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EXECUTIVE SUMMARY
This report draws upon recent World Health Organization (WHO) reports to assess 
progress made by Parties to the Framework Convention on Tobacco Control (FCTC) 
1, 2. An international panel of experts contributed to this report.

Grades are assigned from

A summary of the sections included, and the grades given throughout the report 
can be found below:

1.	 Trends in tobacco use and impact.
WHO1 and International Health Metric and Evaluation (IHME)3 reports show 
that 8.5 million people die prematurely from tobacco tobacco-related causes. 
There are 1.2 billion tobacco users in the world. In 37 countries, male smoking 
rates exceed 40%. In 22 countries, female smoking rates exceed 20%. In 17 
countries in Europe, more women now smoke than men. The global prog-
ress report does not show that the number of people who use tobacco harm 
reduction (THR) products has increased to about 120-130 million. Over 50% of 
all cigarettes are sold by State Monopolies, with China accounting for the vast 
majority4. By contrast, the two largest multinationals, PMI and BAT, account 
together for about 25% of global cigarette sales.

2.	 Commitments, resolutions, and pledges.
Many countries have introduced new laws and taxes coherent with the FCTC. 
Few have been evaluated in terms of impact. Thus, many laws in the books 
have yet to be visible on the streets of most low- and middle-income coun-
tries (LMICs), where enforcement capacity remains weak, funding for tobacco 
control is lacking and competing priorities are extremely high.

3.	 Implementation of resolutions.
Implementation varies by country, region, and objective. Overall, implementation 
rates are highest in OECD countries. However, implementation rates in LMICs 
are low and in many cases show no progress since the last reporting cycle. This 
applies especially to excise taxes and illicit trade, access to cessation services with-
in primary health care services, support for alternatives to tobacco farming and 
production, funding tobacco control, and building national capacity for science1.

E-

Abest Ffail

Grade

B+
Grade

D-
Grade



4

4.	 Support for technology innovation.
The FCTC includes harm reduction strategies (THR) in the definition of to-
bacco control, under Article 1(d). The importance of research is highlighted in 
several places. Despite this, and in the face of rapid industry-led innovation, 
the progress reports only refer to THR in negative terms and do not reference 
for example, the recent authorization of all THR categories by the US FDA 
as being “appropriate for the protection of public health”. Evidence shows 
that countries, where smoking is decreasing fastest, occur where THR use is 
increasing and displacing cigarettes and that the quality of evidence related 
to reduced exposure, reduced harm and modelled long term benefits of THR 
has strengthened rapidly.

5.	 New and planned investments in R&D 
priorities and capacity in LMICs.
Twenty years after the adoption of the FCTC, there is still no FCTC-supported 
list of priority research areas, including those needed to assess the benefits 
and risks of THR. Funding for research is heavily concentrated in the USA, UK 
and to a limited extent, the EU. This means that priorities are set outside of the 
LMICs, and policy implications are imposed on them. The lack of investment 
in research is mirrored by the weak capacity for research in LMICs, limiting 
the development of science-informed policymakers.

6.	 Alignment of FCTC goals with UN 
sustainable development goals.
The COP28 United Nations Climate Change Conference (Dubai, 30 Novem-
ber 2023 to 10 December 2023) brought heads of state, leaders of industry, 
and a diverse range of nonprofits to the UAE. COP28 elicited major funding 
and policy decisions from governments, leading oil and gas companies, and 
a wide range of corporations. Against this backdrop, it is striking that COP10 
reports show virtually no progress in addressing climate change by support-
ing tobacco farmers in LMICs’ transition to food and other crops, in cutting 
tobacco and THR waste, and in transitioning away from using tobacco-derived 
nicotine and into synthetic nicotine, despite this shift being associated with 
a massive reduction in Greenhouse gases, water and land use.

F
Grade

F
Grade

F
Grade
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7.	 Stakeholder Engagement  
& Partnering for scaled impact.
The exclusion of industry and leading harm reduction scientists, industry ex-
perts, and nicotine users from COP10, with their advanced scientific expertise 
and/or valid lived life experiences related to ending tobacco use, severely limits 
the ability of Parties to make fully informed decisions about policies capable 
of ending smoking in the fastest possible time. Parties draw upon reports 
and knowledge biased against solutions capable of accelerating declines in 
tobacco use.

8.	 Financing global tobacco control.
Public health experts estimate that $427 billion is required to meet the gaps 
between FCTC requirements and their implementation5,6. There is no proba-
bility that this level of funding will become available. Alternative approaches 
drawing upon private sector expertise and finance, are required.

F
Grade

F
Grade
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Integrate private research, 
technology and patent 
analyses with publicly - 
financed research into state-
of-the-art reviews.

