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The World Health Organization is a specialized agency of the United Nations with primary
responsibility for international health matters and public health. Through this organization,
which was created in 1948, the health professions of some 190 countries exchange their
knowledge and experience with the aim of making possible the attainment by all citizens of
the world by the year 2000, of a level of health that will permit them to lead a socially and
economically productive life.

By means of direct technical cooperation with its Member States, and by stimulating such
cooperation among them, WHO promotes the development of comprehensive health ser-
vices, the prevention and control of diseases, the improvement of environmental conditions,
the development of human resources for health, the coordination and development of
biomedical and health services research, and the planning and implementation of health
programimes.

These broad fields of endeavour encompass a wide variety of activities, such as developing
systems of primary health care that reach the whole population of Member countries;
promoting the health of mothers and children; combating malnutrition; controlling malaria
and other communicable diseases including tuberculosis and leprosy; coordinating the
global strategy for the prevention and control of AIDS; having achieved the eradication of
smallpox, promoting mass immunization against a number of other preventable diseases;
improving mental health; providing safe water supplies; and training health personnel of all
categories.

Progress towards better health throughout the world also demands international cooperation
in such matters as establishing international standards for biological substances, pesticides
and pharmaceuticals; formulating environmental health criteria; recommending interna-
tional nonproprietary names for drugs; administering the International Health Regulations;
revising the International Statistical Classification of Diseases and Related Health Problems
and collecting and disseminating health statistical information.

Reflecting the concerns and priorities of the Organization and its Member States, WHO
publications provide authoritative information and guidance aimed at promoting and pro-
tecting health and preventing and controlling disease.
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Preface

l n a global context of budget restrictions and deflationary policies, public
expenditure is more carefully scrutinized than ever. Public and private
funds for health promotion, health protection and disease prevention are be-
coming increasingly scarce and their utilization is closely watched; this is
reflected in the search for added efficiency and value for money. Simulta-
neously, global demands for, and public expectation of, health action are
placing added burdens on public and private health systems and on health-
oriented nongovernmental organizations.

Against this sombre background, tobacco control programmes have had
to establish their niche within political and health systems. Probably more than
for other major health problems, the lack of resources for preventing the use of
tobacco is striking, especially when compared with the financial turnover of the
tobacco industry and related advertising. Indeed, the gross revenue from the
international tobacco operations of the largest company is equal to the gross
domestic product of Bangladesh, a country of 115 million inhabitants, and
represents a hundred times the total health budget of Ecuador. The lack of
resources is striking also because tobacco control programmes are different
from other health programmes in that they do not work to protect human
beings against natural forces such as disease or catastrophe but rather against
the ravages of a dangerous drug purveyed by other human beings. Tobacco
control activities have to be re-evaluated regularly for effectiveness since
the adaptive capacities of the tobacco industry constantly threaten their
effectiveness.

Tobacco control efforts in a growing number of countries have to contend
with forces such as the rise in tobacco production by an average of 2% each year
and the legal and social acceptability of tobacco use which leads to public
indifference regarding the need to curb tobacco consumption. To explain this
lack of public interest, some have given the excuse of the apparent novelty of
the problem since, prior to the publication of the first epidemiological studies
on smoking and health at the beginning of the 1950s, smoking and other forms
of tobacco use had not been identified as a major cause of death and disease.
Yet the massive financial support that can be mustered in a few months to
campaign against other diseases shows that the social acceptance of the use of
tobacco, the dependence it engenders and the economic power of the multi-
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EVALUATING TOBACCO CONTROL ACTIVITIES

national tobacco companies are major contributing factors to the difficulty in
properly funding tobacco control activities.

Against this background, the need for the careful selection of tobacco
control activities and the evaluation of their relevance, efficiency, effectiveness
and impact has been recognized. Resolution WHA43.16 adopted by the Forty-
third World Health Assembly in May 1990 required the Director-General of
WHO to monitor and report biennially to the Health Assembly on the progress
and effectiveness of Member States’ tobacco control programmes.

