such 

behaviours. The environment is thus perceived as an enabling factor and not a controlling 

mechanism (47).  

 

There is some evidence that the prenatal period may have an influence on later smoking since 

children of mothers who smoked during pregnancy became smokers themselves (1). Girls, 

whose mothers smoked while pregnant, showed a higher inclination towards smoking during 

adolescence but this could also be partially influenced by emotional-behavioural problems. 

There is a hypothesis that prenatal exposure to tobacco smoke (active or passive smoking by  

a mother), may result in the creation of a hidden addiction for girls, which is activated later in 

life by being exposed to tobacco smoke (1). 

 

Emotional and cognitive determinants 

Individual determinants of adolescent smoking also include psychological factors which are 

basically cognitive and emotional in nature. Cognitive determinants are knowledge and 

beliefs referring to smoking, while emotional determinants are non-cognitive agents, which 
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motivate smoking such as perceived stress, depression, or a need for connecting to a group 

etc.  

 

Individual determinants of smoking have been searched for for a relatively long time.  

The former research has been focused, using the psychoanalytic concepts, on orality,  

on emotional labiality etc. Smokers have turned out to be more defiant, impetuous, thrill-and-

danger seeking, emotionally labile and preoccupied with oral concerns then non smokers are 

(48). 

 

A contemporary study of five personality variables (Rebelliousness, Risk Taking, Problem 

Helplessness, Affect Regulation, Early Maturation and susceptibility to Peer Compliance and 

Peer Approval) in children aged 10 – 11 lat shows that only rebelliousness and risk taking are 

the predictor of smoking at the age of 16 – 17 (49). 

 

Higher levels of neuroticism, extraversion and lower levels of emotional stability have been 

found to generally predict smoking among adolescents (50). Pathological states, such as mood 

disorders, may also influence the uptake of smoking among adolescents (21,51).  

The influence of tobacco smoking on the future psychological wellbeing is another striking 

factor studied among adolescents (52).  

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              

Weight concern and weight status are among the most known and accepted risk factors  

of adolescent smoking (53). Being overweight or perceiving one‘s self as being overweight 

are independent predictors of smoking (53),(50). Young people, who believe that smoking 

may help them in losing weight, have many more chances of becoming smokers. In turn,  

a belief that smokers are less attractive may act as a preventive factor. Attractiveness and 

body weight (combined) seem to be especially important for younger groups. 

 

Considering cognitive factors it is worth paying attention to the fact that usually smoking-

related attitudes are created by smoking behaviour, and not the other way round. (54).  

It indicates a greater significance of habits and modelling and conditionally emotional factors 

than purely cognitive factors. 
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INTRODUCTION 
 

Smoking bans are public policies, including criminal laws and occupational safety and health 

regulations, which prohibit tobacco smoking in workplaces and/or other public spaces. 

Legislation may also define smoking as more generally being the carrying or possessing  

of any lit tobacco product
10

.
 

 

The rationale for smoke-free laws is to protect people from the effects of second-hand smoke, 

which include an increased risk of heart disease, cancer, emphysema, and other diseases.
 

 

Laws implementing bans on indoor smoking have been introduced by many countries  

in various forms over the years, with some legislators citing scientific evidence that shows 

tobacco smoking is harmful to the smokers themselves and to those inhaling second-hand 

smoke. 

 

In addition, such laws may lower health care costs in the short term (but may actually increase 

them in the long term, since smokers who die sooner no longer use health care)
11

 improve 

work productivity, and lower the overall cost of labor in a community, thus making  

a community more attractive for employers.  

 

Additional rationales for smoking restrictions include reduced risk of fire in areas with 

explosive hazards; cleanliness in places where food, pharmaceuticals, semiconductors,  

or precision instruments and machinery are produced; decreased legal liability; potentially 

reduced energy use via decreased ventilation needs; reduced quantities of litter; healthier 

environments; and giving smokers incentive to quit. 

 

 

 

 

                                                 
10
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3.1 WHO Framework Convention Tobacco Control 
 

 

3.1.1 FCTC – overview 

 

The WHO Framework Convention on Tobacco Control (FCTC) was introduced in response  

to concerns about the tobacco epidemic. It was adopted by the World Health Assembly on 21 

May 2003 and entered into force on 27 February 2005
12

.  It is the world’s first international 

treaty for public health. It has been ratified already by 171 countries. The latest one  

is Tunisia, where FCTC was entered into force on 5
th 

of September 2010. The main goal for 

FCTC is to identify key interventions efficient enough to ensure proper protection of present  

and future generations from the health, environmental, social, and economic consequences  

of tobacco consumption and exposure to tobacco smoke. FCTC aims also to ensure  

that tobacco manufacturers cannot take advantage of less strict regulatory environments  

in the developing world
13

. FCTC contains particular provisions focused on reduction  

of tobacco‘s demand and supply such as price and tax measures or non-price measures  

to reduce the demand for tobacco like for example:  

 Protection from exposure to tobacco smoke; 

 Regulation of the contents of tobacco products; 

 Regulation of tobacco product disclosures; 

 Packaging and labelling of tobacco products; 

 Education, communication, training and public awareness; 

 Tobacco advertising, promotion and sponsorship;  

 Demand reduction measures concerning tobacco dependence and cessation 

 

or core supply reduction provisions such as: 

 

 Illicit trade in tobacco products; 

 Sales to and by minors;  

 Provision of support for economically viable alternative activities 

 

                                                 
12

 http://www.who.int/fctc/en/ 
13

 http://www.smokefreepartnership.eu/Spotlight-on-the-FCTC-issue-1 
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Worth mentioning are also the provisions setting out mechanisms for scientific and technical 

cooperation and exchange of information
14

. 

 

3.1.2 History of the FCTC 

As it‘s written in Annex 2 to the FCTC, the idea of an international instrument for tobacco 

was initiated with the adoption of Resolution WHA 48.11 in May 1995, requesting  

the Director-General to report to the Forty-ninth Session of the World Health Assembly  

on the feasibility of developing an international instrument such as guidelines, a declaration, 

or an international convention on tobacco control
15

. Later that year, the Forty-ninth Session  

of the WHA adopted Resolution WHA49.17, "International framework convention for 

tobacco control". As a result of this resolution, WHO's first treaty-making enterprise was 

formally launched. Starting from 2000 when the Negotiating Body has been created there 

were six sessions of that body with the last one in 2003 resulting with the final draft of the 

WHO Framework Convention on Tobacco Control. Then, as it was already mentioned, FCTC 

was adopted by the 56
th

 World Health Assembly on 21 May 2003. 

 

 

3.1.3 Parties to the FCTC 

 

After its adoption FCTC was open for signature until 29 June 2004. Some of the 171 States 

which signed the WHO FCTC during this period are listed below
16

, some examples: 

Participant  Signature date  

Ratification, Acceptance (A), 

Approval (AA), Formal 

confirmation (c), Accession (a), 

Succession (d)  

Austria 28 August 2003 15 September 2005 

Belgium 22 January 2004 1 November 2005  

Bulgaria  22 December 2003 7 November 2005 

Cyprus 24 May 2004 26 October 2005 

Czech Republic 16 June 2003  

                                                 
14

 WHO Framework Convention Tobacco Control, p.6 

(http://whqlibdoc.who.int/publications/2003/9241591013.pdf) 
15

 WHO Framework Convention Tobacco Control, p. 40 
16

 http://www.who.int/fctc/signatories_parties/en/index.html 
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Participant  Signature date  

Ratification, Acceptance (A), 

Approval (AA), Formal 

confirmation (c), Accession (a), 

Succession (d)  

Denmark² 16 June 2003 16 December 2004 

Estonia 8 June 2004 27 July 2005 

European 

Community 
16 June 2003 30 June 2005 c 

Finland 16 June 2003 24 January 2005 

France 16 June 2003 19 October 2004 AA 

Germany 24 October 2003 16 December 2004 

Greece 16 June 2003 27 January 2006 

Hungary 16 June 2003 7 April 2004 

Iceland 16 June 2003 14 June 2004 

Ireland 16 September 2003 7 November 2005 

Italy 16 June 2003 2 July 2008 

Latvia 10 May 2004 10 February 2005 

Lithuania 22 September 2003 16 December 2004 

Netherlands 16 June 2003 27 January 2005 A 

Poland 14 June 2004 15 September 2006 

Portugal 9 January 2004 8 November 2005 AA 

Romania 25 June 2004 27 January 2006 

Slovakia 19 December 2003 4 May 2004 

Slovenia 25 September 2003 15 March 2005 

Spain 16 June 2003 11 January 2005 

Sweden 16 June 2003 7 July 2005 

Switzerland 25 June 2004  

Turkey 28 April 2004 31 December 2004 
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Participant  Signature date  

Ratification, Acceptance (A), 

Approval (AA), Formal 

confirmation (c), Accession (a), 

Succession (d)  

Ukraine 25 June 2004 6 June 2006 

United Kingdom of 

Great Britain and 

Northern Ireland 

16 June 2003 16 December 2004 

(updated on 10 

June 2010) 
  

 

3.1.4 FCTC – some conclusions from today’s perspective 

 

In 2009 WHO has issued Summary Report on global progress in implementation of the WHO 

Framework Convention on Tobacco Control. That particular publication contains some 

interesting conclusions. Among them we can highlight especially that: 

 

 Implementation levels continue to vary substantially between different policy 

measures. Overall, Parties have reported high implementation rates for measures  

on packaging and labeling (Article 11), sales to and by minors (Article 16), and 

education, communication, training and public awareness (Article 12). Rates remain 

low in other such areas as disclosure of marketing expenditures by the tobacco 

industry (Article 13), programmes promoting treatment of tobacco dependence  

and cessation (Article 14), provision of support for economically viable alternative 

activities (Article 17), and the use of litigation as a tool for tobacco control (Article 

19)
17

 

 Implementation rates also differ within particular policy areas according to different 

elements and settings: high for advertising bans or restrictions at national level 

compared to the relatively low current rates for cross-border advertising (Article 13); 

and high for smoking bans in government buildings and health-care facilities  

in contrast to the much lower rates in the entertainment and hospitality sectors (Article 

8) 

                                                 
17

 2009 Summary Report on global progress in implementation of the WHO Framework Convention on Tobacco 

Control, p. 30,  (http://www.who.int/fctc/FCTC-2009-1-en.pdf) 

http://www.who.int/fctc/FCTC-2009-1-en.pdf
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 The reports have revealed that most of the Parties need to devote more attention  

to measures with a particular potential to affect overall tobacco-control policy  

and tobacco use, such as the protection of public-health policies from interference  

by the tobacco industry (Article 5.3) and the promotion of cessation (Article 14) 

 

It should also be mentioned that issues concerning international collaboration, exchange  

of information and mutual assistance – critical elements of the Framework Convention which 

stress the global nature of the problem and the need for action – remain underreported, 

although the picture is improving compared with the previous global progress report
18

. 

