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The current population of the African continent
is 1.3 billion people [1]. There are an additional 411
million people in the Middle East, a region of
around 17 countries. [2] One of the most important
questions to ask is what the major causes of
morbidity and mortality in these regions are, and
what can be done to prevent disease and save
premature deaths?
In this regard, one of the main problems
affecting these regions is the use of combustible
tobacco. Switching to less harmful forms of
nicotine delivery systems and/or quitting
tobacco altogether can save hundreds of
millions of lives.
This case study aims to provide the context and
rationale for tobacco harm reduction (THR) and
outline less harmful nicotine delivery systems in
Africa and the Middle East.
WHAT HARM DOES TOBACCO USE CAUSE?
Smoking is the single most serious cause of noncommunicable diseases – cancer, cardiovascular
disease and respiratory illnesses. Users are
harmed through inhalation of smoke and some
harm is also done to bystanders through exposure
to second-hand smoke (“passive smoking”).
According to the World Health Organization
(WHO), smoking causes six million premature
deaths annually [3], and it estimates that the death
toll on current trends will reach one billion in the
21st Century. [4]

OFFICIAL TARGETS TO REDUCE TOBACCO
USE AND NON-COMMUNICABLE DISEASE
Non-communicable diseases (NCDs) – mainly
cardiovascular diseases, cancers, chronic
respiratory diseases and diabetes – are the
biggest cause of death worldwide. More than 36
million people die annually from NCDs (63% of
global deaths), including 14 million people who
die prematurely before the age of 70.
More than 90% of these deaths from NCDs occur
in low and middle-income countries, and most
could have been prevented. Most premature
deaths are linked to common risk factors, namely
tobacco use, unhealthy diet, physical inactivity
and harmful use of alcohol. [5]
In a series of political declarations, the members
of the UN General Assembly in 2011 [6] and World
Health Assembly in 2013 [7][8] committed to taking
concerted action to reduce the burden of NCDs.
They undertook to do this by attaining nine
voluntary global targets [9], including an overarching target to reduce non-communicable
disease mortality and tobacco use. All member
states, including every African and Middle
Eastern nation agreed to these objectives.
For example, Egypt, with an estimated 18%
adult smoking prevalence (mainly men) in 2010,
would aim to achieve 18% x (1 – 30%) = 12.6%
prevalence by 2025. Note that with population
growth this would not mean reducing the
number of smokers by 30%, but by less.
CHALLENGES IN MEETING THE NCD TARGETS
Worldwide, smoking prevalence in people aged
15 and over was estimated at 22% in 2012 [10]
and this will be tough to reduce. The target is to
reduce smoking prevalence by 30% in relative

Table 1: Relevant non-communicable disease targets

FRAMEWORK ELEMENT

TARGET

Target 1:
Non-communicable
diseases

A 25% relative reduction in
the overall mortality from
cardiovascular diseases,
cancer, diabetes, or chronic
respiratory diseases by 2025
compared to 2010.

Target 5:
Tobacco use

A 30% relative reduction in
the prevalence of current
tobacco use in persons aged
15+ years by 2025 compared
to 2010.

terms – to 15.4% - by 2025 globally. This section
examines some specific issues as they relate to
Africa and the Middle East.
The target will be extremely difficult to meet
It is extremely challenging to achieve a major
structural change in the aetiology of disease
in 15 years. It is likely that the targets are more
political than grounded in evidence of what
works and how rapidly transitions can take
place. A reduction in tobacco prevalence of
30% over 15 years is exceptionally difficult.
This represents an annual decline of 2.35%
compounded over 15 years. The problem is that
this aspiration contradicts recent experience.

INDICATORS

•
•
•
•

Unconditional probability of dying between the
ages of 30 and 70 from cardiovascular diseases,
cancer, diabetes or chronic respiratory diseases;
Cancer incidence, by type of cancer, per 		
100 000 population.

Prevalence of current tobacco use among
adolescents;
Age-standardised prevalence of current tobacco
use among persons aged 18+ years.

For example, in the period 2000-2012, the
average reduction in smoking prevalence in
countries in Africa and the Middle East was just
0.6% per year (unweighted). In fact, smoking
prevalence increased in 23 countries in Africa
while the Middle East decreased by less than
2.35% per year in 36 countries.
The prevalence decreased more rapidly than
2.35% per year in only six countries: Senegal,
Nigeria, Uganda, Madagascar, Algeria and
Rwanda. [11] This experience in Africa and
Middle East is typical of the global picture.
Table 2 below shows annual rates of decline in
developed and developing countries. [12]
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PROJECTED CHANGE IN ADULT SMOKING PREVALENCE
2010-25 (WHO)

Table 2: Historic rate of change of smoking prevalence

ANNUALISED PERCENTAGE RATE OF CHANGE IN AGE-STANDARDISED SMOKING PREVALENCE

1996-2006

2006-2012

Global

-0.4

-1.7

-1.7

Developed countries

-1.0

-1.7

-1.1

Developing countries

-0.2

-1.7

-0.7

It is evident that recent historic rates of decline have been far below the annual 2.35%
rate of change envisaged in the NCD target for tobacco use. In addition, the rate of
decline slowed down more recently in the 2006-2012 period, which coincides with
the implementation of the WHO’s Framework Convention on Tobacco Control. Recent
reports suggest that smoking prevalence may actually be rising in Africa[13] and in the
Gulf states,[14] which is confirmed by projections made by the WHO.[15]
(see figure 1)
At a rate of 0.7% reduction per year, the decline over 15 years would be just 10% - only
one third of the UN’s goals. Given that the world population is projected to rise by 17%
from 2010 to 2025, then it is possible to reduce prevalence by up to 1.2% per year and
have more smokers in 2025 than in 2010.

