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Module 1: The Global Landscape of Tobacco Smoking

Introduction to Module 1
Welcome to the first of the six modules in the course. This module sets the scene by explaining why 
smoking is a major public health challenge.

By the end of this module, you will be able to:

»	 Describe the global extent of smoking and the impact of smoking on death and disease.

»	 Analyse the uneven spread of smoking-related burdens, focussing on the heightened risks  
for lower-and middle-income countries (LMIC) and vulnerable groups.

»	 Identify and discuss the main international responses to smoking. 

Smoking as a major public health challenge
While the use of tobacco can be traced back many thousands of years, it only became a major public 
health issue with the invention of the machine-rolled cigarette and a massive expansion in the number 
of people who smoked during the 19th and 20th centuries, especially in the industrialised nations.

The fact that there were now millions of people who smoked, and that overall life expectancy was 
generally increasing, meant that smoking-related diseases and premature death became increasingly 
evident.

Two major reports, “Smoking and Health”, by the UK Royal College of Physicians in 1962 [1], followed 
in 1964 by the US Surgeon General’s report on the same issue [2], put clear evidence into the public 
realm that smoking caused cancer. As more focus and attention was paid to the harms caused  
by smoking it became increasingly evident that it was a uniquely harmful activity, which as we 
now know, leads to premature death for over half of those who smoke as well as being responsible  
for a massive burden of disease.

This item includes selected online content and is intended to complement the module 
website—not replace it. The website https://thr.academy remains the primary study 
platform, offering activities and resources that are not available in printed formats.
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More people die from smoking related diseases than from AIDS, tuberculosis and malaria combined 
[3]. In short, smoking is one of the leading causes of premature death and disease: its negative impact 
on individuals, families and communities is massive.

UK Royal College of Physicians
"Smoking and Health" Report (1962)
Key Findings:

Health Risks: The report established a strong link between
smoking and several diseases, including lung cancer,
chronic bronchitis, and other respiratory diseases.
Mortality: It highlighted higher death rates among people
who smoke, particularly due to lung cancer and heart
disease.
Public Health Recommendations: The report called for
measures to reduce smoking, such asadvertising
restrictions, health warnings on cigarette packs, and
increased public education efforts.

US Surgeon General’s Report (1964)

Key Findings:

Cancer: It provided conclusive evidence that smoking
causes lung cancer in men and suggestive evidence for
women.
Heart Disease: The report noted a strong association
between smoking and heart disease.
Other Diseases: It also linked smoking to emphysema,
chronic bronchitis, and other respiratory illnesses.
Recommendations: The report recommended anti-smoking
campaigns, restrictions on tobacco advertising, and further
research into the health effects of smoking.
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Global trends
One in five adults in the world today smokes. World Health Organization data suggest that there are 
over 1 billion people who smoke, a figure that has little changed since 2000 [4] [5]. 

People who smoke are much more likely than non-smokers to get a wide range of diseases, including 
respiratory diseases (e.g., chronic obstructive pulmonary disease), cardiovascular diseases (e.g., 
heart attacks and strokes), and a wide range of cancers (e.g., lung cancer, throat cancer, and bladder 
cancer). The WHO estimates that over eight million people each year die early as a result of smoking 
[4]. Half of these deaths occur during middle age, and have a profound economic and social impact. 
It has also been calculated that, in addition to the premature deaths, smoking is responsible for:

»	 Nearly 200 million disability-adjusted life years (a measure of the impact of disability) lost  
per annum due to ill health.

»	 A global cost of nearly $2 trillion. Putting aside the human cost for a moment, this is approximately 
2% of the world’s gross domestic product.

The cumulative death toll from smoking had reached over 100 million people by the end of the 20th 
century, according to WHO.
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Risks from smoking
Smoking is also the leading preventable risk factor for Non-Communicable Diseases (NCD). NCDs 
are chronic diseases that are not passed from person to person and include conditions such as heart 
disease, stroke, cancer, diabetes, and chronic respiratory diseases. Additionally, smoking increases 
the risk of some communicable diseases, such as tuberculosis and pneumonia.