Improve the quality, 
timeliness, and use of data 
on tobacco prevalence and 
health outcomes. Include 
THR product use in routine 
data collection and add 
biomarkers of exposure into 
samples.

Embrace THR and stimulate 
improved access to approved 
alternative nicotine 
products by regulating them 
proportionate to the risks 
and benefits they bring 
relative to combustible 
cigarettes and toxic forms of 
smokeless tobacco products.

Address disinformation 
and misinformation 
surrounding nicotine and 
harm reduction products.

Assign greater efforts to 
prevent and end smoking 
in men in the Middle East, 
to all adults in East and 
Central Europe, small 
island states, and girls
in Europe.

Invest in research, 
capacity development 
and transitional needs 
for LMICs.

RECOMMENDATIONS (PRE-COP10):  
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THE IMPORTANCE OF THIS REPORT

The 10th Conference of the Parties (COP10) meeting for 
the World Health Organization’s Framework Convention 
on Tobacco Control (WHO FCTC) will be held in Panama in 
February 2024. A key objective of the meeting is to assess 
progress made by Parties in meeting their obligations spelled 
out in the FCTC’s original text and subsequent guidelines.

In advance of the meeting, WHO published a Global Progress 
Report1. We draw heavily upon that report to assess progress 

across 8 domains: trends in tobacco use and impact, development of commitments, 
pledges and resolutions, implementation of resolutions, support for technology 
innovation, new and planned investments in R&D priorities and capacity in LMICs, 
alignment of FCTC goals with UN sustainable development goals, partnering for 
scaled impact, and financing tobacco control.

We were inspired by the recent report card published by the Economist on the eve of 
COP28 held in the UAE (Figure 1). Our scorecard aims to help Parties and civil society 
decide whether they believe that the FCTC is on track to end smoking and the use 
of toxic smokeless tobacco products in the fastest possible time, noting that many 
millions of lives are at stake. We believe that our Scorecard contributes to holding 
WHO and Parties accountable for taking actions, that they have committed, to by 
adopting and ratifying the FCTC.

COP10 comes at a time when confidence in WHO’s ability to lead global health is 
being questioned and at a time when their own report (WHO Results Framework: 
Delivering a measurable impact in countries) states that “the world was not on track 
to reach the triple billion targets and health-related SDGs before the COVID-19 pan-
demic impact, and we are further off track now.”2 This report highlights the impor-
tance of tobacco control to the attainment of many non-communicable mortality 
targets. Yet, it fails to propose new directions to get back on track. They prefer to 
stick with the status quo.

Although the process of FCTC implementation is important, more emphasis needs 
to be placed on actual health outcomes. We believe that this Scorecard should be 
a wake-up call to Member States who are committed to reducing tobacco-related 
diseases and premature death. In short, to improve the health of their people. 
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1.	 Trends in tobacco use and impact.
IHME reviewed data from 3625 nationally representative samples covering 
200 of 204 countries. In these countries, IHME analyses show that 55% had a 
significant increase in the number of smokers between 1990 and 2019. The 
regions with the largest increases in smokers were North Africa, the Middle 
East, and sub-Saharan Africa3. There are 1.2 billion tobacco users in the world. 
The WHO progress report1 shows that in thirty-seven countries male smoking 
rates exceed 40%. These are in the Middle East, small Island States, and East 
and Central Europe. In twenty-two countries female smoking rates exceed 20%.

These are in Europe, but note that Chile and small Island states are also im-
portant. See Tables 1 and 2.

Neither the WHO global progress report, nor the International Health Metric 
and Evaluation (IHME) review show that the number of people who use to-
bacco harm reduction products has increased to about 120-130 million with 
increased use being inversely related to cigarette use in several countries7.

Over 50 percent of all cigarettes are sold by State Monopolies, with China 
accounting for the vast majority. There are eighteen countries where govern-
ments own 10% or more of at least one tobacco company4. Ownership reaches 
100% in China, many countries in the Middle East, Vietnam, and Thailand. The 
implications of this will be discussed later.

WHO and IHME reports show that 8.5 million people die prematurely from to-
bacco-related causes 1, 3. Globally, tobacco use was the leading risk factor for death 
among males, accounting for 20% of male deaths3. Of the 36 health outcomes 
caused by smoking tobacco use, the health outcomes with the largest number 
of deaths attributable to smoking tobacco use for both sexes combined were 
ischemic heart disease (1.68 million), chronic obstructive pulmonary disease (1.59 
million), tracheal, bronchus and lung cancer (1.31 million), and stroke (0.93 million)3.