It is likely that a new and additional approach will be necessary if nations are to come
even close to meeting the UN targets to reduce tobacco prevalence by 30%. This
approach will focus on reducing disease risks to people who continue to use tobacco
or nicotine, and will complement other tobacco control efforts.
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Figure 1: Projected change in smoking prevalence in African and Middle Eastern countries
Source: World Health Organization, 2015
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1980-1996

Uganda
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South Africa
Seychelles
Zambia
Ethiopia
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Morocco
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EUROPEAN UNION SMOKING PREVALENCE PERCENTAGE OF ADULTS
Sweden

The targets are in conflict
The primary NCD target is specified in terms of
disease and mortality outcomes. However, the
target for modifying the risky behaviour is specified
in terms of tobacco use, whereas the disease is
overwhelmingly caused by smoking. This creates a
problem if there are forms of tobacco use that can
substitute smoking and are much less risky. This
refers to the “harm reduction” concept discussed in
greater depth later.
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This is a clear problem, both in theory and in reality.
It is well understood that a smokeless tobacco
product, snus, is responsible for Sweden having by
far the lowest rates of smoking among the developed
countries (see the European Union data[16] in Figure
2) and the lowest rates of cancer and cardiovascular
disease.[17] Compared to smoking, the risk to snus
users is very low indeed.[18]
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The problem extends to other forms of tobacco that
have the potential to be a substitute for smoking
but present much lower risks. For example, heated
tobacco products or tobacco lozenges contribute to
meeting Target 1 (overall non-communicable diseases
mortality) but do not contribute to Target 5: Reducing
tobacco prevalence.

The NCD and tobacco targets are partly in conflict.
Either the tobacco target should change to focus on
smoking, or governments should give precedence
to the focus on disease and ignore or reinterpret the
tobacco target.

Data collection and analysis
A major challenge will be the collection of data –
including estimates of baseline data for 2010. This will
be particularly difficult in Africa and the Middle East,
where data collection has been sporadic at best. The
WHO has produced a global status report[10] and a
series of country report cards.[19]
In addition, it has established institutional machinery
to track progress and encourage action. However,
the quality of coverage and frequency of the data
collection is far from adequate to address the
challenge. Moreover, it makes it difficult to understand
what transitions tobacco users are making, and
whether these are beneficial to health.

In poorer countries, the statistical monitoring of
tobacco and nicotine use and transitions over time is
a major public health priority. This is an area where
tobacco companies could fund independent surveys
that external experts have designed or validated.

Figure 2: Illustrating the role smokeless tobacco plays in reducing smoking: Sweden [16]
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Source: European Commission, Eurobarometer 429, May 2015 - Fieldwork Nov-Dec 2014
Q: Regarding cigarettes, cigars, cigarillos or a pipe, which of the following applies to you?
In this question smoking cigarettes does not include the use of e-cigarettes
A: You currently smoke.
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TOBACCO USE IN AFRICA AND
THE MIDDLE EAST
The data available to characterise smoking and other forms of tobacco use in Africa and the Middle East are
often very poor. In many instances, they merely consist of projections from sales data or other crude estimates.
However, the Institute of Health Metrics and Evaluation (IHME) has made a concerted effort to piece together
estimates of smoking prevalence and other relevant data.[11][12] These estimates, though complete, are not direct
measurements, but the best efforts with the available data and with large margins of error.
SMOKING PREVALENCE
The maps below place smoking prevalence in Africa and the Middle East in a global context and show that
the picture is mixed.

The data shows that Africa and the Middle East have mixed rates of smoking prevalence, with the highest
rates concentrated in North Africa and the Middle East. There is also a large disparity between male and
female smoking rates throughout the region. Male smoking dominates, and should be a focus of attention.
However, a great risk is that female smoking will start to rise to European levels, so it is important to ensure
that smoking does not start among women as income rises. While Africa and the Middle East may not
dominate world smoking, the region is expected to become more prominent over time.

REGIONAL FORECAST
COMBINED MALE AND FEMALE SMOKERS BY WHO REGION WITH
CURRENT TOBACCO CONTROL POLICIES, 2010-2100
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THE MAJORITY OF THE PREDICTED INCREASE IN THE AFRO REGION
IS ATTRIBUTED TO MEN

Figure 3: Male and female smoking prevalence globally [11]
Source: Institute for Health Metrics and Evaluation
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Figure 4: Changing share of smoker population by WHO region 2010-2100
Source: Tobacco Atlas/ WHO 2018 Tobacco Atlas https://tobaccoatlas.org/
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The following charts give the best estimates for smoking
prevalence in North Africa, the Middle East and SubSaharan Africa. To repeat earlier caveats, the quality of
underlying data is poor.