 

To sum it up very briefly we have to say that the WHO FCTC have started a process that  

has resulted in visible differences at national level, but the success of the FCTC as a rescue 

for public health will depend on the political commitment of national governments  

and international authorities such as the EU over the next years. 

 

3.2 EU regulation 

 

3.2.1 Introduction 

 

Over the past several years, a number of EU countries have enacted strong smokefree air laws 

that ban smoking in virtually all indoor workplaces and public places, including bars, pubs 

and restaurants. More than 200 million European citizens are currently protected by good 

national smokefree law. 

 

All EU Member States currently have some form of regulation aimed at limiting exposure  

to second-hand smoke. The scope and character of these regulations differ widely: 

 Total bans on smoking in all enclosed public places and workplaces, including bars  

and restaurants, are so far in place in Ireland and the United Kingdom 

 Italy, Malta, Sweden, Latvia, Finland, Slovenia, France and the Netherlands have 

introduced smoke-free legislation allowing for special enclosed smoking rooms.  

The experience of these and other countries has proven that smokefree air laws  

                                                 
18

 2009 Summary Report on global progress in implementation of the WHO Framework Convention on Tobacco 

Control, p. 31,  (http://www.who.int/fctc/FCTC-2009-1-en.pdf) 

http://www.who.int/fctc/FCTC-2009-1-en.pdf
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are effective, popular, enforceable and inexpensive. Also the public acceptance  

of smoke-free air laws is extremely high, even among smokers 

 The latest country who introduced a smoke free law is Romania: Starting in January 1, 

2009, smoking in public places will only be allowed in special ventilated rooms which 

don‘t serve as transit or access spaces. 

 

In more than half of the Member States, citizens and workers are still not fully protected from 

exposure to tobacco smoke in indoor workplaces and public places. Bars and restaurants are  

a particularly difficult area of regulation
19

. 

 

3.2.2 Smoking bans at public places related on the example of selected European 

countries 

 

3.2.2.1 Austria 

Tobacco legislation was introduced in 2001 and has been subject to several amendments since 

then. Austria has implemented several laws which limit or outlaw smoking in certain areas: 

 Smoking is prohibited in all offices with certain exceptions such as bars, discos, 

restaurants etc. If all employees agree on allowing smoking in a work place, smoking may 

continue 

 Smoking was banned from all trains and train stations when Germany introduced such  

a ban in 2007
20

 

 As of January 2009, a new law was put in place which mandates all restaurants, bars, 

discos and pubs which are larger than 80m² to introduce smoking rooms and non-smoking 

rooms. Below 50m² the owner may opt to either be a smoking or non-smoking place, 

between 50m² and 80m² there is an option under certain circumstances. The law provides 

for a very long transition phase
21

 

                                                 
19

 http://www.smokefreepartnership.eu/Smoke-free-legislation-in-the-EU 

 
20

 http://www.monstersandcritics.com/news/europe/news/article_1350131.php 

 
21

 http://www.cnn.com/2009/TRAVEL/getaways/03/05/austria.germany.travel/index.html 

 

http://www.smokefreepartnership.eu/Smoke-free-legislation-in-the-EU
http://www.monstersandcritics.com/news/europe/news/article_1350131.php
http://www.cnn.com/2009/TRAVEL/getaways/03/05/austria.germany.travel/index.html
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3.2.2.2 Belgium 

At the year of 2005: Companies should have implemented smoking plans to discourage 

smoking. 

 January 2006: Smoking prohibited in the work area 

 January 2007: Smoking banned in restaurants and bars, except in the ones that serve "light 

meals" (e.g. cold meals, pizzas and warm meals that are served with bread instead  

of French fries) and have less of 30% of their sales from food servings. Small bars are also 

not included in the ban. Most large bars, such as concert venues, do little to enforce  

the ban 

 September 2008: Smoking no longer allowed in schools 

 January 2010: After a general smoking ban, including all types of bars had been 

discussed, this has been watered down to a smoking ban applying only when food  

is served
22

 

3.2.2.3 Cyprus 

On 9 July 2009 Cyprus passed a new law, tightening up ineffective 2002 legislation, that will 

ban smoking in bars, restaurants, nightclubs and workplaces effective 1 January 2010
23

. Since 

the introduction of the smoking ban on the 1 January 2010, compliance levels have been very 

encouraging.  

 

3.2.2.4 Denmark 

Since 15 August 2007, smoking in hospitality facilities, restaurants, bars, clubs, public 

transport, and all private and public workplaces has been banned. Exemptions to the law  

are bars with a floor space less than 40 m² and offices only used by a single employee. 

Separate smoking rooms are allowed in hospitality facilities as long as no food or beverage  

is served there. The law has caused much controversy and is as of November 2007 not fully 

enforced. Freetown Christiania is exempt from the ban. The law is set for revision in 2009
24

.
  

                                                 
22

 http://www.nieuwsblad.be/Article/Detail.aspx?ArticleID=G692344PG 

 
23

 http://news.yahoo.com/s/afp/cyprussmokinghealth 

 
24

 http://www.jp.dk/kbh/artikel:aid=4307326/ 

 

http://www.nieuwsblad.be/Article/Detail.aspx?ArticleID=G692344PG
http://news.yahoo.com/s/afp/cyprussmokinghealth
http://www.jp.dk/kbh/artikel:aid=4307326/
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3.2.2.5 England 

 

England become smokefree on July 1, 2007. The entire UK is now smokefree, making  

it the world‘s most populated smokefree jurisdiction.  

3.2.2.6 Estonia 

Smoking has been banned within indoor public areas and workplaces since 4 June 2005, 

except in restaurants. Later a ban on smoking in bars, restaurants, coffee shops and nightclubs 

started on 5 June 2007 (however still allowed in isolated smoking rooms). 

 

3.2.2.7 Finland 

Smoking has been banned in indoor public areas and workplaces from 1 March 1995, except 

in specially designated smoking rooms; restaurants were included in 2007. Legislation aimed 

towards voluntary prevention of secondary smoking was enacted, but it was not successful. 

Dividing a restaurant into a smoking and non-smoking section was also an ineffective 

measure. Smoking has been banned in all indoor public and workplaces, including bars, cafes, 

clubs and restaurants from 1 June 2007, except in those places which have been permitted  

a transition period of up to two years. Smoking in bars and trains is still allowed in enclosed 

smoking booths, where you can't serve or take any food or drink. As of early 2010, Finland 

plans to phase out smoking completely. 

 

3.2.2.8 France 

Smokefree legislation came into effect in France, on 1 February 2007, tightened the existing 

ban on smoking in public places found in the 1991 Évin law
25

, which contains a variety  

of measures against alcoholism and tobacco consumption. It is named after Claude Évin,  

the minister who pushed for it. The law leaves certain important criteria on what is allowed  

or not with respect to smoking sections to executive-issued regulations, and it is those 

regulations that were altered in 2007. 

 

Smoking is now banned in all public places (stations, museums, etc.); an exception exists  

for special smoking rooms fulfilling strict conditions. However, a special exemption was 

                                                 
25

 http://www.legifrance.gouv.fr/texteconsolide/ADEAN.htm 

 

http://www.legifrance.gouv.fr/texteconsolide/ADEAN.htm
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made for cafés and restaurants, clubs, casinos, bars, etc. until 1 January 2008
26

, although  

the French government allowed a day of reflection on New Year's Day
27

. 

3.2.2.9 Ireland 

Ireland became the first country in the world to institute an outright ban on smoking in 

workplaces on 29 March 2004. From that date onwards, under the Public Health (Tobacco) 

Acts, it has been illegal to smoke in all enclosed workplaces. The ban is strictly enforced and 

includes bars, restaurants, clubs, offices, public buildings, company cars, trucks, taxis and 

vans - and within a three meter radius to the entrances of these locations. The law does not 

apply to prisons, nursing homes, psychiatric wards and some hotel rooms.  

 

Before the total ban, smoking was already outlawed in public buildings, hospitals, schools, 

restaurant kitchens, and on aircrafts and some trains (Intercity trains provided smokers' 

carriages)
28

. 

 

On 18 July 2008, Irish Fine Gael MEP Avril Doyle proposed in a committee in the European 

Parliament, that she would like to see an EU-wide ban on cigarettes and cigars by 2025
29

. 

 

On 1 July 2009, Ireland banned in-store tobacco advertising and displays of tobacco products 

at retail outlets and new controls on tobacco vending machines were also introduced.  

At the same time a ban on the sale of packets of 10 cigarettes was introduced. Tobacco 

advertising had already been banned from radio, television and on billboards beforehand.  

Signs must also be shown informing customers that tobacco is sold at the premises.  

Ireland was the first country in the EU and third in the world (after Canada and Iceland) 

to introduce such measures, which are punishable with a fine of €3,000 and/or a six month 

prison sentence.  