Important new work on the dose-response relationship between smoking and 
deaths as well as on the benefits of cessation, show that 6.68 million deaths at-
tributable to smoking occurred among current adult smokers. Only 0.47 million 
deaths occurred among smokers who had quit smoking at least 15 years ago3.

The consequences of increased smoking rates in females will inevitably lead 
to increased premature deaths from tobacco. A few years ago, it was noted 
that lung cancer death rates already exceeded those from breast cancer in 
many countries (Table 4). This grim reality is set to get worse and demands 
the urgent action called for in the FCTC text 20 years ago! 

E-
Grade
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We assign an E- to trends due to continued high prevalence of smoking 
20 years after the adoption of the FCTC, due to lack of efforts to address 
increases in smoking prevalence among women, and due to the failure 
of WHO to address extremely high smoking rates especially in the Middle 
East, small Island states and countries in eastern and central Europe.

2.	 Commitments, resolutions, and pledges.
Many countries have introduced new laws and taxes coherent with the FCTC. 
Few have been evaluated in terms of impact. Thus, many laws in the books 
have yet to be visible on the streets of most LMICs where enforcement ca-
pacity remains weak, funding for tobacco control is lacking and competing 
priorities are exceedingly high.

Some notable examples of important pronouncements:

Article 2.1 (Measures beyond those required by the Convention): several 
Parties reported on plans to reduce tobacco use prevalence to under 5%. 
These included the European Union, the United Kingdom, and New Zea-
land. It should be noted that the change in government in New Zealand 
has led to a reversal of their plans. The wording of these efforts is important. 
The focus is on cutting tobacco and not nicotine use.

Article 5: General Obligations.

Article 5.1: Several Parties reported having developed a comprehensive 
multisectoral national strategy that links to broader noncommunicable 
disease plans.

Article 5.3 which aims to protect public policies from commercial and vest-
ed interests of the tobacco industry: 72% of Parties adopted at least one of 
the measures recommended in the Guidelines for implementation of 5.3.

It should be noted that legal scholars believe that WHO FCTC secretariat did 
not have the legal authority to develop these guidelines. Nowhere is provision 
made for these in the FCTC text. According to these scholars, this renders ac-
tions taken in relation to the guidelines illegal under International Treaty Law.

B+
Grade



10

The WHO report states that “there is still no breakthrough in adopting mea-
sures to protect public health policies from the commercial and other vested 
interests of the tobacco industry”. This is made more complex when Parties 
include a tobacco state monopoly. This is not mentioned in any COP10 doc-
uments despite State Monopolies accounting for over half of all cigarettes 
sold globally.

The WHO report lists many international agencies, organizations and initiatives 
included in WHO FCTC strategic plans. These include UNDP, the UN Inter-
agency Task Force on the Prevention and Control of NCDs, FAO, UNEP, and 
the World Customs Organization. It is unclear whether any UN agencies have 
allocated funds and dedicated staff to support specific provisions of the FCTC.

We assign a B+ to efforts involving commitments, resolutions, and pledg-
es. The media and communications related to these, especially linked 
to World No Tobacco Days have been strong and widely disseminated. 
Several political leaders have been visible and vocal about the value and 
importance of tobacco control.

3.	 Implementation of resolutions.
Implementation varies by country, region, and objective. Overall, implementation 
rates are highest in OECD countries. In contrast, implementation rates in LMICs 
are low and in many cases show no progress since the last reporting cycle. This 
applies especially to excise taxes and illicit trade, access to cessation services with-
in primary health care services, support for alternatives to tobacco farming and 
production, funding tobacco control, and building national capacity for science.

The report notes that half of all countries provide no information about to-
bacco-related mortality1. It should be noted that the IHME (based in Seattle, 
USA) produces data for all countries in their burden of disease analyses. For 
countries without their own data, a series of assumptions are made to mod-
el probable numbers of deaths. Where countries do not invest in their own 
mortality data, they are less likely to act on the negative impacts of tobacco.

D-
Grade
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Article 6 (Price and tax measures): The WHO report notes that only the 
European Region has an average tobacco tax burden that meets the 
FCTC - recommended 75% tax benchmark. Price and affordability, heavily 
influenced by taxes, remains one of the most powerful means of slowing 
youth access and supporting adults to smoke less or quit. Twenty years 
after adoption of the FCTC and 30 years after WHO called for such tax 
increases, failure to act demonstrates the weakness of health authorities’ 
ability to influence finance and tax colleagues in government.

Article 8 (Protection from exposure to tobacco smoke): Eighty-nine percent 
of Parties reported that their national laws require measures to regulate or 
ban smoking in public places. The extent of enforcement is unclear, and 
the WHO report states that less than half of all Parties provide universal 
protection in line with the Guidelines for Implementation of Article 8 of 
the FCTC. Note that these guidelines (unlike those developed for article 
5) were developed in line with the original text of the FCTC.