SMOKING PREVALENCE SUB-SAHARAN AFRICA 2012
COUNTRIES WITH POPULATION >10M
(PERCENT WHO SMOKE)
Burundi
South Africa

SMOKING PREVALENCE NORTH AFRICA & MIDDLE EAST 2012
(PERCENT WHO SMOKE)
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Figure 5: Smoking prevalence in North Africa & Middle East [11]
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Observations on the patterns of smoking:
Smoking prevalence is dominated by male smokers
in all countries in the region. While the smoking
prevalence for the population as a whole is low by
international standards, it is high among men. One
concern is that smoking among women may begin to
rise as male smoking falls – the effect experienced in
Europe and United States;
The rates of smoking are significantly higher in North
Africa and the Middle East. However, these states as a
bloc have higher disposable incomes. There may, be
scope therefore, for the uptake of new technologies
and entrepreneurs willing to establish businesses to
promote them;
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Most of this data should be regarded as tentative.
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Figure 6: Smoking prevalence in Sub-Saharan Africa [11]
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Lebanon
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therefore where progress in the regulatory regime may
have the greatest impact. The chart below shows which
countries have the most smokers – a combination of
large population and high smoking prevalence.

NUMBER AND GROWTH OF SMOKERS
We can expand this analysis to see which countries
have the greatest number of smokers (i.e. large
populations with high smoking prevalence), and

We can also look at where smoker
numbers have been growing at the most
rapid rate. The chart below shows which
countries have contributed the first 80%

WHERE ARE THE SMOKERS LOCATED?

of the growth in smokers between 2000
and 2012. Therefore, these are countries
with large populations and a growing
smoking prevalence.

ORIGINS OF INCREASED SMOKER NUMBERS 2000-2012

BREAKDOWN OF TOP COUNTRIES ACCOUNTING FOR 80% OF SMOKERS

CONTRIBUTION TO FIRST 80% OF ADDITIONAL SMOKERS IN AFRICA & MIDDLE EAST
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Figure 7: Growth in smoker numbers [11]
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Figure 7: The countries accounting for 80% of Africa & Middle East smokers [11]
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SMOKELESS TOBACCO USE - COUNTRIES FOR
WHICH DATA IS AVAILABLE AND PREVALENCE >2%

SMOKELESS TOBACCO
Data on smokeless tobacco use are scarce and of poor quality. Smokeless tobacco
use tends to be grounded in tradition and culture, rather than in marketing or modern
branding. (see figure 9)
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Great care is needed in the approach taken to smokeless tobacco in Africa and the
Middle East. The danger arises from well-intentioned regulation. If this changes the
price, availability or character of smokeless tobacco on the market, there is a danger
that users will revert to the cheaper and much more harmful smoking alternatives.
Sudan is a particularly interesting case, as it has the highest rate of smokeless tobacco
use (12.1%), but one of the lowest rates of smoking (4.1%). If regulation were used to
change the nicotine market in Sudan, there would be a risk of nicotine users shifting
from toombak use to cigarette smoking.

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

Figure 9: Smokeless tobacco prevalence
Source: Tobacco Atlas / WHO 2018 Tobacco Atlas https://tobaccoatlas.org/

Rather than focus on the risks of smokeless tobacco, it may be wiser to focus on the
opportunity that smokeless tobacco presents as a low-cost alternative to smoking.

WATERPIPE USE AND SCIENCE
The data for waterpipe use is also sporadic and of poor quality. The available data
show concentrations in North Africa and the Middle East. Waterpipes are also known
as hookah, shisha, narghile and several other terms. The WHO has highlighted the
prevalence of waterpipe use in its Eastern Mediterranean Region[20]:

WATERPIPE USE - COUNTRIES FOR WHICH
DATA IS AVAILABLE (PERCENTAGE)
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Figure 10: Waterpipe use prevalence
Source: Tobacco Atlas/WHO 2018 Tobacco Atlas https://tobaccoatlas.org/
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The Eastern Mediterranean Region (which includes Middle Eastern and North African
countries) has the highest prevalence of waterpipe use in the world (9), especially
among young people (10, 11). In various Eastern Mediterranean Region countries, the
prevalence of waterpipe smoking among children aged 13-15 years ranged from 9%
to 15% (12). Furthermore, there is data indicating rapid increases in prevalence; in one
longitudinal study of smoking among young people in the Region, the prevalence of
waterpipe smoking increased by 40% within 2 years of follow-up (from 13.3% to 18.9%;
p < 0.01) (13)
(see figure 10)
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0%

However, there are options available to reduce the risks associated with smokeless
tobacco use. Since using smokeless tobacco does not involve any chemical
transformation through combustion, reductions in risk can be achieved by changing the
character of the tobacco used and setting standards for nitrosamines, heavy metals,
nitrates etc.
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The difficulty is drawing this literature into a coherent synthesis and
avoiding misinterpretation of findings – for example, inappropriate puff
regimes that mimic cigarette smoking rather than actual patterns of
waterpipe use.[22]