As one step in the implementation of resolution WHA43.16, this publica-
tion provides general principles and tools for the evaluation of public health
programmes aimed at controlling tobacco use. For the first time, an attempt is
made to bring together in a single publication guidelines for evaluation of all the
major tobacco control measures that have been adopted by countries. Some of
the elements of the book, such as the suggested indicators, are generally
applicable and can be integrated into the design of tobacco control pro-
gramimes or activities at an early stage. Other aspects will need to be adapted
to local circumstances.

The book is intended to help policy-makers, public health specialists and
others in the public and private sectors of developed and developing countries
to develop tobacco control programmes and activities. It is thus meant for use
in a variety of national and regional situations, whatever the socioeconomic,
political or cultural background. The fact that many examples are taken from
industrialized countries reflects the amount of research done in this area.
Nevertheless, many of these examples could be adapted to suit a variety of
situations and countries. Such models will facilitate the development of exper-
tise in countries where human resources for health programme evaluation are
still scarce and where, consequently, evaluative efforts have so far been limited.

viii
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Introduction

his book has four parts. The methodological information and recom-

mendations in Parts 1, 2 and 3 include examples selected for the
variety of evaluation approaches and techniques they offer. For those using
the book for reference, it is possible to concentrate on the guidance given for
the evaluation of specific types of tobacco control activities. Nevertheless, such
readers are recommended to consult the definitions given in Part 1 since they
provide general background information for the use of the monograph.

Part 1 deals with the general principles of evaluation of tobacco control
programmes. The first chapter summarizes the essential “tobacco-or-health”
issues and the reasons for adoption of certain policies. Chapters 2 and 3 outline
the main principles of evaluation and consider methodological concepts and
practical constraints. In addition, Chapter 2 provides general indications on the
design and timing of evaluation, and the procedures to be used, while Chapter
3 deals with the complex issues of measuring outcome and making use of the
results.

The evaluation of measures addressing the protection of general popula-
tions is dealt with in Part 2, which examines first the impact of tobacco on
national economies and the validity of the use of economic measures such as
price policy, taxation, and distribution controls. Age restrictions and measures
to limit places where tobacco can be used are then analysed. Importance is
given to the evaluation of bans on advertising and sponsorship and restrictions
on tar and nicotine content. Finally, essential elements are given for the
evaluation of the use of health warnings.

Health promotion and education programmes are described in Part 3, in
particular evaluation of the effectiveness of the use of mass media, the role of
tobacco prevention programmes in schools and within the community, action
by health personnel and the role of smoking cessation programmes.

Within Parts 2 and 3, as far as possible, each type of tobacco control
activity has been presented in a standard way:

* After a short definition of what the activity may encompass, examples
are provided of evaluations conducted in different national settings.
Examples have been selected for their interest and because they demon-
strate different evaluation methods and approaches with varying degrees
of sophistication. Brief comments are then offered on the examples.

Xi



EVALUATING TOBACCO CONTROL ACTIVITIES

* The next section of each chapter focuses on the methods to be applied
in an evaluation, the type of information needed and the process for
evaluating the relevance, adequacy, efficiency, effectiveness, progress
and impact of each activity. Emphasis is placed on simple approaches
that can be applied in most countries. Whenever possible, indications
are given on how to extend the evaluations and on where to find
complementary methodological information.

* Finally, indicators are established for the evaluations. These may be
used not only for the evaluation of activities but also as a checklist by
people developing tobacco control programmes at national level.

Part 4 discusses how control measures could be strengthened by appropri-
ate legislative provisions together with advocacy for tobacco control — such as
contact with politicians, political promotion and lobbying — that has brought
about changes in policies in a number of countries. The role of political leaders
and their advisers in the development of national tobacco control policies and
programmes and the steps that lead to the adoption of legislation do not easily
lend themselves to evaluation. However, as these are often linked to legislative
action, some criteria and information on this subject have been included in
Chapter 18. Chapter 19 assesses the value of tobacco litigation in furthering the
tobacco control movement.