Article 9: Half of all countries do not test the content of tobacco prod-
ucts or regulate emissions. This represents a serious capacity need. With 
the advent of reduced-risk tobacco products, countries able to measure 
emissions in cigarettes versus reduced-risk products are more likely to 
appreciate the benefits of the latter.

Article 12: 80% of parties report that they provide education and public 
awareness messages to the public. In many cases, these messages have 
been developed and honed for a USA audience and are exported by USA-
based NGOs and philanthropies vigorously opposed to tobacco harm 
reduction.

The result has been the widespread dissemination of disinformation 
about the value and benefits of tobacco harm reduction, the benefits of 
nicotine-based products, and the alleged dangers of vapes for children’s 
health. The most recent example of this comes from a survey of 15, 000 
physicians in eleven countries that showed that approximately 70% of them 
believed, incorrectly that nicotine causes lung cancer8. The recent WHO 
Global Report on Oral Health21 fails to distinguish between oral nicotine 
products that causes oral cancer and those, like nicotine pouches, that 
don’t. This contributes to public disinformation and undermines peoples’ 
access to accurate and lifesaving information.

Article 14: Cessation services, including Nicotine Replacement Therapies 
(NRTs) remain tough to access in most LMICs. NRTs are not reimbursable in 
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most LMICs. Nurses, pharmacists, and dentists are poorly informed about 
the benefits and options for cessation. This represents decades of neglect 
by the WHO of the crucial role that health professionals play in countries 
where successful tobacco control programs exist. This also highlights the 
reality that most tobacco control efforts do not engage adult smokers, es-
pecially those with chronic disease and mental health for whom smoking 
rates often exceed 50%.

Article 15: Illicit trade. Only 68 countries are Parties to the Protocol on Illicit 
trade. Notably, the USA, Russia and Indonesia have yet to accede to the 
Protocol. Several Parties seem willing to sign yet not act on the Protocol’s 
requirements and continue to experience and be a source of illicit trade in 
cigarettes and other tobacco products. Between 30% and 70% of cigarettes 
sold in several countries are illicit. These include France, Ukraine, the United 
Kingdom, Malaysia, South Africa, and Iran.

Article 16: Sales to and by minors. The data on youth and smokeless tobacco 
use prevalence mainly includes 13- to 15-year-olds. Only 24 Parties reported 
survey data conducted in 2020 or more recently, while 31 countries reported 
survey data from before 2015. Given the importance of addressing youth 
access in real-time, this represents a major weakness in the ability of Parties 
to evaluate whether youth access laws are having an effect. It is unclear how, 
or if, most Parties use survey data in real-time. 72 Parties reported a youth 
smoking prevalence among boys of over 15%, and 30 Parties reported a 
youth smoking prevalence among girls of over 15%. In 17 countries, mainly 
in Europe, more girls now smoke than boys (Table 3).

The WHO report states that “a slight increase was detected in almost all 
measures on sales to minors.” Youth prevalence data suggests little prog-
ress in implementing youth access regulations despite reporting that 91% 
of Parties have prohibited sales of tobacco products to minors. This is one 
of many examples of how Parties have laws on their books that have yet to 
be translated into actions on the streets.

Article 17: Very few examples are cited of large-scale efforts to support poor 
tobacco farmers in LMICs’ transition to alternative or complementary live-
lihoods. The best example of this, Malawi, is not cited. Its success is being 
underpinned by multimillion-dollar investments in local agricultural research 
and policy capacity, from the Foundation for a Smoke - Free World. Malawi 
is the latest country to accede to the FCTC. One hopes their transformation 
work will be used as a model for other countries.
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Article 20: Only 50% of Parties have tobacco surveillance systems. Most 
LMICs do not have dedicated budgets for national research aimed at end-
ing smoking but rely heavily on research done in the USA and to a lesser 
extent the UK. It should be noted that the multibillion-dollar budgets of the 
publicly financed NIH/FDA focus on ending smoking in youth, identifying 
dangers associated with tobacco harm reduction, addressing the needs of 
US-based minority groups and only scantily on the problems of LMICs and 
the benefits of THR. The implications of this are discussed below.

We assign a D- to efforts to implement resolutions related to demand 
and supply side measures. There has been incremental albeit slow prog-
ress across many articles. But these are mainly in countries that were 
already active in tobacco control 20 years ago. At that point in time, 
OECD Parties like Ireland, Canada, Norway, the UK, USA, New Zealand, 
and LMIC countries like Thailand and Brazil, were already involved in 
measures to end smoking. They continue to make progress. However, 
the very point of the FCTC was to accelerate progress among countries 
where capacity for control was weak and the prevalence of tobacco use 
was growing the fastest. That has yet to happen.