WATERPIPE RESEARCH NEEDS IDENTIFIED
BY WHO EXPERT GROUP

•
•
•

A WHO expert panel reported on waterpipe health impacts in 2005[23], but
this was subject to significant expert challenges.[24] A second, more recent
expert report by the WHO[25] outlines the state of evidence and research
needs. It summarises the health evidence as follows:
“In summary, all the evidence, from studies of molecules to studies of
human populations, converges towards the conclusion that waterpipe
tobacco smoking causes diseases that are commonly associated with
cigarette smoking, including addiction. While there are fewer studies of
waterpipe tobacco smoke constituents and their biological activity and
health effects than of cigarette smoke, the consistency of the evidence
within and across scientific approaches suggests strongly that this
basic conclusion will not change as more evidence becomes available.
In light of the widespread, growing use of waterpipes worldwide, firm
action is necessary and justified to protect public health.”
The research needs are set out on page 42-43 of the report[25] and
reproduced in the figure below.

•

•
•
•
•

The types and patterns of waterpipe smoking in all regions and cultures;
The extent to which the chemical and physical properties of the smoke
depend on the waterpipe set-up and smoking conditions;

•
•

The epidemiology of waterpipe-associated acute health effects and
disease risk. These include addiction, transmission of non-tobaccorelated communicable diseases (1), respiratory cancer and cardiovascular
and other tobacco-related diseases. The emphasis is on understanding
how patterns of use (for example, frequency, ingredients or material
placed in the head and/ or the bowl of the waterpipe, group versus
individual sessions and whether the mouthpiece is shared) influence
disease risk, taking into account specific groups, such as pregnant
women and women of reproductive age;

•

Development of standardised biomarkers of exposure and effect, such
as DNA adducts, in order to obtain complementary evidence of the
biological effects of waterpipe smoke on cells and in experimental
animals to determine whether waterpipe smoke induces inflammatory
and oxidative stress responses;

•

The influence of cultural and social practices on initiation and maintenance;

•

The relation between smoking waterpipes and other forms of tobacco,
including substitution and smoking multiple products, and the extent to
which initiation of waterpipe tobacco smoking is a factor in the subsequent
use of other forms of tobacco;

•

The relation between waterpipe tobacco smoking and use of other
drugs, including marijuana;
Development of culturally relevant prevention and cessation strategies;

Figure 11: Research needs for waterpipe use

•

Development of measures for nicotine and tobacco dependence that
are validated for waterpipe tobacco smoking, also taking into account
differences in culture and language;
The extent to which flavoured tobacco, waterpipe cafés and other
marketing tools, economic factors and the absence of waterpipe-specific
tobacco regulation influences the global spread of waterpipe tobacco
smoking;
The effect on non-smokers through the exposure to waterpipe tobacco
smoke and smoking, including health effects, and “renormalisation” of
tobacco smoking;
Experimental research on the effects of clinical and public health
interventions on preventing and cessation of waterpipe tobacco
smoking;
Whether the use of waterpipes without tobacco or with very low-nicotine
tobacco leads to dependence; Epigenomic effects of waterpipe tobacco
smoking, such as in the human respiratory epithelia;
The role of flavours in increased initiation, dual use and the continued
use of other tobacco products, as well as long-term effects of flavours;
and,
For the WHO Tobacco Laboratory Network (TobLabNet), an assessment
needs to be within two years. This will determine whether the standard
operating procedures for measuring nicotine, tobacco-specific
nitrosamines and benzo[a]pyrene in cigarette contents and emissions,
are applicable or adaptable as appropriate to waterpipe smoke. The
assessment follows a request by the WHO during the sixth session of the
Conference of the Parties to the WHO FCTC (176).
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There is substantial and growing literature on waterpipes. A PubMed
search on papers with “waterpipe” or “hookah” in the title or abstract
brings up 690 papers.[21]
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An abstract of recent systematic literature reviews[26][27][28][29][30]
and an expert consensus statement[31] are reproduced below.

A decade ago, a group known as the Expert Panel on
Waterpipe Assessment in Epidemiological Studies, started
working collaboratively to develop standardised measures
and definitions for the assessment of waterpipe smoking
in epidemiological studies. The group, comprising leading
global waterpipe researchers from universities in the
Middle East, United States and United Kingdom, worked
through an iterative process to develop the suggested
instruments and definitions based on current knowledge
of the waterpipe epidemic. In a consensus statement, the
group states that it has attempted “to expand and update
the assessment tools in light of our increased knowledge
and understanding of waterpipe use patterns, its context
and marketing, as well as the need for evidence-guided
policies and regulations to curb its spread.” It adds
that while the suggested measures are by no means
comprehensive, the hope is that they can provide the
building blocks for standard and comparable surveillance
of waterpipe smoking globally.