 

                                                 
26

 http://www.legifrance.gouv.fr/texteconsolide/SQHYN.htm 

 
27

 http://news.bbc.co.uk/1/hi/world/europe/7163178.stm  
28

 http://www.eu2004.ie/templates/standard.asp?sNavlocator=3,242,455 

 
29

 EUObserver MEP calls for EU ban on cigarettes by 2025 18 July 2008 

http://www.legifrance.gouv.fr/texteconsolide/SQHYN.htm
http://news.bbc.co.uk/1/hi/world/europe/7163178.stm
http://www.eu2004.ie/templates/standard.asp?sNavlocator=3,242,455
http://euobserver.com/9/26515
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However, specialist tobacco shops (of which there are fewer than six) are exempt from  

the new rules; all retailers selling tobacco must register with the Health Service Executive  

and the new laws will be enforced by environmental health officers. 

 

3.2.2.10 Italy 

Italy was the fourth country in the world to enact a nationwide smoking ban. Since 10 

January 2005 it is forbidden to smoke in all public indoor spaces, including bars, cafés, 

restaurants and discos. However, special smoking rooms are allowed. Only 1% of all public 

establishments have opted for setting up a smoking room. Smoking is also forbidden in all 

enclosed workplaces - this includes also trains and underground stations. 

 

3.2.2.11 Netherlands 

Smoking of tobacco is prohibited by law in all public buildings and in public transport.  

As of 1 January 2004 every employee has the right to work in a smoke-free environment. 

Tobacco legislation states that employers are obliged to take measures to ensure that 

employees are able to carry out their work without being bothered or affected by smoke from 

others.  

 

On 1 January 2008 Amsterdam Airport Schiphol became the first European airport with  

a total smoking ban, however since August 2008 smoking has been allowed in designated 

smoking rooms.  

 

Since 1 July 2008 the smoking ban also applies to all hotels, restaurants, bars and cafes  

in the Netherlands. Separate smoking rooms are allowed in hospitality facilities as long  

as no food or beverage is served there. All forms of tobacco advertising, promotion  

or sponsorship are prohibited. Smoking of cannabis (Marijuana and Hashish) in coffee-shops 

is permitted as long as it is not mixed with tobacco. 

 

3.2.2.12 Portugal 

On 3 May 2007, the Portuguese parliament made a law banning smoking in all public places, 

except when proper air-ventilation systems are provided. It went into effect 1 January 2008.  
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The legal age to purchase tobacco is 18
30

. 

 

3.2.2.13 Slovenia 

On 22 June 2007, the Slovenian National Assembly approved a law prohibiting smoking  

in all indoor public and work places, effective 5 August 2007. Exempted from the ban are 

"open public areas, special smoking hotel rooms, special smoking areas in elderly care centres  

and jails, and special smoking chambers in bars and other work places.  

The law also raised the minimum age to purchase tobacco products from 15 to 18  

and mandated that tobacco labels carry the telephone number of a quit-smoking hotline. 

 

3.2.2.14 Spain 

As of 1 January 2006 Spanish law bans smoking in offices, shops, schools, hospitals, cultural 

centres and on public transport, including stations and airports. The law also states that 

restaurants and bars over 100 m² can designate a smoking area, but that it has to be physically 

separated and may occupy at most 30% of the total floor space of the establishment. 

Additionally, the law prohibits the sale of tobacco products to persons under 18 years of age 

and limits the places in which tobacco can be sold
31

  

 

A new, stricter law has been already announced by the government, during the Spanish EU-

Presidency. Smoking will be banned in every indoor public places, including bars, clubs  

and restaurants before the end of 2010. 

 

3.2.2.15 Sweden 

In Sweden, smoking was banned in restaurants, cafes, bars and nightclubs in June 2005. 

Smoking rooms are, however, allowed in these institutions. The smoking rooms contains  

a few restrictions; no serving or consumption of food or beverages are allowed in the smoking 

rooms and it may not cover more than 25% of the institution's total area. The ban was very 

popular amongst the population and even the industries affected
32

. In January 2008, The 

                                                 
30

 http://www.alertnet.org/thenews/newsdesk/L03723356.htm 

 
31

 http://tobaccocontrol.bmj.com/cgi/content/extract/15/2/79 

 
32

 http://www.sweden.se/templates/cs/Article____13429.aspx 

http://www.alertnet.org/thenews/newsdesk/L03723356.htm
http://tobaccocontrol.bmj.com/cgi/content/extract/15/2/79
http://www.sweden.se/templates/cs/Article____13429.aspx
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Swedish Prison and Probation Service banned smoking indoors  

in prisons
33

. 

 

3.2.2.16 Turkey 

Turkey currently bans smoking in government offices, workplaces, bars, restaurants, cafes, 

shopping malls, schools, hospitals, and all forms of public transport, including trains, taxis 

and ferries
34

. Smoking was first banned in 1997 in public buildings with more than four 

workers, as well  

as planes and public buses
35

. 

 

On 3 January 2008, Turkey passed a law banning smoking in all indoor spaces including bars, 

cafés and restaurants. It also bans smoking in sports stadia, and the gardens of mosques  

and hospitals. The smoking ban came into force on 19 May 2008; however, bars, restaurants 

and cafes were exempted until mid-July 2009. On 19 July 2009, Turkey extended the indoor 

public smoking ban to include bars, restaurants, village coffeehouses and nargile (hookah) 

bars
36

. 

3.2.2.17 United Kingdom 

Smoking bans were introduced in each country of the United Kingdom separately as decided 

by the devolved administrations in Scotland, Wales and Northern Ireland, and the  

U Parliament acting for England. Since 1 July 2007 smoking bans have been in effect across 

the whole of the UK. 

3.2.2.18 England 

Smoking became banned in indoor public places in England, including workplaces, bars, 

clubs and restaurants, from 1 July 2007. Some places, such as certain smoking hotel rooms, 

nursing homes, prisons, submarines, offshore oil rigs, and stages/television sets (if needed  

                                                                                                                                                         
 
33

 http://www.kriminalvarden.se/templates/KVV_InfopageGeneral.aspx?id=4846 

 
34

 http://news.bbc.co.uk/2/hi/europe/8157747.stm 

 
35

 http://www.turkishdailynews.com.tr/article.php?enewsid=92824 

 
36

 http://news.bbc.co.uk/1/hi/world/europe/7407985.stm 
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for the performance) are excluded. Palaces were also excluded
37

, although members  

of the House of Commons and the House of Lords agreed to ban all smoking in the Palace  

of Westminster
38

. 

 

3.2.3 Lack of smoking bans 

Some countries have no legislation against smoking whatsoever. These countries include 

Cameroon, Central African Republic, Chad, and many other countries in Central and Western 

Africa, where people can smoke wherever they want and often culture is in favor  

of the smoker. 

 

3.3 euFAQT countries 
 

In central and eastern Europe the participation of non-government organisations and local 

communities in tobacco control is still limited. These countries have to apply  

for government or European Union support and, in many cases, are too weak to contribute 

separately to these programs. 

 

 

3.3.1 BULGARIA (acc. Bulgarian Country Report) 

 

Tobacco control in childhood and adolescence Legislative measures aimed to reduce tobacco 

smoking among young people. 

 

The main directions in tobacco control in childhood include measures to restrain the access  

of children to tobacco products, measures to secure the right of children to live and grow  

up in an environment free from tobacco smoke and  measures to destroy the false image  

of tobacco smoking as a ―normal‖, social prestigious and permitted by the law behavior. 

                                                 
37

 http://www.parliament.the-stationery-office.co.uk/pa/jt199899/jtselect/jtpriv/43/4309.htm 

 
38

 http://news.bbc.co.uk/1/hi/uk_politics/6273830.stm 

 

http://www.parliament.the-stationery-office.co.uk/pa/jt199899/jtselect/jtpriv/43/4309.htm
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Quite conditionally we can divide legislative measures in 2 directions: measures directly 

associated with child smoking and measures indirectly influencing smoking in childhood. 

А. Legislative measures directly associates with child smoking 

Legislative acts associated with advertising and sponsorship of tobacco goods; smoking  

in workplaces and public places; in health and educational premises forms of retail trade  

of tobacco goods, including minimal age of purchase; forms of indirect retail trade etc.; 

 

Legislative acts, determining so called ―identification and legal regulation of the products‖ 

including information for the consumer as regards the level (concentration) of the harmful  

and toxic substances in cigarettes (nicotine, tar, carbon monoxide), the possible negative 

consequences for health from the usage; here are included the so called health warnings:;  

the determined number of pieces of cigarettes in a consumer package  and the ban of purchase 

of cigarette packs with broken entity of the consumer package, sell of single pieces  

of cigarettes etc. 

 

All of the measures mentioned here and mostly in the last part are significant  

for the population as a whole but have greater significance for the youth population  

for restricting youth access to cigarettes, children‘s direct information but also the information 

for parents, teachers, pedagogues, governmental institutions and society for adopting  

the necessary measures for protection of children. 

 

B. To the second part of legislative measures belong the fiscal measures, mostly the excise 

duties, measures against smuggling and illegal import in which on the ways of fiscal  

and legal- regulatory mechanisms can be achieved limitation of accessibility of the product.  
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1. Legislative measures directly associated with youth smoking  

1.1 Advertising and Sponsorship  

Legal regulation is accomplished by the Radio and TV act and the Health Act  

The Radio and TV Act (Promulgated in the SG N 138/24 November 1998)  

• Advertising cannot encourage behavior harmful for the health or personal security  

of citizen, a well as behavior that destroy environment  ( Art. 75/2/) 

• In advertisements directly pointed out to children or in which children  

are participating everything that is influencing negatively for their physical, mental 

and moral development must be avoided 

• Advertising directed to children must not call minors to buy goods taking advantage  

of their immaturity and trustfulness (Art. 76/4, paragraph 1) 

• Advertisements cannot use means of subconscious inspirations (Art.77/1) 

• Hidden advertisement is forbidden (Art. 77/2); and the most important texts 

• Any advertisement of cigarette goods and tobacco smoking is banned (Art.80/2)  

and for the sponsorship 

• Sponsors for broadcasts and TV cannot be people whose basic activity is production  

of goods and services  prohibited for advertising (Art.90/2) 

 

At the moment all legislative texts concerning advertising and sponsorship are included 

basically in the Tobacco and Tobacco Goods Act (Promulgated in SG N 101/30 November 

1993). 