4.	 Support for technological innovation.
The FCTC text includes harm reduction in the definition of tobacco control, 
under FCTC Article 1(d). It mentions the importance of research in several 
places. Despite this, and in the face of rapid industry-led innovation, the WHO 
progress report refers to THR in negative terms and does not reference for 
example, the recent authorization of all THR categories by the US FDA as being 
“appropriate for the protection of public health.”

The section addressing “Novel and Emerging Tobacco Products and Nicotine 
Products” provides information on a range of such products. Water-pipe to-
bacco and vapes are available on the market of 79 Parties, and heated tobacco 
products are found in 49% of Parties.

F
Grade
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The COP report focuses on countries’ progress in banning, restricting, and/
or taxing these products1. For example, they mention that India and Mexico 
have legislated to ban or phase out novel and emerging tobacco and nicotine 
products from the market. Russia has banned snus and nicotine pouches. 
Pakistan banned the import of shisha. Belgium, the Netherlands, and parts 
of Germany have banned nicotine pouches. Iraq has banned the import of 
heated tobacco products. Venezuela has banned vapes.

These and related actions will limit the ability of adult smokers to switch to 
lower-risk and healthier alternatives. The WHO report describes bans and 
prohibitions as the desired policy response to a wide range of tobacco harm 
reduction products.

Unfortunately government actions have often led to regulations that increase 
smoking. Furthermore, several countries have reported rapid declines in smok-
ing (e.g. Sweden, Japan and the United Kingdom) – where progress was made 
despite government intervention. The drivers of change in these countries 
were consumer demand, industry innovation (including small independent 
entrepreneurs) and the acceptance and / or promotion of THR. 

Recent Tobacco Transformation Index and Global State of Tobacco Harm Re-
duction reports9 indicate that tobacco harm reduction products, including 
vapes, are used worldwide, and 120 million people use heated tobacco, snus, 
and nicotine pouches globally. Leading tobacco companies are transforming 
their portfolios away from a historic dependence on combustible cigarettes7.

The evidence showing short- and medium-term benefits has strengthened. 
Recent expert modeling exercises show that THR use will lead to millions of 
lives being saved 10 in LMICs and advanced industrialized countries. The report 
shows that in countries where THR products are increasingly used, smoking 
rates drop faster, seen where traditional FCTC measures are implemented. 
These countries included Sweden (driven by snus and more recently, nicotine 
pouches), the UK and USA (driven by increased use of vapes), and Japan where 
heated tobacco products are displacing cigarette use. 10

The FCTC text was developed over 20 years ago and at a time when most THR 
products, except for snus, did not exist. Despite this, WHO invited tobacco 
industry scientists in 1999 to indicate what they felt might be on the horizon. 
That meeting was premature. However, unbeknown to most Parties, leading 
tobacco companies subsequently invested billions of dollars in research and 
development of reduced-risk products.

The progress was reported first in patent filings and in time, new products were 
marketed and subjected to the USFDA and other regulatory bodies’ oversight.



15

With every new generation of vapes and heated tobacco products, we are 
seeing higher levels of safety, lower levels of exposures from non-nicotine 
products, improved sustainability led by replacing tobacco-derived nicotine 
with synthetic nicotine, and better ways of blocking youth access. Each step 
depends upon research and technological innovation.

New categories of harm reduction are likely. One recent example being a 
shisha (waterpipe) product that excludes charcoal and replaces burning with 
heating. This product and several other highly innovative products address 
the needs of shisha users across the Middle East and beyond.

Innovation aimed at THR is mainly financed and managed by leading to-
bacco multinationals with smaller, entrepreneurial vape, nicotine pouch, 
shisha, heated tobacco, snus, and related companies leading in develop-
ing several technologies to stop youth access, promote environmental 
sustainability, and support a shift from plant-based to synthetic nicotine. 
Tobacco State Monopolies however have yet to support THR. They do not 
face the pressures of private investors or shareholders. For them, the status 
quo remains.

A substantial body of research on the products, the associated exposures they 
cause, and the impacts of biomarkers of early health outcomes have been 
reported in peer reviewed publications 15, 16, 17, 18, 19 (Table 5).

We assign an F (fail) to (lack of) support for technology innovation. Life-
saving technologies are actively opposed by WHO, leaving millions of 
smokers and users of toxic smokeless tobacco products unable to quit 
or switch to less harmful alternatives.