Whilst we are focussing on smoking, it is important to acknowledge that in some regions, certain oral 
tobacco products, such as South Asian tobacco mixes (e.g., paan, gutka), are commonly used, which 
themselves can cause premature death and disease.
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Task 1
Case study: analysing smoking rates and control efforts in China
According to the Global Smoking and Tobacco Harm Reduction (THR) database by the Global State 
of Tobacco Harm Reduction (GSTHR), many countries still have concerning smoking rates. Smoking 
prevalence in China, for example, has shown a gradual decrease over the years. In 2000, about 30% 
of the population were current smokers. By 2015, this had decreased to 27%, and a further decrease 
to 25% is projected by 2025, according to WHO trend estimates.

The prevalence of smoking among men in China remains high. In 2000, 56.5% of men were current 
smokers, dropping to 51% in 2015, with a projected decrease to around 47% by 2025. Each year, 
approximately 2 million people in China die from tobacco-related illnesses. Despite being a signatory 
to the World Health Organization (WHO) Framework Convention on Tobacco Control (FCTC)  
and running public awareness campaigns, smoking remains widespread across the country.

Considering the data on smoking prevalence and current efforts in China, how would you assess 
the progress in reducing smoking rates, and do you expect significant further reductions by 2030?

A.	 Significant progress has been made, and current trends suggest a sharp reduction  
by 2030.

B. 	Moderate progress has been achieved, but further reductions by 2030 may be limited 
without additional efforts.

C. 	Little progress has been made, and the current trends indicate minimal change by 2030.

D. 	It is too early to evaluate progress meaningfully due to limited data.

Task 2
Based on the current smoking trends and efforts in China, do you think the country needs to adopt 
a more proactive and pragmatic approach to further curb cigarette smoking?

A.	 Yes, stronger interventions and innovative approaches are necessary to see meaningful 
reductions.

B.	 No, the current strategies are sufficient, and the focus should be on maintaining these 
efforts.
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Low and middle income countries and vulnerable groups
Historically, the burden of smoking has fallen most heavily on industrialised countries, but many  
of these now have rapidly falling rates of smoking. Meanwhile in some LMIC, prevalence rates,  
and so harms, are rising, with Eastern Europe and Asian countries seeing some of the highest smoking 
rates. Overall, around 80% of all people who smoke live in an LMIC.

In most countries, smoking rates are higher among men than among women, except in a few countries 
like Sweden and Denmark.

Smoking in LMICs contributes to increased health care costs, strains health care systems,  
and reduces worker productivity.

Even within higher income countries that have seen great success in reducing overall prevalence 
rates, we can still identify groups and communities with high smoking rates. These include individuals 
living in deprived communities, those experiencing poor mental health, homelessness, addiction to 
alcohol or drugs, or poverty.

Although significant progress has been made in reducing smoking rates in several countries, there 
is still a substantial amount of work to be done [3]. Due to increases in the number of people who 
smoke in some regions, the overall number of people who smoke in 2024 is similar to that of 2000  
at approximately one billion.

The scale of the problem is only matched by the massive gains in health, societal and economic 
benefits which can be achieved by implementing approaches which swiftly and effectively reduce  
the number of people who smoke.
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European countries with the highest proportion
of smokers

Data source: Special Eurobarometer 506 (2021).
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International responses
Since the 1960s, countries and the international community have undertaken various actions to try 
and reduce the prevalence of smoking.

For countries this has often included the use of tax measures, restrictions on sales and advertising, 
limiting where smoking is permitted and educational campaigns. Some countries have also developed 
services designed to help people to stop smoking.

In the United States of America, following many years of people who smoke and individual states 
seeking legal redress against the tobacco companies, 1998 saw the Tobacco Master Settlement 
Agreement. This was an important case, not just for the significant long term financial penalties 
imposed on tobacco companies, but also for highlighting the tactics they had adopted to try  
to undermine evidence highlighting the risks associated with smoking. At an international level, 
recognising that tobacco use was a global problem requiring a global response, the WHO Member 
States adopted the Framework Convention on Tobacco Control (FCTC) in 2003 and it entered 
into force in 2005. Currently 182 countries are Parties to this treaty. The aim of the convention  
and decisions made at its meetings is to encourage countries to adopt a range of measures to reduce 
the supply of and demand for tobacco products. The treaty also includes harm reduction, though this 
has received little attention.