The art of evaluation is to be able to give the right judgement — not a
verdict — on the basis of careful assessment and critical appraisal of given
situations. It should lead to useful conclusions and proposals for future action.
In this context, the guidance given in this publication should also be regarded
as providing support for asking the right questions in order to make an enlight-
ened judgement. For more detailed information on application of techniques,
reference should be made to the lists of suggested reading at the end of each
chapter.

Xii



Contents o

Preface vii
Acknowledgements ix
Introduction xi
Part 1. General principles for evaluation of tobacco
control programmes 1
Chapter 1. Tobacco or health: background information 2
Tobacco use, diseases and deaths 2
Tobacco control policy and,programmes 4
Diversity of the social partfers 7
Background reading 8
Chapter 2. Design and management of tobacco control
programme evaluation 10
Managerial process and evaluation 10
Evaluation and informatio‘p 11
The evaluation process 14
Comparing costs and outcomes of tobacco
control programmes 17
Management of evaluation 19
Background reading 21
Chapter 3. Measurement of outcome and utilization of the
results 23
Constraints in the definition of the outcome 23
Measurement of outcome 26
Use of results 27
Background reading 29
Part 2. Health protection: economic measures and restrictions 31
Chapter 4. Evaluating the impact of tobacco on national
economies 32
The impact of tobacco on national economies 32



EVALUATING TOBACCO CONTROL ACTIVITIES

Chapter 5.

Chapter 6.

Chapter 7.

Chapter 8.

Examples

Guidelines for evaluation
Indicators to support the evaluation
Background reading

The use of economic control measures: subsidies,
taxes and individual economic incentives
Taxation and pricing

What is the rationale for taxation and pricing as

tobacco control measures?
Examples of evaluation
Guidelines for evaluation
Indicators to support the evaluation
Tobacco subsidies and price supports

What is the rationale for removal or maintenance of

subsidies to tobacco growing?

Effectiveness of programmes to eliminate subsidies:

some examples
Guidelines for evaluation
Indicators to support the evaluation
Individual economic incentives
What is the rationale for individual economic
incentives against tobacco use?

Effectiveness of individual economic incentives:

some examples
Guidelines for evaluation
Indicators to support the evaluation
Background reading

Restrictions on tar and nicotine content

Setting upper limits for harmful substances

Evaluating the effects of setting upper limits for
harmful substances

Guidelines for evaluation

Indicators to support the evaluation

Background reading

Reducing availability of tobacco: age restrictions

What is age restriction?

Effectiveness of age restriction measures: some
examples

Guidelines for evaluation

Indicators to support the evaluation

Background reading

Tobacco-free environment in public places and
transport

36
39
43
44

46
46

46
48
49
51
52

52

53
54
56
56

56

58
59
61
61

64
64

65
69
71
72

75
75

76
79
82
83

84



CONTENTS

Examples of evaluation 85
Guidelines for evaluation 88
Indicators to support the evaluation 90
Background reading 91
Chapter 9. Reducing exposure at the workplace 93
What is a tobacco-free policy at the workplace? 93
Examples of evaluation 94
Guidelines for evaluation 97
Indicators to support the evaluation 99
Background reading 102
Chapter 10. Tobacco-free health services 105
What constitutes tobacco-free health services? 105
Examples of evaluation 106
Guidelines for evaluation 109
Indicators to support the evaluation 110
Background reading 111
Chapter 11. Bans on tobacco advertising and sponsorship 112
Content of a ban on advertising and sponsorship 112
Examples of evaluation of the effectiveness of
a ban on advertising 113
Evaluating advertising and sponsorship bans 118
Indicators to support the evaluation 122
Background reading 123
Chapter 12. Content, form and use of health warnings 125
What are health warnings? 125
Examples of evaluation 126
Guidelines for evaluation 130
Indicators to support the evaluation 132
Background reading 133
Part 3. Health promotion: advocacy, information and education 135
Chapter 13. The use of mass media communication 137
What are the different uses of mass media for
tobacco control? 137
Examples of evaluation 139
Guidelines for evaluation 140
Indicators to support the evaluation 144
Background reading 145
Chapter 14. Tobacco use prevention programmes for school-age
children 148
What are tobacco use prevention programmes for
school-age children? 148
Examples of evaluation 149