5.	 New and planned investments in R&D 
priorities and capacity in LMICs.
Articles 20, 12 and 22 address the need for research, surveillance, and the ex-
change of information. Progress has been made in building youth and adult 
surveillance systems. It should be noted that the lead author (DY) of this re-

F
Grade
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port played a key role in developing the unique WHO-CDC collaboration that 
underpinned global youth tobacco surveys11 and, while developing the FCTC, 
worked with lead researchers on the development of the first and only effort 
to define research priorities for tobacco control research12 , 13.

Twenty years after the adoption of the FCTC, there is still no FCTC supported 
list of priority research areas, including those needed to assess the benefits 
and risks of THR. Funding for all aspects of publicly financed research is heavily 
concentrated in the USA, UK and to a limited extent, the EU. That means that 
priorities are set outside of the LMICs, and policy implications are imposed 
on them. The lack of investment in research is mirrored by weak capacity for 
research in LMICs, limiting development of science-informed policy makers.

The rapid increase in innovation of availability of tobacco harm reduction 
products demands that priorities be set for research to inform policies. This 
does not exist. Its absence has meant that US priorities have dominated re-
search and led to policies that are likely to retard progress in ending smoking.

Progress in global health has always depended upon countries having their 
own scientists and researchers capable of carrying out essential national re-
search programs required to drive national policy, interacting as intellectual 
equals with researchers from the USA and Europe, and having direct access 
to their policy and political leaders and media. That is how progress has been 
made against HIV/AIDS, vaccine preventable diseases, undernutrition and 
more. However, for tobacco control, and most NCD research, most LMICs lack 
the scientific capacity needed to adapt FCTC provisions decided in Geneva 
or to understand the value of THR as a means of eliminating oral cancer or 
ending smoking.

We assign an F (fail) to FCTC provisions related to research. Priorities 
for tobacco control research have not been updated since 2000. There 
are no research priorities for THR in LMICs. Funding for all aspects of re-
search needed to accelerate progress on the FCTC has decreased over 
the last few years.
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6.	 Alignment of FCTC goals with UN 
sustainable development goals.
The COP28 meeting on climate change brought heads of state, leaders of 
industry, and a diverse range of nonprofits to the UAE. COP28 elicited major 
funding and policy decisions from the governments, leading oil and gas com-
panies and a wide range of corporations. Against this backdrop, it is striking 
the WHO FCTC reports show virtually no progress in supporting tobacco 
farmers in LMICs’ transition to food and other crops, in cutting tobacco and 
THR waste, and in transitioning away from using tobacco - derived nicotine 
and into synthetic nicotine, despite this shift being associated with a massive 
reduction in GHGs’ water and land use, while improving quality, shelf stability 
and traceability14.

We assign an F (fail) to progress on environmental goals given the ev-
idence WHO has provided in COP documents and in the documents 
prepared for World No Tobacco Day 2023.

7.	 Stakeholder Engagement  
& Partnering for scaled impact.
The WHO report devotes considerable space to addressing “industry interference” 
and implementation of guidelines related to 5.3 (see earlier). Besides being illegal 
and not supported by the FCTC text, the guidelines have had a chilling effect 
on dialogue between the tobacco industry, entrepreneurs and small compa-
nies producing innovative vapes, heated tobacco products, nicotine pouches, 
shisha, and snus companies. This extends well beyond industry and includes 
academics carrying out harm reduction research, nonprofits representing users 
of new nicotine products, foundations supporting harm reduction research and 
advocacy, and journals that publish harm reduction research.

This has led to a schism between those vehemently opposed to THR and 
those who propagate its use. In this battle, smokers seeking to gain access to 

F
Grade

F
Grade



18

better ways to quit or switch are the real losers. In every other UN treaty body, 
the voices of all players with a legitimate interest in the topic are invited to 
the major meetings. No doubt many in the industry try hard to ensure that 
their profit motives are not undermined, while nonprofits try equally hard to 
ensure that the public interest remains the focus.

Both sides would benefit from intense and respectful engagement and dia-
logue, aimed at finding solutions to end tobacco use faster.

While COP28 and every major UN event have opened their doors to maximize 
the participation of civil society, COP10 has severely limited the participation 
of nonprofits. The 26 accredited observers at COP10 overly represent large, US 
- based, and heavily financed organizations - including the American Cancer 
Society, the Campaign for Tobacco Free Kids, and the Bloomberg Funded Vi-
tal Strategies. The voices of LMIC-based NGOs, the views of consumers of the 
range of tobacco harm reduction products, and the knowledge of industry 
scientists are all banned or prohibited from attendance.