Below are mentioning the most significant texts, related to children’s smoking. 

Art. 35(1). Advertising of tobacco and tobacco goods is prohibited with the exception of: 
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1. Territories of enterprises, where tobacco or  tobacco products are produced 

(processed)  

and sites where retail trade with tobacco and tobacco products is carried out. 

2. Use of brand mark, in the advertising of which does not take part persons below 18 

years and the advertisement is not dedicated or directed to them. 

3. Places or events to which access of persons below 18 is prohibited. 

4. Advertising of tobacco and tobacco goods in radio and TV broadcasts is prohibited. 

5. Advertising of tobacco and tobacco goods in the press and other printed editions  

and through the services of the information society is admitted only for publications 

(professional ones, in tobacco industry and trade, third countries not belonging to the 

EU market etc.). 

6. Any other advertising of tobacco and tobacco goods in the press and other printed 

editions and through the services of the information society is prohibited. 

7. Sponsorship from persons whose basic subject of activity is production or trade with 

tobacco and tobacco products is prohibited. (places and events are indicated). 

8. Any form of distribution of tobacco products according to cases pointed out in 

paragraph 5, point2 aimed to direct or indirect popularizing of tobacco goods is 

prohibited. 

9. Art.50. For breaches and violations of the regulations in Art.35 penalties vary in 

between 15000 up to 50 000 plus a property sanction from 50 000 to 100 000 lv.  

(BGN).  

 

1.2 Smoking in workplaces and public places, educational and health establishments.  

Legislative regulation of the problem: 

 The Health Act (Promulgated in SG N 70/10.08.2000, enforced from 01.01.2005; 

 Regulation for the conditions and order by which is admitted as an exception tobacco 

smoking in detached zones of work places and covered public places (adopted with 

Governmental Decree N 329/2004, Promulgated in SG N 11/2004) 
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The Health Act 

Art..56/1/.Tobacco smoking should be banned in covered public places including public 

transport and covered workplaces; 

/2/. The Council of Ministers should determine by a Regulation the conditions and terms  

in which tobacco smoking should be admitted in detached areas of places according  

to paragraph 1. 

Art. 218 (1). Whoever violates art.54 and Art.56 should be punished  by a fine of 50 t0 100 lv 

BGN, for repeated breaches the penalty should be in between 100 t0 300 lv. BGN. 

 

1.3 Tobacco trade on the domestic market 

In this part we are regarding the legislative texts regulating the minimal age of purchase,  

the places in which selling cigarettes should be banned, the policy towards the forms  

of indirect trade (free samples, vending machines, order by post or Internet), consumer 

packages etc. We can say that relatively better is regulated legally the minimal age  

of purchase but the problem is that it is not observed.  

 

The Tobacco and Tobacco Products Act, in Chapter 10- Trade with processed tobacco  

and tobacco  products (amended 1998),  art. 29and 30 determine the terms and conditions  

for trade on the domestic market and the control over the sales of tobacco products. Prices  

of cigarettes are fixed with a decree of the Council of Ministers.  

 

More important for us is the legal text in art. 30 /2/, in which are pointed out all important 

bans of sale of tobacco products. Such are: paragraph №1- on the territory of nurseries  

and kindergartens, schools, dormitories and boarding houses for pupils, health  

and educational establishments. Paragraph 2- bans tobacco sales to and by minors below 18; 

paragraph 3- bans sale of cigarettes from a broken entity of the consumer package; Para 5 –

which don‘t correspond to the health requirements; Para 10- prohibits selling cigarettes  

as loose goods, open packs and single pieces; 

 

Other paragraphs correspond with the other indirect forms of trade: N 11- prohibits sales  

of cigarette products fro vending machines; self service displays, N 12- bans sales of cigarette 
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products for oral use; 16- bans sells of cigarettes on public events organized for children  

and students. We still don‘t have legal texts for all forms of indirect trade with the explanation 

that they are not still introduced in practice. There exists certain precedents as  distributing 

cigarettes as free samples  on some promotions of goods but  there is not specific legal text 

and they are not usually reviewed in press. 

 

1.4 Identification and legal regulation of the product 

It is regulated legally with:  

• The Health Act, art..30 /2/paragraph . 7; 

• Regulation for the Requirements to Labeling,  Marking and Outer Shaping  

of the Tobacco Products and for Determining the Standards for Assessment  

of the conformity of Contents of Harmful Substances in Cigarettes (adopted  

with Governmental Decree N 184/2004)  

 

The maximal admissible levels of toxic substances in cigarettes are determined  

in concordance with the requirements of the Tobacco Act, the Regulation (cited above) and 

the International standards on ISO. They are as follows: 

• maximal admissible level of  tar  is up to 15 mg per cigarette (by 31.12.2004)  

and decreases for each following year with 1mg (per year) and up to 31.12.2110  

to reach 10 mg per cigarette 

• maximal admissible level of  nicotine should be up to 1mg per cigarette 

• maximal admissible level of carbon monoxide should be up to 10mg/cigarette from 

31.12.2006 

 

The health warnings have been included as a legal text previously in the Tobacco Act and the 

Health Act. Now they are included in Supplement N 5 of the Regulation for the requirements  

as a list of additional warning labels. This is an attempt to approximation with the EU 

legislation.  

B. Legislative measures for tobacco control influencing indirectly smoking in youth  

and adolescence. These are mostly fiscal measures with the aim to restrict the access  

of children to cigarettes by the means of prices and excise duties: They are determined  

in congruence with:  
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The Tobacco Act (art.29/1/; The Excise act (art.37,38, 39); Regulation for the conditions  

and terms for registering prices for tobacco goods (domestic products and import and the 

control over trade)  

 

Following the requirements of WHO, in the Health Act, art. 53, paragraph 3 has been 

included a text according to which 1% from the excise from tobacco products and alcohol 

drinks entering the state budget should be allocated for promoting activities and financing 

national programmes, which is not effectively used (the legal text is enforced from 

01.01.2006).  

 

The tobacco control policy is proven the most effective weapon for decreasing the trends  

in the prevalence of tobacco and morbidity and mortality associated with tobacco use. 

According to WHO estimates in the beginning of 70,s of last century Bulgaria has been 

 

On the first place in implemented bans for smoking in public places and transport. However  

it did not lead to significant decrease in consumption. Public opinion as a whole remained 

unchanged. For the passed 25-30 years measures lead to insignificant results. Anyway,  

the new thinking in the field of public health and the philosophy of health promotion  

are an effective tool. The new realities in the first decade of the new century, associated  

with the necessity of adopting the FCTC and especially the adoption of Bulgaria in the EU 

from 2007 are a strong challenge for the public health in Bulgaria and tobacco control as well. 

 

3.3.2 GREECE (acc. Greece Country Report) 

 

Tobacco legislation  

According to the latest antismoking legislation (law 3730) smoking in Greece is banned from 

all public and private workplaces – including schools and hospitals - from all venues that 

serve food and beverages, waiting areas, public transportation and airports – apart from 

specially designated areas. This law came into force on the 1
st
 of July 2009 and replaced law 

76017/29/07/2009 which did not ban smoking entirely across public areas. Although very 

ambitious the new law has to a great extent failed mostly due to certain loopholes allowing 
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small cafes, bars and restaurants to determine their status as smoking or non smoking areas. 

The Greek government is planning to institute a complete smoking ban in all public areas 

without any exception. It is not clear at the moment when this new law will come into force. 

Critics of the antismoking legislation emphasize the need to complement legislation with  

an organized antismoking campaign targeting different sectors of the population (employees, 

adolescents, women etc). 

 

Although smoking is banned in schools it is quite usual for teachers to openly smoke  

in school yards while smoking among students on school grounds is widespread across 

Greece especially in high schools.   

 

Conclusions 

Summarizing the Greek situation in terms of smoking among adolescents we can conclude  

the following: 

 Smoking is a problem among Greek adolescents especially those aged over 15 years old 

 Both boys and girls are regular smokers 

 The percentage of parents who smoke in Greece is very high. Consequently young people 

are exposed to smoke in most of their surroundings 

 The law regulating smoking in public areas is not enforced, thus although forbidden most 

people smoke freely in public areas including especially public eating and drinking 

venues 

 Although selling cigarettes to minors is forbidden by law this is not practiced. Cigarettes 

can be easily purchased by anyone in Greece regardless of their age 

 Initiation of smoking among adolescents is influenced mostly by friends. The influence  

of parents and other relatives is also significant 

 Smoking is a culturally accepted behaviour especially among males 

 Greece is a tobacco producing country and smoking is even more so accepted in these 

areas 

 There is no organised campaign against the use of tobacco 

 There is no organised health education system in schools 

 

 



 

 
 

144 

 

3.3.3 HUNGARY (acc. Hungary Country Report) 

 

Hungarian National Legislative acts relating to smoking. 

11/1994. (VI. 8.) MKM ordinance about the functioning of educational institutions 

The educational institution‘s staff is allowed to smoke segregated for the children in specially 

designed places for this. 

The school- isolated the young students- is allowed to design for the older students a place 

where they can smoke. 

 

51/1997. (XII. 18.) NM regulation under the compulsory health insurance is available  

for health services concerning disease prevention and early detection and the 

justification for screening 

Among the screening investigation there is exploration of lifestyle risk factors for ages 

between 6-18 years (tobacco, alcohol and drug use, sexual activity) 

 

19/2002. (V. 8.) Regulation of the Ministry of Education concerning the location  

of institutions and the architectural design and technical requirements. 

The place ensured for a smoker in kindergarten, or school, or college must be at least  

15 square meters floor area. Mechanical ventilation is required. 

2005. CLXXXI. Protection of non smokers modification of 1999.  XLII. , 36. §; - 37. §; 

 - 38. §; 39. §; - 40. §.  

Significant modification of the previous laws. Protection of the non-smokers by smoke free 

offices, hospitals and schools. Obligatory separate smoking area for smokers.  