EVALUATING TOBACCO CONTROL ACTIVITIES

Guidelines for evaluation 154

Indicators to support the evaluation 157

Background reading 158

Chapter 15. Community intervention programmes 162

What is a community intervention programme? 162

When communities get involved in tobacco control 163

Guidelines for evaluation 168

Indicators to support the evaluation 170

Background reading 171

Chapter 16. Role of smoking cessation programmes 173

What are smoking cessation programmes? 173

Summary of evaluations 174

Guidelines for evaluation 177

Indicators to support the evaluation 179

Background reading 180

Chapter 17. Involvement of health personnel in tobacco control 184
The role of health personnel in preventing tobacco

use 184

Examples 185

What to consider in evaluation 189

Indicators to support the evaluation 192

Background reading 197

Part 4. The use and effects of legislation 203

Chapter 18. Adopting and evaluating legislation to control

tobacco 205

Legislation, voluntary agreements and regulations 205

Political action and legislation 208

Assessing the “added value” of legislation 211

Background reading 213

Chapter 19. Litigation 215

What types of litigation? 216

Evaluating the use of litigation 218

Background reading 220

vi



Part 1

General principles for evaluation of
tobacco control programmes

valuation is a systematic way of learning from experience, using the

lessons learned to improve current activities and to promote better
planning and allocation of resources by the careful selection of choices for
further action. Evaluation is the key to better use of the scarce resources
available for tobacco control.

Part 1 provides the general background to the issues of “tobacco or
health” and related control programmes and gives an overview of principles
and methods that can be used for their evaluation. There is considerable
potential in all countries for formulating simple evaluations based on sound
design, adequate theoretical and empirical data, and objective measurement of
outcome. To encourage evaluation and to make the publication useful to the
widest group of persons involved in tobacco control, a number of concepts have
been summarized or rapidly reviewed.

Evaluation of tobacco control programmes requires input from a large
number of disciplines such as behavioural and political sciences, sociology,
economics, epidemiology, statistics and medicine. Furthermore, as for any
policy evaluation, it requires a global vision of political, social, economic and
human issues. As a number of situations may call for original approaches and
methods, it is important to develop evaluations without preconceived ideas.

Theory is one thing but its application generally calls for a number of
adaptations. By giving specific examples of tobacco control programmes and
activities it is hoped to encourage varied approaches to evaluation in all coun-
tries and all types of programme. It is also hoped that the general description
of tobacco control measures and some of the indicators developed as essential
tools in the evaluation process will find application as planning tools.



Chapter 1

Tobacco or health:
background information

Tobacco use, diseases and deaths

Though precise data on tobacco consumption and behaviour are available
to governments only for a certain number of countries (mostly industrialized
ones), reasonable estimates can now be given for most countries.

In industrialized countries, between 20% and 40% of women smoke,
particularly young women, among whom smoking is on the increase; 30-40%
of men smoke, and this figure is generally on the decrease. In developing
countries, between 2% and 10% of women and between 40% and 60% of men
use tobacco. However, there are exceptions to this general pattern and WHO
has found it helpful to propose a classification of countries according to their
stage in the development of the tobacco epidemic. This classification will also
be fundamental in the selection of means for controlling the epidemic. The four
stages are described in Box 1.