Photo by Ramille Soares on Unsplash
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Numerous epidemiological accounts suggest that
waterpipe smoking (aka hookah, shisha, narghile) has
become a global phenomenon, especially among youth.
The alarming spread of waterpipe and accumulating
evidence of its addictive and harmful effects represent
a new threat in the global fight to limit tobacco-related
morbidity and mortality. In response to waterpipe’s
alarming trends, major public health and tobacco control
organisations have started, or are considering systematic
collection of data about waterpipe smoking to monitor
its trends and assess its harmful effects in different
societies. Such plans require coordination and agreement
on epidemiological measurement tools that reflect the
uniqueness of this tobacco use method, and at the same
time allow comparison of waterpipe trends across time and
place, and with other tobacco use methods.
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The e-cigarette industry information service, E-cigarette
Intelligence, estimates the market in South Africa to be worth
US$25m-50m, with a base of 100 000-150 000 active users
of e-cigarettes in 2014.[33]
However, there has been some systematic monitoring of
policies applied to e-cigarettes. John Hopkins Bloomberg
School of Public Health assesses the policy environment in
123 countries.[34] The survey reports the following policies
in place (emphasis added for Africa & Middle East states)
showing the Gulf States taking an especially hostile approach
to e-cigarettes:

The use of e-cigarettes is banned in three countries
(Cambodia, Jordan and the United Arab Emirates).
The use of e-cigarettes is banned in enclosed public
spaces, including bars, restaurants and other workplaces
in 15 countries. (These are Bahrain, Belgium, Colombia,
Croatia, Ecuador, Greece, Honduras, Malta, Nepal,
Nicaragua, Panama, Philippines, Republic of Korea, Serbia
and Turkey).

Table 3: Prevalence of cigarette smoking and vaping in Egypt from 2014-2019

COUNTRY

Egypt

PRODUCT

Cigarette

There are also recent moves to ban e-cigarette sales in
Uganda[35] and reports of a long-standing ban on e-cigarettes
in Egypt.[36] It is unclear how strongly these prohibitions are
enforced.
As of 2019, some examples from other selected countries in
Africa and the Middle East include the following:
Algeria has no legislation regarding E-Vapour products.
E-Vapour products tend to be used more by men than women;
the smoking prevalence is also much higher among men.

The sale of all types of e-cigarettes is banned in 26
countries: Argentina, Bahrain, Brazil, Brunei Darussalam,
Cambodia, Colombia, Greece, Jordan, Kuwait, Lebanon,
Lithuania, Mauritius, Mexico, Nicaragua, Oman, Panama,
Qatar, Saudi Arabia, Seychelles, Singapore, Suriname,
Thailand, Turkey, United Arab Emirates, Uruguay and
Venezuela.

Cameroon remains one of the countries in the CEMAC
(Central African Economic and Monetary Community) zone
lacking a national anti-tobacco law according to Euromonitor.
The slow implementation and enforcement of anti-smoking
laws may lead to the overall increasing cigarette-smoking
rate from 7.9% in 2014 to 8.2% in 2019.

A total of 33 countries prohibit or restrict the advertising,
promotion or sponsorship of e-cigarettes in their policies.
(These are Argentina, Australia, Austria, Bahrain,
Belgium, Brazil, Canada, Colombia, Costa Rica, Czech
Republic, Denmark, Estonia, Fiji, Finland, France, Greece,
Hungary, Japan, Jordan, Kuwait, Mexico, New Zealand,
Norway, Oman, Panama, Portugal, Qatar, Saudi Arabia,
Seychelles, Turkey, United Arab Emirates, Uruguay and
Venezuela).

Egypt indicates that men account for the largest share of
adult smokers of cigarettes with almost 55%. The percentage
of female smokers slowly rose from 4.8% in 2014 to 5.5% in
2019. According to a 2018/2019 survey, the awareness of
e-vapour products showed as 78% among the respondents.
Even though the sales and distribution of these products are
banned in the market, consumers are able to purchase them
for personal use from foreign websites (Euromonitor country
report).

GENDER

2014

2015

2016

2017

2018

2019

Male

55.5

55.4

55.3

55.1

54.9

54.7

Female

4.8

4.9

5

5.1

5.3

5.5

Total

30.6

30.6

30.6

30.6

30.6

30.5

Israel has legislated E-Vapour products. The legislation
includes prohibiting the sale to minors, not smoking in public
areas, and not advertising products in the mass media.
Despite these stricter regulations, the retail value of E-Vapour
products increased from 3.9 million USD in 2014, to 40.3
million USD in 2019.

Kenya introduced further tax increases on tobacco in 2018,
which took its toll as cigarettes registered a decline in retail
volume terms, according to Euromonitor. Ongoing efforts by
anti-smoking groups are also affecting tobacco sales, with
smoking prevalence continuing to decline among both men
and women.

Table 4: Prevalence of cigarette smoking and vaping in Kenya from 2014-2019

COUNTRY

Kenya

PRODUCT

Cigarette

GENDER

2014

2015

2016

2017

2018

2019

Male

21.6

21.5

21.4

21.4

21.2

21.2

Female

1.7

1.6

1.6

1.6

1.5

1.5

Total

11.5

11.4

11.3

11.3

11.2

11.1

APPENDIX C__ 11

E-CIGARETTE AND VAPOUR PRODUCTS –
POLICIES IN PLACE
There is still inadequate research and systematic surveillance
systems in place for e-cigarette use in Africa and the Middle
East. However, there are reports of rising use in some
jurisdictions, for example, in South Africa[32] where there
has been sufficient trade to justify the creation of the South
African Electronic Cigarette Association of South Africa
(EASA).