During COP28 (held in the UAE in December 2023), diversity was actively 
encouraged and several examples of real progress were reported. Clarity 
emerged about the primary purpose of the treaty for the first time. Parties 
agreed to “move away” from coal, oil, and natural gas. These drive the global 
temperature higher. While there was hope that the phrase “phase out” would 
be supported, the compromise reached signals the eventual end of fossil fuel 
use. The energy industry was actively involved in COP28 discussions, with the 
conference chair from UAE representing both the government and industry.

COP10 needs to review the objectives of the FCTC. A simple and clear objective, 
and the phase out of combustible cigarettes, could galvanize real action, lead 
to early health gains, and stimulate the tobacco industry. This would include 
state monopolies to step up innovation, marketing, and access to products 
that would help adult smokers quit or switch.

We assign an F (fail) to Parties because of active measures to exclude 
scientists, industry experts, and nicotine users from COP10. These groups 
have expertise and/or valid lived - life experiences related to ending to-
bacco use. Their exclusion severely limits the ability of Parties to make 
fully informed decisions about policies capable of ending smoking in the 
fastest possible time - including the development of achievable objectives.
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8.	 Financing global tobacco control.
The WHO report notes that the most frequently mentioned gaps between avail-
able resources and implementation were: “lack of financial resources, a lack of 
human resources and expertise for tobacco control, and the need for training 
and capacity-building for tobacco control.” These gaps were present 20 years 
ago and led to efforts by the WHO to mobilize development and philanthropic 
funds to address gaps. Currently, the prospects for raising needed funds are 
bleak. Global health continues to undervalue investments in all noncommuni-
cable diseases and mental health - which is where tobacco funding is placed.

There has been a significant shift in recent years by OECD development aid 
spending towards post-pandemic spending and to a range of humanitarian 
needs at the cost of other areas of global health. New government players 
(from China to the Middle East) have yet to step up their spending. Of all ma-
jor philanthropies, only Bloomberg Philanthropies and the Bill and Melinda 
Gates Foundations continue to fund tobacco control and oppose THR. Trends 
are not positive for this to change.

A recent review estimated that $427 billion was required to meet the gaps in 
implementing the minimum requirements of the FCTC. A range of options to 
increase funding has been proposed5, 6 by tobacco control advocates. These in-
clude increasing Development Assistance funding, earmarking domestic taxes 
for tobacco control (only a few countries do this), taxing leaf tobacco export 
earnings (major players for the export of leaf tobacco are Brazil, Zimbabwe, 
United States, India, and China), and tax cigarette exports (major countries 
are Poland, Germany, Indonesia, Lithuania, and Portugal who account for 
almost 50% of all cigarette exports). None of these sources are likely to yield 
serious funding.

As mentioned earlier, it is highly unlikely that new sources of finance for global 
tobacco control capable of getting close to the required $427 billion will ap-
pear in the next decade. The proposed WHO FCTC Investment Fund will be 
discussed in Panama. It is unclear how or why investors would support this 
when the WHO Foundation has struggled to raise post-pandemic finance.

It is our view that there are only two serious ways to sustainably finance tobac-
co control: domestic investments from governments and greater reliance on 
private sector investments. Research, development, marketing, and distribu-
tion of THR products are financed by private companies. Governments should 
rapidly embrace THR, set regulations to assure safety, avoid youth access and 
promote sustainability.

F
Grade
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In addition to the need for domestic tobacco control, the FCTC COP documents 
highlight the need for Parties to meet their assessed contribution obligations 
required to keep the FCTC processes alive. The latest data released (April 2023) 
shows that several countries are well behind on their contributions. Some 
notable countries on the list include Bahrain, Brazil, China, Japan, Norway, 
Saudi Arabia, South Africa, and Venezuela.

We assign an F (Fail) for financing global tobacco control knowing that 
there is no probability that close to the $427 billion required to meet the 
gaps between FCTC requirements and their implementation will become 
available. Alternative approaches, drawing upon private sector expertise 
and finance, are required.

Lastly, an important note on mis- and disinformation in the FCTC process. The 
prevalence of misinformation about the health effects and social impact of harm 
reduction products and nicotine stands in the way of achieving the objectives set 
out by the FCTC. Social media posts, articles, and even reports that contribute to 
misinformation or exaggerated claims about the risks and dangers of harm reduced 
products containing nicotine have a profound and negative effect, not only on the 
public but on physicians as well8. The impact of even minimal exposure to misinfor-
mation can be seen in a 2021 study among 2400 current adult smokers in the UK 
and US. After exposing the participants to only 4 tweets that contained a particular 
perspective on e-cigarettes, the study found that “exposure to tweets that e-cig-
arettes are as or more harmful than smoking versus control was associated with 
lower post-test intention to purchase e-cigarettes and increased post-test perceived 
relative harm of e-cigarettes22.” The effect of misinformation can also be seen on a 
governmental level – and with more than just a ban on harm reduced products. In 
May 2023, the Ministry of Information and Broadcasting in India issued a ban on 
any print or digital media promoting e-cigarettes – directly or indirectly23. This not 
only shows the high-level negative impact of misinformation, but also prevents any 
further misinformation from being countered or challenged. 