In the 1990s, a world total of 3 million people will die each year from
tobacco-induced diseases. About 2 million of them will be in industrialized
countries and about 1 million in developing countries (Fig. 1). In industrialized
countries as a whole, the annual number of smoking-attributable deaths has
risen from about 700000 in 1965 to around 1.5 million today for men, and
from about 100000 to 500000 for women.

In populations where cigarette smoking has been common for several
decades, about 90-95% of lung cancer, 80-85% of chronic bronchitis and
emphysema, and 20-25% of deaths from heart disease and stroke are attribut-
able to tobacco. These percentage risks are lower in populations with less
exposure. For the developed world as a whole, about 40-45% of all cancer
deaths among men are caused by smoking. Among women the proportion is
just under 10% but is rising rapidly. Each year, smoking is estimated to cause
about 630000 deaths from cardiovascular disease in developed countries. Of
these deaths, around 450000 are premature, occurring before 70 years of age.
Numerous other health hazards, including other respiratory diseases, peptic
ulcers, and complications of pregnancy, are also attributable to smoking. The
adverse effects of smoking in pregnancy include low birth weight, increased
incidence of spontaneous abortion, prematurity, stillbirth and sudden infant



PART 1. GENERAL PRINCIPLES FOR EVALUATION

Box 1. The four stages of the tobacco epidemic

Stage 1

This is the very beginning of the smoking epidemic in a population. Prevalence
among males is comparatively low (<15%) while among females, largely because
of sociocultural factors that discourage smoking among women, it rarely exceeds
10% and may well be less than 5%. Per capita consumption is also relatively low —
generally less than 500 cigarettes per adult per year. Death and disease due to
smoking are not yet evident.

Stage 2

During this stage of the epidemic, which may span 20-30 years, prevalence of
smoking among men continues to rise rapidly, reaching a peak of between 50%
and 80%. The proportion of ex-smokers is relatively low. Smoking prevalence
among women typically lags behind that of males by 10-20 years, but is increasing
rapidly. Smoking prevalence is probably similar among different socioeconomic
groups but may be slightly higher among the better off. Consumption of cigarettes
per adult varies between about 1000 and 3000 per year, the majority of which are
still consumed by males (among whom annual consumption would probably be in
the range of 2000-4000 cigarettes).

Stage 3

Prevalence of smoking among males begins to decline, falling to around 40% by
the end of this stage, which may last for several decades. Prevalence tends to
be lower among middle-aged and older men, many of whom have become ex-
smokers. More importantly, the end of stage 3 is characterized by an initia! decline
in smoking among females. Since knowledge about the health hazards of tobacco
is generally widespread by this time, the peak prevalence for women is likely to be
at a considerably lower level than that for males. Experience from Canada, the
United Kingdom, the United States of America, and other countries where smoking
has been common among women for some time suggests that the maximum
prevalence for women is around 35-45%. There is also likely to be a marked age
gradient in prevalence among women, with something like 40-50% of all young
women being regular smokers but with relatively few (<10%) smokers among
women above 55-60 years of age.

Another characteristic of this period is the rapid increase in smoking-related mortal-
ity, which rises from about 10% of all deaths in males to around 25-30% within three
decades. In middle age (35-69 years), the proportionate mortality of males due to
tobacco is even higher (about 1in 3 deaths). The tobacco-related death rate among
women is still comparatively low (around 5% of all deaths) but rising.

Stage 4

Smoking prevalence for both sexes continues to decline more or less in parallel, but
only slowly. Some 20-40 years after reaching its peak, prevalence among females
might have declined only 10-15 percentage points and would typically be around
30%. Prevalence among males might be expected to be slightly higher, perhaps
33-35%. Meanwhile, male mortality from smoking would be expected to peak early
in this period, possibly at around 30-35% of all deaths, as high as 50% of deaths
in middle age. Within a decade or so, this proportionate mortality would fall below
30% and continue to decline progressively.

Conversely, female deaths due to smoking will rise rapidly in this phase as the full
health effects of women’s previous smoking patterns become evident.