Tobacco Harm Reduction Case Study – The South

Nigeria implemented the second of three annual increases
in specific taxation, which resulted in an ongoing rise in the
unit prices of cigarettes. As higher prices hit consumers,
retail volume sales of cigarettes therefore saw a decline in
2019. In 2019, the higher prices of cigarettes partially drove a
continued decreasing trend in smoking prevalence over the
review period.

Saudi Arabia permits the use and selling[37] of
e-vapour products, but there is no legal way for
consumers to purchase a vape module, vape juice
or any of the equipment needed to vape.
South Africa has an under regulation of
e-vapour products. In recent years, the sales
value of E-Vapour and heated tobacco has
been increasing, while the sales of combustible
cigarettes have showed a declining trend. The
prevalence of vaping increased slowly from 2014
to 2019, as the cigarette-smoking rate declined.

PRODUCT

2014

2015

2016

2017

2018

Despite the gender gap between male smokers and female
smokers, the smoking prevalence among females is higher
than that in most other countries in Middle East and Africa.

Table 6: Prevalence of cigarette smoking in Tunisia from 2014-2019

COUNTRY

Tunisia

Table 5: Prevalence of cigarette smoking and vaping in South Africa from 2014-2019

COUNTRY

Tunisia has seen an increase in the cigarette smoking
prevalence, from 31.8% to 32.6% from 2016 to 2019. The
rate is extremely high among males, reaching 55.1% in 2019.

PRODUCT

Cigarette

GENDER

2014

2015

2016

2017

2018

2019

Male

55.2

54.5

54

54.1

54.4

55.1

Female

10.6

10.7

10.7

10.7

11

11.1

Total

32.4

32

31.8

31.9

32.1

32.6

2019

Cigarette

19

18.7

18.6

18.5

18.9

18.4

E-Vapour

0.2

0.3

0.3

0.3

0.4

0.5

South Africa

The United Arab Emirates has developed a national
indicator of the smoking rate, which remained at 16.4% of the
adult population in 2019, according to Euromonitor. The UAE
is currently following plans to reduce smoking prevalence
to 15.7% of the adult population by 2021. The country has
formed a national committee for tobacco control comprising
12 government entities. This committee is tasked with drafting

tobacco control-related legislations, regulations and systems,
along with a database on tobacco use, its products and its
trade. The country’s efforts in this respect have reportedly
yielded an 18% decrease in the rate of adult smokers since
2010, in accordance with the aims of the health survey
2017/2018. In addition, it has imposed a 50-100% selective tax
on tobacco and its derivatives.
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Morocco permits the use of E-Vapour products in public
places and they are not subject to any restriction. According
to Euromonitor, most vapours shops have closed in Morocco
due to low demand of their products and components. In
addition, smokers are more willing to use traditional smoking
products because of the lower price.
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TOBACCO CONTROL
STRATEGY

1 To provide strong incentives not to start smoking;
2 To motivate and help people to quit smoking;
3 To reduce harm to non-smokers arising from
exposure to toxins in second hand smoke; and
4 To reduce harm to those who continue to use
nicotine.
THE CONVENTIONAL TOBACCO CONTROL
POLICY APPROACH – MPOWER
A well-established package of tobacco control
measures aims to change the demand for tobacco
products by implementing the first three elements
of tobacco control discussed earlier. The World
Health Organization and other organisations
occasionally use the acronym MPOWER to describe
this package.[38]
MPOWER has six components:
M
P
O
W
E
R

Photo by Gift Habeshaw on Unsplash

onitor tobacco use and prevention policies
rotect people from tobacco smoke
ffer help to quit tobacco use
arn about the dangers of tobacco
nforce bans on tobacco advertising,
promotion and sponsorship
aise taxes on tobacco

These measures have contributed to a decline in
smoking in developed countries from very high
levels in the 1950s-1980s. They also form the basis
of the WHO’s Framework Convention on Tobacco
Control[39], which aims to develop these measures
more robustly in developing countries.
Although effective, these measures are subject to
implementation resource constraints, enforcement
burdens and more subtle political limitations.
They include how much the state should intrude
in personal choices, whether smoking bans can
be justified in private spaces such as homes and
concern about tobacco taxes being regressive or
creating black markets. Each country addresses
these issues differently.
THE MISSING POLICY APPROACH –
TOBACCO HARM REDUCTION
Harm reduction, the fourth strand in the tobacco
control strategy outlined above, has received
less attention and has evoked hostility from some
tobacco control activists. It has been argued that
this is due to confusion about the goals of tobacco
policy[40] – whether they are directed at reducing
disease, reducing tobacco use, reducing nicotine
use or destroying the tobacco industry.
This confusion matters because these goals may
be in conflict in cases where nicotine products offer
much lower disease risk than smoking.
APPENDIX C__ 13