 

The list of national (regional) health strategy/policy documents concerning the tobacco 

prevention and cessation among adolescents. 

 

International experience indicates that policy and administrative measures are the most 

effective tools in controlling tobacco. Regular tax raises, sponsorship and point-of-sale 

advertising bans, decrease of harmful substance content of cigarettes, creation of smoke-free 

environments, and introduction of financial mechanisms for ensuring sustainable funding for 
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tobacco control interventions are policy measures still to be adopted to form a comprehensive 

tobacco control policy mix in Hungary. The threats or impediments, which are expected  

to endanger the adoption and implementation of such a comprehensive policy in Hungary are 

presented in the table below.(Szilágyi 2003) 

 

Problem circumstances in which the problem emerged 

there is no systematic review of the 

impact of policies  

taken against smoking in Hungary 

the parliamentary committee on health and social 

affairs has recurrently called for research on the 

effectiveness of tobacco control policy 

measures. 

enforcement of tobacco related laws and 

regulations is still weak  

there are no incentives aimed at strengthening the 

work of agencies responsible for the enforcement 

of tobacco-related regulations, no enough 

personnel and financial resources for performing 

regular controls 

no regular communication of efforts of the 

anti-smoking 

community towards the public, the media 

and decision makers  

there are similarities and overlapping among 

programs and activities, resulting in a waste of time 

and resources 

there is no co-ordinated advocacy work 

promoting the introduction of best 

international practice and further 

legislative and regulatory measures  

the promotion of the establishment of a dedicated 

group (in the health ministry) for co-ordinating 

tobacco control efforts  

information of decision makers on the roles and 

impact of tobacco control interventions is 

inadequate 

there is a lack of knowledge around the scope of 

the Framework Convention on Tobacco Control 

there is a lack of advocacy (media and 

policy advocacy) skills in communities 

and groups working in tobacco control 

insufficient media coverage of internationally 

proved effective tobacco control interventions to 

the media and decision makers 
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(e.g. health professionals, health 

educators, medical students, NGO 

representatives, the media and decision 

makers)  

tobacco industry‘s PR and communication 

is still more effective  

TI was successful in persuading the previous 

government on the call for derogation in the 

introduction of minimum EU tobacco tax level  

a BAT director was awarded with a medal for the 

company‘s contribution to solving social problems 

of the community 

there is a gap in the communication of 

research data and their use for planning 

and founding of further policy  

measures  

there is no regular communication between 

professionals working in tobacco control  

there is no Hungarian tobacco control policy 

website 

there is no regular forum for experience sharing of 

tobacco control advocates 

derogation request of the Hungarian 

government on the introduction of the EU 

minimum tax levels in Hungary 

(submitted to the EU in April 2002) 

in the wake of 2002 parliamentary elections the 

former government, learning about their defeated 

position submitted a derogation request 

 

 

 

3.3.4  POLAND (acc. Polish Country Report) 

 

The introduction of a smoking ban was attempted in Poland in 1999. The attempt failed 

because of the significant resistance of restaurant-owners. A compromise was reached – that 

according to the Polish law premises could include at least two separate rooms, one assigned 

to smokers and one to non smokers. In premises with only one room an owner could box off a 

part of it for the use by smokers. 
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Poland, not following suit of other countries, has not yet introduced strict anti-tobacco laws. 

Although, owing to the amended anti-tobacco act, Poland has joined the group of EU 

countries, which have been practising a smoking ban in public places for a few years. 

 

Countries belonging to the European Union brought into force the ban of using words such as 

―light― and ―mild― on the 30th of September 2003, and acceptable norms of presence  

of nicotine and tar – since January the 1st 2004. Poland did not claim a transitional phase  

in this field. Regulations are binding Polish tobacco manufacturers since our EU accession.   

 

The Poles are a nation brought up on the bans that commonly evoke antagonistic reactions. 

Poles arte not in favour of bans and often don‘t comply with them contrariwise. An example 

of this behaviour is the smoking ban stipulating that restaurants and cafes should have a 

aseperate area for smokers and non smokers. Despite the law many owners allow smoking in 

the whole area of their establishment.   

 

The Ministrer of Health, Ewa Kopacz, emphasises that bans and orders are not the best 

solution in the case of tobacco smoking restriction. She believes that attention should be given 

mostly to social education concerning this scope. Krakow’s MANKO Association prioritises 

this kind of education and as an organiser of the national social campaign ―Premises without 

Tobacco‖ [in Polish], and ―Don‘t be passive‖ (‖Lokal Bez Papierosa.pl. Nie bądź biernym‖), 

implemented since March 2007 and has been paying attention to the problems of passive 

smoking and promoting areas free of nicotine smoke.  

 

3.3.4.1 Origins of tightening the regulation on the introduction of total smoking ban 

 Cigarette smoking or use of tobacco in any other form (cigar, pipe, snuff, chew) has  

a negative impact on health, length and quality of life  

 Victims of cigarettes are not only the smokers themselves, smoking much more harm to 

persons in the immediate vicinity, they become passive smokers and are exposed  

to everything that a man lighting a fire, the side stream contains higher concentrations of 

carcinogens known and has a smaller particle size, which can be easily inhaled into the 
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lungs, contains 35 times more carbon dioxide and four times more nicotine than the smoke 

inhaled by active smokers 

 Due to tobacco smoking 70 thousand people in Poland die annually.  

 Approx. 9 million Poles smoke 15-20 cigarettes regularly on the daily basis,  

 Daily, 500 under-age boys and girls start smoking, 

 During a year 180 thousand of children try to smoke  

 

3.3.4.2 LEGISLATION CONDITION IN POLAND – chronologically  

 

1974, June 4: Ordinance of Ministry of Health and Social Care referring to tobacco 

smoking restriction in regards to health issues 

Journal of Law 1974, No 22 pos. 135 (Dz.U. 1974 nr 22 poz. 135) 

 Introduction of a tobacco smoking ban in the organisation units of Health and Social 

Care Department.  

 Issuing of recommendation of smoking limitation for the other departments.  

 With regard to low awareness of passive smoking influence on health is was a „dead 

law―  

 Smoking in hospitals and medical centres was common phenomenon  

 

The 1980s 

 First rank-and file PROPOSITIONS of legal regulation occur.  

 

1995, November 9: Act of health protection from the results of usage of tobacco and 

tobacco products  

Journal of Law 1996, No 10 pos. 55 with the further amendments ( Dz.U. z 1996 r. Nr 10, poz. 

55, z późn. zm.) 

 Article 5th includes the entry about Smoking BAN outside the boxed off and properly 

adapted rooms in medical centres, schools, education and care institutions, workplaces 

and other utility objects. 

 However, it is not a strict ban because it allowed smoking in the designated areas.  
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 It consists of 17 Articles wherein only Article 5th refers to prohibition of smoking 

outside the designated areas  

 Art. 6 Sale bans of tobacco products to under-aged (under 18).  

 Art. 7 Production ban of odourless production excluding snuff.  

 Art. 8 Advertisement and promotion ban of tobacco products.  

 State supervision over tobacco product content  – Art. 8a and 8b, Art. 10 

 Order of information placement referring to smoking results – Art.9  

 Art. 11 Treatment of nicotine addiction is free of charge 

 Art. 12, 12a and 12 b includes information about the fines and restriction of freedom 

in reference to illegal trade, dishonest information regarding harmfulness, entry  

of additives leading to stronger addiction amounting from 200 thousand to 500 

thousand PLN.  

 

2004, February 24: Ordinance of Health Ministry in reference to the researches of content 

of some of the substances in the tobacco smoke and information and warning placed on the 

packaging of tobacco products  

Journal of Law 2004, No 31, Pos. 275 (Dz.U.2004 r. Nr 31, poz.275), and 

 

2006, July 26, Ordinance of Health Ministry Ordinance of Health Ministry in reference to 

the researches of content of some of the substances in the tobacco smoke and information 

and warning placed on the packaging of tobacco products 

Journal of Law 2006, No 142, Pos. 1025 (Dz.U. 2006 r. Nr 142, poz.1025) 

 They determine the maximal allowed in Poland content of tar, nicotine and carbon 

monoxide in the tobacco smoke and in one cigarette. (10 mg, 1 mg, 10 mg) 

 They determine the method of establishing and include the list of control laboratories 

authorised to set the content of these substances (Laboratory Department for National 

Control of Harmful Substance in Tobacco Products stationed by Voivodship Sanitary-

Epidemiology Station in Lodz and other laboratories granted the Union accreditation) 

as well as text, graphic layout and way of placement regarding information about  

the harmfulness of tobacco use.  
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2004, December 21: Ordinance of Health Ministry in reference to scope of health care 

welfare, including screening and periods when the tests are to be performed 

Journal of Law 2004, No 276, Pos. 2740 (Dz.U. 2004 r. Nr 276, poz.2740)  

 § 7. point1. of this Ordinance includes the entry referring to the matter that in order  

to counteract disease cased by tobacco a doctor should pass the information 

concerning harmfulnes of tobacco smoking to his patients, set optimal way  

of addiction treatment with them  and during each visit of the addicted patients should 

estimate the progress of  addiction combat. 

Since 2006   

 The Polish Parliament works on amendment to an act, which would introduce strict 

smoking ban in all public places. 

 

2010, April 8 text of the Act agreed finally after consideration of Senate amendments in 

reference to the act of health protection from the results of tobacco and tobacco products 

use and the act about State Sanitary Inspection. (Awaiting for the signature of Polish 

President) so-called ANTI-NICOTINE ACT applying the amendments to the act from 1995  

In support of the draft amendment to the Act, inter alia, underlined that approximately  

9 million Polish people smoke regularly from 15 to 20 cigarettes a day. Each day begins  

to burn about 500 minors. Should also be pointed to the problem, which is passive smoking. 

As stressed, burned cigarette emits twice as much smoke from the side than the main stream. 

Side stream contains 35 times more carbon dioxide and four times more nicotine than  

the smoke inhaled by active smokers. 