In many cases, the misinformation can and should be countered with reliable statis-
tics. For example, concerns over an increase in vaping among American youths need 
to take into consideration the CDC National Youth Tobacco Survey, which shows a 
61% drop in US teen nicotine vaping over the past 4 years – as well as a 90% drop in 
teen smoking since 201124. 
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Figure 1

The Economist report card 
on the OpenAI event in the UAE
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Figure 2

Proportion of all-cause deaths that were 
attributable to smoking tobacco use 
among females (A) and males (B) of all ages in 2019.
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Table 1

Parties to the FCTC where over 40 
percent of men smoke

Armenia Lithuania
Bangladesh Malaysia
Belarus Micronesia
Bulgaria Mongolia
China Myanmar
Cyprus Nauru
Korea Papua New Guinea
Egypt Romania
Fiji Sierra Leone
Kiribati Solomon Islands
Kyrgyzstan South Africa
Laos Syria
Latvia Timor-Leste
Lebanon Tonga
Lesotho Tunisia
Libya Türkiye
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Table 2

Parties to the FCTC where over 20 
percent of women smoke

Andorra Hungary
Austria Kiribati
Belgium Lebanon
Chile Lithuania
Cook Islands Marshall Islands
Croatia Montenegro
Cyprus Nauru
Egypt Papua New Guinea
Finland Serbia
Germany Solomon Islands
Greece
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Table 3

Parties to the FCTC where girls smoke 
more than boys

Austria Nauru
Belarus Romania
Chile Serbia
Czechia Slovenia
Hungary Spain 
Italy Sweden
Luxembourg Uruguay
Malta Zambia
Netherlands
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Table 4

A comparison of breast and lung cancer 
death rates with women’s smoking 
prevalence. Sourced through Solomon 
A, Gender, women, and the future of 
tobacco control20

Lung Cancer and Breast 
Cancer Death rates per 
100,000 Population with 
Female Smoking Preva-
lence (%)

Sources: Breast and lung cancer death 
rates from IHME (2017), smoking prev-
alence data from Reitsma et al. (2017)
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Table 5

A sample of the research recently 
conducted on harm reduction products, 
their exposure and the impact of 
biomarkers

Study Name Date Author

A Randomized, Controlled Study 
to Assess Changes in Biomarkers 
of Exposures Among Adults 
Who Smoke That Switch to Oral 
Nicotine Pouch Products Relative to 
Continuing Smoking or Stopping All 
Tobacco Use

July 
2023 Rensch et al

Assessment of biomarkers of 
exposure and potential harm, 
and physiological and subjective 
health measures in exclusive users 
of nicotine pouches and current, 
former and never smokers

February 
2023 Azzopardi et al

Heated Tobacco Products: Insights 
into Composition and Toxicity

August 
2023 Upadhyay et al

Specific biomarker comparison in 
current smokers, e-cigarette users, 
and non-smokers

May 
2023

Melero-Ollonarte 
et al

Biomarkers of Exposure and 
Potential Harm in Exclusive Users 
of Nicotine Pouches and Current, 
Former, and Never Smokers: Protocol 
for a Cross-sectional Clinical Study

October 
2022 Azzopardi et al
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Table 6

Changes in Retail Cigarette Volume 
Sales since 2017 

Retail 
Volume 
Ranking

Country
Retail Cigarette 

Volume Sales 2020 
(mn sticks)

Change 
since 2017 

(%)

1 China 2,391,202.9 0.7

2 Indonesia 276,583.4 -3.5

3 US 222562.4 -4.1

4 Russia 205,642.3 -7.4

5 Turkey 115,196.7 2.7

6 Japan 107,700.0 -12.1

7 Egypt 99,878.3 2.4

8 Vietnam 80,783.3 1.6

9 Germany 73,952.2 -1.3

10 Bangladesh 73,940.7 -4.3

11 India 73,811.5 -3.2

12 South Korea 66,178.0 -1.4

13 Italy 60,860.2 -4.2

14 Philippines 58,319.9 -6.6

15 Pakistan 55,113.2 -2.1

16 Brazil 53,268.7 1.9

17 Iraq 48,185.0 2.3