Policymakers have been working for five decades to
control the burden of tobacco-related diseases. The
tobacco control strategy should focus on reducing
premature death and serious harms like cancer,
cardiovascular and respiratory disease as rapidly
as possible. To that end, the most effective tobacco
control strategy has four main elements:
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THE TOBACCO
HARM REDUCTION
APPROACH
The fourth strand of tobacco control strategy is
tobacco harm reduction. The WHO Framework
Convention on Tobacco Control (Article 1) explicitly
endorses harm reduction strategies in tobacco
control[39]:
(d) “Tobacco control” means a range of supply,
demand and harm reduction strategies that
aim to improve the health of a population by
eliminating or reducing their consumption of
tobacco products and exposure to tobacco
smoke” (emphasis added).
This means reducing harm to people who
continue to use nicotine or tobacco. Despite this
endorsement in the text of Framework Convention
for Tobacco Control (FCTC) itself, this approach
has not yet been developed in the Convention. It
has also not been widely developed as a tobacco
control strategy other than by chance.

Photo by Charles Etoroma on Unsplash
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Tobacco harm reduction remains controversial[41]
[42]
, but there is mounting evidence that it could be
transformative in reducing the burden of disease,
and many scientists now recognise the opportunity
to achieve rapid reductions in disease risk.[43]
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People smoke for the nicotine but
die from the tar
Nicotine is not a cause of cancer, cardiovascular disease
or the respiratory conditions that dominate the ill health
from smoking.[45] For example, in England in 2013, smoking
caused 79 700 deaths of which 37 200 were from cancer,
24 300 from respiratory diseases, 17 300 from circulatory
diseases, and 900 from digestive diseases. No deaths
have been attributed to pure nicotine use.
Pure nicotine is not completely benign, but it is widely sold
in medicinal form and does not cause any serious illness.[46]
Many decades of experience with Swedish snus (a form of
smokeless tobacco) suggests that tobacco and nicotine use
can carry a very low risk when there is no combustion.[16]
The US Surgeon General has made a detailed assessment
of nicotine risks[47], and though it is possible to measure
many effects on the body, these are trivial compared to the
harms clearly associated with smoking.
This insight opens up the prospect of “tobacco harm
reduction” – a way to use the mildly psychoactive drug
nicotine, without the major health consequences of
exposure to tobacco smoke.
This relies on technologies that deliver nicotine without
smoke – or what are known as “alternative nicotine delivery
systems” (ANDS). A growing range of technologies can
provide an acceptable or satisfying dose of nicotine without
combustion. These alternative nicotine delivery systems
(ANDS) are evolving rapidly, partly because advances in

battery technology provide high power and energy density
in a compact form that works in consumer products.
There are also more traditional ANDS, such as smokeless
tobacco, which can be made at high standards that remove
nearly all health risk. ANDS include vapour products,
nicotine inhalers, heated tobacco products, smokeless
tobacco products and novel nicotine products delivered
through the oral mucosa.
THE PUBLIC HEALTH CASE FOR
TOBACCO HARM REDUCTION
The public health proposition is that:
1 ANDS can provide a satisfactory alternative to smoking
(nicotine, sensory and ritual aspects) and will displace
cigarette use in the consumer market for recreational
nicotine.
2 ANDS can dramatically reduce risks to health,
likely by 95-100%, among those who switch with
negligible impact on bystanders, at lower cost, and
with lower social stigma. The vast majority of harm in
smoking comes from tar and hot gases – products of
combustion, rather than nicotine. These are almost
entirely absent in e-cigarette vapour.
3 ANDS are market-based public health phenomena
that “meet people where they are”. The public
health benefit does not rely on public spending,
coercion, prohibition, punitive taxes, fear, stigma or
treating smokers as though they are ill. The fact that
government funding and resources are not required
should be a significant advantage in countries with tight
budgets and many competing priorities.
4 The risks of harmful unintended consequences,
like gateways to smoking, are low. They remain
hypothetical and are unsupported by any previous
evidence.

EVIDENCE THAT ALTERNATIVE
NICOTINE DELIVERY SYSTEMS ARE
MUCH SAFER THAN SMOKING
The basic argument, common to all the ANDS products,
is that they do not involve combustion processes, and the
products of combustion of organic material (the tobacco
leaf) do most of the damage.
Vapour products
The most important difference between cigarette smoking
and e-cigarette use (sometimes called “vaping”) is the
dramatically lower health risk to the user. While it is
impossible to go forward in time by several decades and
look at what harm, if any, is caused by e-cigarettes, we still
know a great deal about the likely risks of vaping compared
to smoking.
Measurements of toxic constituents of cigarette smoke
and e-cigarettes suggest e-cigarette users will experience
much lower toxic exposures than smokers will, and this is a
reasonable proxy for a health risk. Most of the toxic agents
thought to cause harm from cigarette smoking are either not
present in e-liquid vapour or present at significantly lower
levels.
Major reviews of e-cigarette safety[46][48][49] give confidence
that risks are likely to be at least 95% lower than smoking
– a view recently endorsed by the government agency
Public Health England.[50][51] At present, there is no evidence
suggesting that e-cigarettes are a cause of any serious
disease, so even the 5% residual risk is an allowance for
unknowns. The most recent authoritative statement is from
the Royal College of Physicians[52]:
“Although it is not possible to precisely quantify the
long-term health risks associated with e-cigarettes, the
available data suggests that they are unlikely to exceed
5% of those associated with smoked tobacco products
and may well be substantially lower than this figure.”
(Section 5.5 Page 87)