From 15 November 2010 will apply to most of the provisions of the amended law  

on protection of health against the consequences of tobacco use and tobacco products. 

The new rules provide that the Minister of National Defense, the Minister for Internal Affairs 

and Minister of Justice shall determine, by regulation, the detailed conditions for the use of 

tobacco products in facilities under their jurisdiction and the measures to carry passengers, 

including the need to preserve jobs, education and service as free zones smoke and to protect 

non-smokers from tobacco smoke. 

 It is forbidden to sell tobacco products to persons under the age of 18 
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 The new rules generally prohibit smoking of tobacco products in health care facilities 

and other indoor facilities where health services are provided, within the 

organizational units of the education system, referred to in the provisions on the 

education system and social welfare agencies, referred to in the provisions on social 

assistance, as well as indoor workplaces other than those listed. The amendment 

prohibits the smoking of tobacco products also on campus, in areas of culture and 

leisure facilities for public use, as well as catering and entertainment premises 

 ban on smoking tobacco in public places for play for children, as well as in other areas 

available for public use 

 It is forbidden to retail sale of tobacco product in self-service system excluding duty-

free shops – legislator wants to protect the under-aged whose ID cards are not checked 

in the shops 

 A person, who owns or manages may designate a smoking place: in the social care 

houses, elderly care houses, hotels, tourist services places, universities, factories  

and plants, gastronomical-entertaining premises 

 This project assumes smoking ban in private means of transportation such  

as the cars for the drivers during the drive and while in a car are the children under 13 

years 

 This project introduces smoking ban also among others in public transportation 

means – taxis, business cars and in the public places assigned to relaxation and 

recreation of children and at the urban transport stops  

 Smoking will be prohibited to the soldiers in the military units. It means in practise 

that smoking will be possible only in the houses and on the streets excluding the bus 

and tram stops 

 Total ban – without possibility to box off a place for the smokers – is to include  

the hotels, student hostels, youth shelters, and monastic houses  

 Unified are also sanctions for not complying with the provisions of the Act. For 

breaching the ban on the smoker can be fined in the amount of 500 zł. For not putting 

in place or vehicle information on the smoking ban has threatened a fine of two 

thousand. zł. The Act also provides for the prohibition of tobacco sales via the 

Internet, allows for the production and marketing of so-called e-cigarette 
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 Intensified are the regulations referring to cigarette advertising – it is forbidden 

among others: „dissemination of announcements, tobacco product brand images  

or symbols associated with them― and promotion which is public give-aways, 

sampling meetings 

 Health Commission supported the senators‘ proposal to not create the smoking rooms 

in schools, medical centres and education objects 

 

Certain provisions of the amended law on the protection of health against the consequences of 

tobacco use and tobacco products will come into force on 15 May 2012 in accordance with 

these regulations, the packaging of tobacco products intended for smoking, other than 

cigarettes, occurring in retail trade, the most visible, biggest plane surfaces are greater than 75 

cm2, the warnings about the dangers of an area of not less than 22.5 cm2 for each of these 

levels. 

 

3.3.4.3 FEAR FROM ACCEPTANCE OF ANTI-NICOTINE ACT PROJECT  

 

1. Arouses the anxiety among the gastronomical-entertaining premises owners.  

 Quantity of customers is to be decreased if the premises will be under the smoking ban 

 The results of the researches form the countries, where the legislative changes has been 

introduced, did not indicated the significant changes related to the drop  

of turnover of such premises 

 

2.Changes are to re-echo not only on health but also on the finances (budget) of the 

country 

 With decrease of harmful health and social results of smoking, in large measure  

the expenses on the public health care and treatment of tobacco-caused diseases will be 

reduced On the other hand, budget earns a lot on the Polish smokers 

 

3. Accusation that the new project of the act is an attempt against basic civil rights such  

as freedom of choice guaranteed by Constitution. 
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4.Fears, that in the case of Polish people among who is difficult to enforce law, the act  

amendment is going to be another „dead“ regulation. 

 

 

 

 

3.3.5 ROMANIA (acc. Romania Country Report) 

 

Pictorial warnings and young students 

The World Health Organization Framework Convention on Tobacco Control states that 

tobacco products must ―carry health warnings describing the harmful effects of tobacco use‖ 

and ―should appear on both the front and back of package, be large and clear and describe 

specific illnesses caused by tobacco.‖  

 

Tobacco packaging information is critical in providing information about tobacco health risks. 

In particular, warnings that contain colourful, graphic pictures in addition to text information 

are the most effective at tobacco prevention. This type of prevention is likely to be highly 

effective with young people. 

 

Since July 2008 in Romania pictorial warnings were introduced according to directive 

2001/37/CE of the European Parliament. A study, performed on students aged 18-28 years 

from Bucharest University, reveals that more than half of smokers group (55.6%) have 

declared they thought more of smoking risks and cessation after the implementation  

of pictorial warnings and almost half of smokers (45%) used or expressed the intention  

to cover the pictograms.  The study‘ conclusions were that pictorial warnings are expected  

to have positive impact, but have to be changed frequently and accompanied by continuous 

education from health institutions, addressed also to families and teachers. (20) 

 

Romanian Tobacco Control Legislation 

In 2005 the Romanian Government approved the ratification of the FCTC and Romania  

has become the 120th Party, in chronological order of ratification. 
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 Law no. 349/2002 that came into force in December 2002 - the main Law regarding 

preventing and fighting against the effects of the use of tobacco products is.  

Since 2002 different laws and ordinances have modified the main law: Ordinance 13/ 

2003, Law 275/2003, Law 553/ 2004, Law 90/ 2004, and Ordinance 58 / 2006 

 the Ministerial Ordinance (13/2003) completed the law by adding an amendment about 

a total smoking ban inside health units and another amendment with details for 

warnings and items to be written on the cigarette packs (in example the quantity  

of dangerous components) 

 In 2009, come into force the Ordinance 5/ 2008 with the last modification to the law for 

preventing and fighting against the effects of the use of tobacco products. Certain 

amendments from this ordinance were already applied since 2008 but some special 

provisions (including the provisions governing the ban on smoking in public places) will 

be applied starting with 30
th

 of January 2009 

 

The existing law imposes a total smoking ban in health institutions, both private and public. 

Smoking is banned in enclosed public places, with the exception of designated smoking 

rooms.  

 

Starting with 1st January 2009 smoking rooms must fulfil some mandatory requirements: 

 to be used only for smoking, 

 to be not passageways, 

 to have a functional and independent ventilation systems, 

 to have ashtrays and fire extinguishers, and 

 to be visibly marked. 

 

The law provides the following definitions: 

―Enclosed public places = all places in public institutions, at central and local levels, as well 

as economic institutions or companies, also hospitality, trade, public and private institutions 

for culture, education, sports, all public transportation, bus/train stations, airports, including 

enclosed spaces in workplaces or any other spaces provided by the law.‖ 
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―Enclosed places in the workplace = all places in buildings, such as industrial buildings, 

storage buildings, meeting rooms, halls, lobbies, passageways, toilets, elevators, offices,  

and rooms.‖ 

 

Smoking in bars, restaurants, discotheques and all other spaces with a similar function  

is allowed in areas special arranged for smoking; the special requirements for these smoking 

rooms come into force from 1
st
 January 2009 and are as following: 

 the smoking rooms must be less than 50% of the entire area of public space, 

 must be not passageways, and 

 must have functional ventilation systems. 

 

If the area of any bar, restaurant, discotheque or other space with a similar function is smaller 

that 100m
2
 the owner or the manager can decide about making the space entirely and solely 

for smokers or for non-smokers. 

Starting with July, 2008, Romanian Legislation has introduced, through the Order no. 618/ 

2007, pictorial warnings that will be mandatory on all tobacco packs on the Romanian market. 

It is permitted until January 2009 the coexistence on the market for tobacco products with  

and without pictograms for permitting the tobacco producers to liquidate the stocks of tobacco 

products without pictorials. 

 

The Ministerial Ordinance no. 6/2008 has modified and has completed the Law 457/ 2004 

regarding the advertising and sponsoring for tobacco products. It establishes the requirements 

related to tobacco publicity: the tobacco publicity is banned in the cinematographs, theatres, 

other halls and in written mass media. 
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4.1 General issues - types of interventions 

 

Anti-tobacco interventions are the overall activities undertaken in order to limit cigarette 

smoking. Interventions may be designed with social groups in mind (e.g. school-based, 

community-based) as well as with individuals in mind (individual disaccustoming therapy). 

Basically, anti-nicotine interventions are based on prevention of behaviours connected with 

smoking (experimenting, addiction) or with smoking cessation. Anti-nicotine interventions 

may be qualified in many different ways and it would be difficult to quote one single best 

criterion which would enable their division. The following division is quite commonly 

accepted: (1)  

 

 School based 

 Community interventions  

 Mass media/public education  

 Advertising restrictions 

 Youth access restrictions  

 Tobacco excise taxes 

 Direct restrictions on smoking. 

Intervention activities may be divided in accordance with four functions: service delivery, 

financing, resource generation, stewardship (2). An attempt of division following two 

different criteria is quoted below. It should be noted, though, that the qualifications are of 

only relative usability and that they are by no means perfect. Divisions are not separable and 

some elements may be placed differently (for example family may be not only the target of an 

intervention but also its initiator or performer; it may also be an instance creating bans 

connected with smoking). The division by setting (a subject supplying intervention) seems to 

be important. We may distinguish: 

1. Clinical interventions (realised by physicians, nurses, therapists and other health-care 

employers) 

2. Family-based interventions (in a family, realised with parents or siblings) 
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3. School-based interventions (at schools, realised by teachers, pedagogues and psychologists) 

4. Community-based interventions (at local community level, realised by many different 

institutions) 

5. Government policy related to smoking (supervised by the state)  

 

Another significant criterion is the type of tool used (intervention technique). We may 

distinguish: 

 

1. Pharmacological treatments  

2. Psychological approach (intervention aimed at an individual) 

3. Social support (for example peer support) 

4. Family approach (intervention aimed at the whole family) 

5. Traditional self-help materials 

6. Telephone-, online-, and computer-based tools 

7. Media based health promotions (including health warning on the packs of cigarettes) 

8. Smoke related prohibitions (in a family, at school, in a community, on the state level) 

9. Economic approach (excise duty) 
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4.2 Evaluation of the basic types and models of interventions 

 

The evaluation of particular interventions is presented below. It should be remembered that 

other authors categorize interventions differently than how they are presented in this report.   