Since 2008, WHO has promoted the 6 measures, in alignment with FCTC, to tackle tobacco use which 
are known by the acronym MPOWER

»	 Monitor tobacco use and prevention policies

»	 Protect people from tobacco use

»	 Offer help to quit tobacco use

»	 Warn about the dangers of tobacco

»	 Enforce bans on tobacco advertising, promotion, and sponsorship

»	 Raise taxes on tobacco

However, MPOWER, whilst a welcome framework to begin to tackle the harms resulting from tobacco 
use, is limited because it excludes the huge potential for safer nicotine products (SNP) to assist  
with the essential need to help people to move away from smoking, and from becoming smokers. 
Without SNP, offering help to quit is unnecessarily limited to Nicotine Replacement Therapy, 
pharmaceutical interventions and counselling, none of which work as effectively as SNP (as we will 
see in Module 3). In addition, offering help to quit smoking is largely limited by a lack of resources in 
many countries.

The Global State of Tobacco Harm Reduction publication “Fighting the Last War” proposes 3 extra 
steps to the MPOWER model to become EMPOWERED [6].
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These small additions to turn MPOWER into EMPOWERED move it firmly towards a Tobacco Harm 
Reduction (THR), stance. THR is explored in the next module.
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Further Reading
To help you better understand the topics in this module, we have put together some extra reading 
materials below:

1.	 The Right Side of History — Global State of Tobacco Harm Reduction. Chapter 
1: Dying for Smoke https://gsthr.org/resources/thr-reports/the-right-side-of-
history/140/en/

2.	 Adebisi YA, Jimoh ND, Ogunkola IO, Olayemi A, Omolayo AT, Oyedokun D. Tobacco 
control needs a choice-based approach to curb cigarette smoking. Ann Med Surg 
(Lond). 2022 Jul 13;80:104186. https://eprints.gla.ac.uk/311353/1/311353.pdf

Glossary 
Cardiovascular diseases: A group of disorders of the heart and blood vessels, including heart attacks, 
strokes, and other conditions affecting the cardiovascular system.

Disability-Adjusted Life Years (DALYs): A measure of overall disease burden, expressed as the 
number of years lost due to ill-health, disability, or early death.

Percent prevalence: The percentage of the population who smoke.

Lower-and middle-income countries (LMIC): Countries that have a gross national income (GNI) per 
capita of $4,255, or less

Absolute prevalence: The actual number of people who smoke in a given population.

Tobacco Control: Public health strategies and policies aimed at reducing tobacco use and its harmful 
effects on health. 

Nicotine Replacement Therapy (NRT): Treatments that provide low levels of nicotine without the 
harmful chemicals found in tobacco smoke, used to help people quit smoking. Examples include 
nicotine gum, patches, lozenges, nasal spray, and inhalers.

Premature death: Death that occurs before the average age of death in a certain population.

https:
https:
https:


MODULE 1 UNDERSTANDING TOBACCO HARM REDUCTION11

References
1.	 Royal College of Physicians. Smoking and Health (1962). Available from: https://www.rcp.ac.uk/

improving-care/resources/smoking-and-health-1962/

2.	 National Center for Chronic Disease Prevention and Health Promotion (US) Office on Smoking and 
Health. The Health Consequences of Smoking—50 Years of Progress: A Report of the Surgeon 
General. Atlanta (GA): Centers for Disease Control and Prevention (US); 2014. 3, Producing the 
Surgeon General’s Report From 1964–2014: Process and Purpose. Available from: https://www.
ncbi.nlm.nih.gov/books/NBK294311/

3.	 Dai X, Gakidou E, Lopez AD. Evolution of the global smoking epidemic over the past half century: 
strengthening the evidence base for policy action. Tob Control. 2022 Mar;31(2):129-137.

4.	 World Health Organization. (2019). WHO global report on trends in prevalence of tobacco use 
2000–2025, third edition. World Health Organization. https://www.who.int/publications/i/item/
who-global-report-on-trends-in-prevalence-of-tobacco-use-2000-2025-third-edition

5.	 World Health Organization. (2021). WHO global report on trends in prevalence of tobacco use 2000–
2025, fourth edition (4th ed). World Health Organization. https://iris.who.int/handle/10665/348537

6.	 Fighting the Last War: the WHO and International Tobacco Control — Global State of Tobacco 
Harm Reduction [Internet]. Global State of Tobacco Harm Reduction. Available from: https://gsthr.
org/resources/thr-reports/fighting-the-last-war/122/en/ 