Pharmacotherapy. The core of the pharmacological approach to counteracting smoking is 

the use of chemical substances whose aim is to liquidate or diminish physical addiction and 

reduction of psychological results of withdrawal. Pharmacological treatments, such  

as nicotine replacement therapy and bupropion (antidepressant acts as a nicotinic receptor 

antagonist) have not yet been sufficiently tested in adolescents and seem to be ineffective. 

Some authors indicate the efficacy of bupropion in diminishing psychological discomfort, 

urge to smoke and other withdrawal symptoms accompanying smoking cessation (3). 

However, authors who studied bupropion effects on smoking cessation among adolescents 

found no significant difference between using nicotine and a placebo, and using nicotine and 

bupropion. Nevertheless, the bupropion group after receiving treatment consumed fewer 

cigarettes (4). Nicotine patch therapy (plus minimal behavioural intervention) does not appear 

to be effective for treatment of adolescent smokers (5). 

 

Psychological approach. According to the psychological approach skills, beliefs and 

qualities of an individual are of importance. Psychological methods are supposed to help an 

individual in quitting destructive and in keeping constructive health attitudes and behaviours. 

Behavior changes are to be achieved through:  

- increasing consciousness awareness of the problem connected to health behaviour 

- helping an individual in their emotional development, by teaching them social skills or 

stress reduction techniques 

- increasing self-esteem and a sense of control etc.  

Such methods are commonly used within school based interventions. Within this frame three 

models may be distinguished (6). 

 

a) Information-Deficit Model. The premise of this model is that youth are generally 

misinformed about the risks of smoking and that educating them on the negative health effects 

of smoking will provide a deterrent. Informational programs are implemented using most 

forms of media: books, pamphlets, posters, films, lectures. Programs based on the information 
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deficit model have been found to be generally ineffective in deterring initiation or reducing 

smoking, although many of them were not evaluated sufficiently. 

 

b) Affective Education Model. Programs attempt to influence beliefs, emotions, attitudes, 

intentions, and norms related to tobacco use. Activities are focused on enhancing self-esteem 

and values clarification. These programs include self esteem and self image enhancement, 

stress management techniques, values clarification, decision making skills, goal setting. 

Educators hypothesized that focus on increasing self-worth positively affects many problem 

behaviours (such as low motivation to achieve, school absenteeism, and antisocial behaviour) 

including smoking problems. Evaluation findings for this type of intervention have suggested 

a weak or insignificant impact on tobacco use. 

 

c) Social Influence Resistance Model. Within the frame of this model programs emphasise the 

social influences of an individual, such as peer behaviour or attitudes (both positive and 

negative), and certain aspects of the environmental, familial, and cultural contexts. This type 

of intervention focuses on building skills needed to recognize and resist negative influences 

and social pressures including recognition of advertising tactics, peer influences, 

communication and decision making skills, and assertiveness. Prevention of smoking 

initiation must target students at an age when most initiation occurs (development of smoking 

behaviour actually begins when students are aged eleven or twelve). Programs based on a 

skills-resisting model should contain several components: information about the short-term 

negative consequences of tobacco use, an exploration of inaccurate beliefs about tobacco use, 

an examination of the reasons why students smoke, and practice of strategies for resisting the 

influences of tobacco use (refusal skills and other). The IOM report concluded that 

evaluations of interventions focused on social influences and teaching refusal skills have  

a significant but modest effect in reducing the onset and level of tobacco use. 

 

School based curricula are programmes realised in schools and aimed at the community  

of pupils. They most commonly use a psychological approach and social support methods. 

Some studies have noted short term effects in delaying smoking initiation and a desirable 

change in attitudes toward tobacco of school based programs, but they are generally 

ineffective in the long term in preventing adolescents from initiating tobacco use (6-8).  
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Life Skills Program may be effective (9). Some authors also suggest that there are no positive 

effects of school-based programs, based on cognitive-behavioural interventions (motivational 

enhancement, training in the social and stress management skills), which does not mean that 

they will not bring benefits in the future when the participants achieve a suitable level of 

development. In this case, only studies with a longer follow up would be able to detect this 

type of delayed treatment response (10). We have to bear in mind that evaluation of school 

based programmes is very difficult due to the versatility of the programmes (the intensity 

level, content, quality of realisation) and various methodological rigor of analysis in the 

studies. For sure these programs are more effective when combined with other approaches 

such as media and smoke-free policies. 

 

Family approach. Family is the context in which the new generation learns health and illness 

behaviours. The family unit is the primary source of transmission of basic social, cultural, 

genetic, and biological factors that may underlie individual differences in smoking. A family 

may generate the problem or protect against it or diminish it (11). A family approach  

to smoking prevention and cessation may be based on systemic theory and systemic approach 

to a family, where behaviour of each family member is regarded dependant on the behaviour 

of others (12). A teenager who smokes is considered a family problem and in order for an 

adolescent to quit tobacco cooperation and help of other family members is required. A family 

not only adopts interventions from the outside but as a system of interrelations it transforms 

them, enhances or weakens them. A family may also be the place where interventions are 

created – at least as a form of parental control over smoking. Although literature reviews 

findings show weak and inconsistent associations between parent and adolescent smoking, 

parental smoking is inversely related to smoking cessation through nicotine dependence 

(13,14). 

 

A family is a system of interrelations, but the influence of parents on children is of much 

greater significance than the other way round. In the cognitive behavioural approach parent 

training methods are used to teach parents appropriate and successful methods of approaching 

adolescents. In this way parents may learn skills enabling modification of adolescents' 

behaviour. The method uses techniques sush as: providing educational material, oral 

instruction, modelling (teaching new parental behaviours by demonstrating), prompting, 
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shaping, and rehearsal (a therapist shapes parent's behaviour observed when interacting with 

an adolescent on the spot), homework. The method may also be implemented in a form  

of telephone counselling with positive results (15). 

 

The style of parenting (measured by the brief, non-retrospective version of the Family of 

Origin Scale) (16) is a significant independent risk factor for smoking initiation. Smokers who 

were more ready to quit had higher parenting style scores (high levels of intimacy and 

autonomy, characteristics of healthy parent-child relationships) than those who were not ready 

to quit, and smokers who had made a serious quit attempt had higher parenting style scores 

than those who had not made a quit attempt. Moreover, non-smokers who reported they 

would smoke a cigarette if their best friend offered had significantly lower parenting style 

scores than those who reported they would not smoke a cigarette (17). Young people's 

perceptions of parental support are inversely related to smoking, and a home environment 

perceived as unsupportive is associated with increased likelihood of smoking. In addition, 

smoking prevalence increases when perceptions of poor support are combined with reports of 

low level of control. Smoking prevalence raises among adolescents from single parent or 

reconstituted households, irrespective of perceptions of parenting practices (18). Teaching 

positive parenting, including facilitating intimate yet autonomous relationships may be 

considered as part of smoking prevention and cessation programs. 

 

Researchers indicate that a greater frequency of quality of parent-child communications  

is negatively correlated with adolescent substance use (19,20). The results, however, may not 

be treated as unequivocal. A study on a large sample of American teenagers shows, that good 

communication with a mother is negatively associated with smoking among sons, but such 

influence of parent-children has not been observed in girls, which is contrary to the popular 

perception that girls are particularly influenced by interpersonal and family factors (21). All 

of that indicates that a family is a complicated system, and simple relations are hard to find. 

Family interventions should take into account differences between influence of mother or 

father on daughter or son.  

Studies suggest that parent-based interventions aimed at teaching mothers of adolescent 

children how to communicate with children and parental monitoring strategies for preventing 

adolescent tobacco use may bring positive results boosting school-based intervention (22). 
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The main results point that interventions should be developed within the school setting,  

as well as within the family situations. There is efficiency of some family-based programs. 

For example adolescents whose parents engaged in the Family Check-Up exhibited less 

tobacco use (23). 

 

From the research results that, adolescents, whose parents describe themselves as having rules 

concerning smoking at home or asking the others not to smoke in their presence, smoke more 

rare then their peers, whose parents don‘t have such rules (24). This refers also to families, 

where both parents smoke or don‘t smoke. Consequently, the behaviour and anti-nicotine 

actions of the parents may help in preventing adolescents from smoking.  

Social support. When positive impact of a social group is an important factor counteracting 

smoking we may talk about methods based on social support. Studies show that peers and 

siblings attitudes towards smoking are of vital importance to shaping attitudes towards 

smoking in adolescents (25). 

Such methods include e.g. peer education programs in which older students are trained to 

become positive role models for middle and elementary school students. An example is Teens 

Against Tobacco Use (TATU) (1).  Findings suggest that peer-enhanced programs give some 

effect. Prevention campaigns targeting resisting peer pressure may be more effective  

in adolescent girls than boys because females more often are influenced to smoke by their 

peer group (26). 

Self-help materials. Traditional print-based self-help materials for smoking cessation have no 

or, at best, very low efficacy (27). There is also video material eg. DVD. 

 

Telephone-, computer-, and online-based interventions. There are methods where there is 

no "face to face" contact with an educator but it takes place from a distance (telephone, the 

Internet) or it is substituted by a computer programme. Their advantage is the fact that they 

are cost effective. Cessation quit-lines link motivational interviewing  and behaviour therapy  

with pharmacological  consultation. They may offer two types of services - reactive  and 

proactive service. Reactive service means that counsellors initiate no contact but clients sign 

up for support and they are encouraged to call the service whenever they need it. Within the 

proactive service clients signing up for treatment are offered a call up service. There is 

http://en.wikipedia.org/wiki/Motivational_interviewing
http://en.wikipedia.org/wiki/Behaviour_therapy
http://en.wikipedia.org/wiki/Pharmacological
http://en.wikipedia.org/wiki/Reactive
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evidence that proactive telephone counselling helps smokers interested in quitting, especially 

when there are more than two calls (28). There are now quit-lines in 24 European countries 

and operational and service details for quit-lines in Europe, North America and Canada can be 

accessed via [http://www.naquitline.org/pdfs/NAQC_Quitline_06_by_pg.pdf ]. Information 

on Australian quit-lines is available at [www.guitnow.info.au ]. 

 

Unfortunately there are no binding data on how the proactive telephone counselling works in 

relation to adolescents. Probably some refinements in telephone-counselling approaches are 

needed to achieve the success observed in adult populations (29). 

 

Online and computer-based smoking cessation programs offer an alternative to interventions 

which require trained personnel. The programs help users evaluate the benefits of quitting 

tobacco and suggest strategies for how to handle relapses. It may be especially suitable for 

young smokers because they prefer the flexibility and privacy offered by the Web and 

computer programs over face-to-face counselling. Web- and computer-based programs have  

a legitimate place in tobacco dependence treatment options (30).  

 

Riley, Obermayer, and Jersino developed a Web-based and text messaging prototype program 

on the basis of self-regulation and trans-theoretical theories, which have served as the basis 

for successful smoking cessation and addictive behaviour interventions to college smokers. 

After initiating the program users were sent 1 to 3 text messages per day, at times likely 

associated with high-risk smoking situations, that encouraged them to experiment with 

refraining from smoking in specific situations to increase self-efficacy and mastery over urges 

to smoke. Based on own observations authors conclude that mobile phone text messaging is a 

potentially efficacious and easily disseminated method for providing cessation interventions 

to young adult smokers (31). 

There are also online based programs with significant role of social support. These are 

programmes of peer e-mail support type. Online peer support with delivering Internet-assisted 

cessation programs to young adults may be an important strategy of cessation (greater peer 

engagement via e-mail is associated with increased smoking abstinence and reduced 

frequency of smoking) (32). 

http://www.naquitline.org/pdfs/NAQC_Quitline_06_by_pg.pdf
http://www.guitnow.info.au/
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Media based health promotions. Media campaigns have the potential to reach large 

segments of the population, as well as those who are less educated, and to lower barriers  

of participation in health related programs (33). Anti-smoking advertising appears to have a 

positive effect on pre-adolescents and early adolescents by preventing starting of smoking. 

Some research suggests that especially advertising genres that graphically depict the health 

effects of smoking, emphasize social norms against smoking, and portray the tobacco industry 

as manipulative can positively influence teenagers. But it is evident that social group 

interactions, through family, peer and cultural contexts, can play an important role  

in reinforcing, denying, or neutralizing potential effects of anti-smoking advertising. Existing 

studies of the impact of mass media campaigns on smoking among adolescents are far from 

consistent and showing varying results (13). 

 

Restrictions. Basically bans and warnings may refer to tobacco industry (production process, 

advertising, distribution) and consumption of tobacco products (e.g. stipulating tobacco-free 

places). New standards have also been created aiming at limiting active and passive smoking, 

such as lack of ashtrays in contemporary cars. Even though people still smoke  

in cars and the passengers are still exposed to second-hand smoke (34). 

 

We may discuss a few, following, basic levels where bans function: 

Family level 

School level 

Local community level 

Government policy 

Parent control is a significant factor limiting smoking. The findings suggest that parental 

smoking restrictions may have the potential to impede adolescent smoking behaviour by, and 

increasing motivation to quit, self-confidence to quit, and health risk perception. Interestingly, 

this association of antismoking parental actions and reduced smoking was found for children 

of both smoking and non-smoking parents. Home smoking bans promote antismoking 

attitudes among adolescents and they reduce experimenting with smoking (35). Strong 

parental intervention helps adolescents refrain from tobacco, especially when it is not 

performed in a punitive manner (36). 
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Study unanimously suggests that smoking bans at school and in the community are associated 

with a slower progression to smoking, less consolidation of experimental into regular 

smoking, and higher quitting rates among adolescents. There is an association between 

enforcement of youth access laws and lower adolescent smoking rates. But the existence of a 

policy is not effective in controlling tobacco use unless the policy is implemented and is 

perceived to be strongly enforced (37,38). 

 

On the macro political level it is important to decrease the number of places where smoking 

cigarettes is allowed, ban cigarette advertising, and decrease the number of establishments 

where cigarettes may be purchased. 

 

The Framework Convention on Tobacco Control (FCTC) requires nations that have ratified 

the convention to ban all tobacco advertising and promotion (39). The FCTC defines tobacco 

advertising and promotion as 'any form of commercial communication, recommendation  

or action with the aim, effect or likely effect of promoting a tobacco product or tobacco use 

either directly or indirectly', and requires that each ratifying country shall 'undertake  

a comprehensive ban on all tobacco advertising, promotion and sponsorship' (40). Necessity 

to place health warnings on cigarette packages decreases their visual attractiveness. On the 

other hand, the graphic layout of cigarette packages is an important element of creating brand 

image for cigarette companies and it is supposed to create a desire to purchase and try. 

Cigarettes which are less visually attractive are less tempting for young people (41). 

 

Economic tools. Economic activities are aimed at limiting tobacco consumption by means  

of tobacco products price increase. Increasing cigarette price (through excise taxes) reduces 

smoking among adolescents (who are particularly price-sensitive) (42). 
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4.3 Conclusion 
 

Much of the research on adolescent tobacco use is concerned with correlates and prevention 

of onset, rather than with intervention with active smokers. Additionally, almost all of the 

attention on smoking cessation is focused on adults and the majority of cessation programmes 

aimed at the youth is based on programmes for adults. One of the examples available through 

the Internet is ―International Guidance on Smoking Cessation‖ IGCRG 

[www.theipcrg.org/smoking/prac.php ]. There are few studies describing effective adolescent 

smoking-cessation programs (compare: (43). It happens despite the fact that research indicates 

that 75% of adolescents who currently smoke want to quit (44). The interventions focused on 

cessation are important but the preventive interventions should not be neglected. Because 

those who do not smoke before the age of 20 are significantly less likely to start as adults, 

there is a strong cause for programs that address prevention among young people. Ages 10-16 

are the high risk period for first nicotine use, so it should be a main target of future 

preventions (45). 

 

There is no single model of cessation or prevention which would always be successful 

enough. There are many reasons for this, especially the fact that the youth are quite a specific 

target group of health programmes. Youth are not interested in seeking help from any 

professional person or service as well as smoking cessation programmes and other tools that 

support quitting. What is the reason for this? Probably there are many. First of all, the scope 

of life experience of young people is too limited to enable them appropriate evaluation of their 

behaviour and consequently to be interested in its change. Secondly, they are at a phase  

of development which is characterised with striving for autonomy and with rebellion against 

the adult world rather than cooperation with it. Another factor is the strong impact of peers on  

a young person, mostly exceeding influence of school or even parents. These are the reasons 

why the future interventions have to be not only well prepared when it comes to content but 

they also have to be attractive to adolescents, they have to break the barriers between  

the educators and the young recipients. They simply should "sell" in the environment  

of young people. 

 

 

 

http://www.theipcrg.org/smoking/prac.php
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REMARKS ON METHODOLOGY OF LITERATURE REVIEW 

 

A literature research for different aspects of cigarette use by adolescents was conducted  

in MEDLINE (via PubMed, OVID, EIFL interface and ISI Web of Knowledge platform), 

Cochrane Database of Systematic Review and the other sources – euFAQT countries Country 

Reports, grey literature and www pages. 

 

The search was carried out between January 1996 and June 2010. 

 

The first step of research strategy development was the characterizing the research question  

in terms of the following elements: 

 

Population   -      adolescent smoking, age 13-19 

Intervention  -      smoking quitting intervention, family approach, cultural and social capital  

Outcome      -      successful smoking prevention and cigarette quitting 

 

The next step was the search question construction by key words used for databases research 

(Table 1) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 
 

173 

 

RESEARCH STRATEGY 

 

 

POPULATION INTERVENTION 

Teenager* 

Adolescent* 

Young adult* 

College student* 

Child 

Children 

 

AND 
Smoking 

Tobacco 

Nicotine 

Smoker* 

 

AND 
Family 

Parent* 

Teacher* 

Friends* 

Peers 

School* 

Education 

Educator* 

Culture  

Cultural capital 

Social 

Economic 

Environment 

Health literacy 

Health behaviour 

 

 

 

 

 

 

 

 

OR OR OR 

 

AND 

 

 

 

 

OUTCOME 

 

 

 

Intervention* 

Prevention 

Program* 

Smoking cessation intervention 

Smoking prevention 

 

 

 

OR 

 

 

 

 

 

Table 1. (POPULATION AND OUTCOME) OR (POPULATION AND INTERVENTION) 

 

The results of research – the bibliographic records were downloaded and imported into  

the citation management software RefWorks. After finding and removing duplicate records, 

the initial retrieval contained 595 records.  Of  308 screened abstracts,  105 articles required  

a full review, and 155 
39

remained to cite within a review text.  Fig. 1 

 

                                                 
39

 Without the articles cited in  euFAQTcountry reports  (Bulgaria, Greece, Hungary, Poland, Romania). They 

are included in reference list in Annex 1 
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Fig. 1 Results of searching 

 

The excluded records did not meet the criteria assumed by the review authors: sample size 

and selection, language of a publication (in the case of choice from among the full text 

articles). 

The articles cited/appeared in review text are listed at the end of every chapter.  

  

The full list of included articles is attached in the Annex 1. 

 

 

 

 

 

 

 

 

 

744 records/citation identified through 
databases searching and screened 

287 excluded abstracts 

149 duplications  
removed 

308 articles designates for review 

153 failed to meet  
inclusion criteria: 

155  eliglibled for the review 
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