Smokeless tobacco
Different forms of smokeless tobacco pose different
degrees of risk. Swedish snus has been studied extensively
over many decades and appears to pose minimal or no
material risk.[16]
However, in developing countries, a broad review of
smokeless tobacco showed a wide range of potentially
hazardous agents in products used in these countries, with
particularly high levels of carcinogenic nitrosamines found
in Sudanese toombak.[53] The National Cancer Institute has
compiled information on smokeless tobacco use in different
regions of the world; including chapters on Africa and the
Middle East.[54]
Even the most harmful forms of smokeless tobacco are
likely to be much less dangerous than smoking, given the
wide range of hazardous agents in cigarette smoke that are
drawn into the lungs. No equivalents exist for smokeless
tobacco users for most of the exposures that smokers face.
Expert advisers to the WHO have recognised this range of
risks within the smokeless category and have advocated a
systematic regulatory approach to reducing these risks.[55]
Heated tobacco products
These products have only recently appeared on the market
in a form acceptable to consumers. Tobacco manufacturers
that make the products have conducted most of the
research on them and they have not been assessed
independently. However, recognising that caveat and being
duly cautious, the products do appear to offer the promise
of very substantially reduced risk while mimicking cigarette
smoking more closely.

APPENDIX C__ 15

THE KEY TOBACCO HARM REDUCTION INSIGHT
A key insight into tobacco and health strategy is to
recognise the ultimate cause of harm. Nicotine is the
active drug in tobacco, and the reason why people smoke
tobacco. However, nicotine is not the primary cause of
harm arising from smoking. For four decades, it has been
understood that[44]:
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Example of experience from Australia
“It’s really hard to believe it’s been a year. Never in my
wildest dreams did I think that I could really quit smoking
and make it last this long. I figured my addiction would kill
me one day. Now, I am in great health, have managed to
slim down to what I weighed in my 20s, and am fitter than
I have been in years. I’ve tried to convert many people,
but so far have only succeeded with one friend. I hope
to continue to pay forward the time that the Brisbane
lady gave me at the airport one year ago and will chat to
anyone in the street about vaping.”

“Poor media
reporting and
misrepresentation
of scientific
findings have
exaggerated risks,
but understated
the benefits of
e-cigarettes.”

Example of experience from the UK
“Vaping has probably saved my wife’s and my own life, I
was a smoker for 50 years, nothing I have ever tried has
had the impact of vaping, this alone was the only thing
that saved me, how can governments legislate against
something that is saving so many people’s lives?”
Example of experience from the United States
“I had been a pack-and-a-half a day smoker for 25
years, the majority of my life. I had tried to quit for about
a third of that, using methods like the gums, but without
success – I could only ever quit for a few days at most. In
December of 2014, I first tried vaping, exploring a variety
vaporizers and fluids. I cut my smoking down dramatically
and was a duel user for about a month and a half. On my
birthday in the following January, I threw my cigarettes
away by plan, and have been an EX-smoker for the many
months since then.”

With thousands of similar testimonies, any government
official or minister has to consider what reason they would
intervene to prevent experiences like this. We should
encourage similar experiences in Africa and the Middle
East, as there is no reason for governments to place
obstacles in the way of smokers making the life-saving
transformations described in these testimonials.
THE GOVERNMENT CASE FOR LEGAL REGULATED
SALE OF LOW RISK NICOTINE PRODUCTS
Policymakers must base decisions with real-world lifeor-death consequences on a dispassionate view of the
evidence, and the scientific evidence now suggests that
alternative nicotine delivery systems (ANDS) could benefit
millions of smokers.

•

•
•

Smokers who switch to ANDS are likely to avoid
at least 95% of the major smoking-related risks for
cancer, heart disease and respiratory illness. They
will also experience significant short-term gains in
health and wellbeing and may be financially better
off. No government should deliberately try to deny
smokers this option, which millions of smokers
worldwide have now adopted.
E-cigarettes are an effective tool for switching from
smoking at zero cost to the public purse, since the
individual smokers bear the costs.
Advances in scientific understanding of the
opportunities to use ANDS show that a “tobacco
harm reduction” strategy could secure large health
gains by enabling smokers to switch to much lower
risk products. E-cigarettes are at least as effective
as medical smoking cessation approaches (such as
NRT or behavioural advice), but they are far more
acceptable and popular, hence they will have a far
wider reach than medical treatments

•
•

•
•
•

A widespread switch to ANDS would reduce
exposure to second-hand tobacco smoke.
E-cigarettes pose no material risk to bystanders.
The quality of products available from reputable
manufacturers is now very high and they are on
widespread sale in the European Union, North
America and throughout Asia without any major
problems. Many smokers report success at quitting
smoking and better health as a result.
There is a growing international experience with the
regulation of ANDS as consumer products.
It would be better for a region to have its own
legitimate and properly regulated supply chain and
to have responsible producers contributing corporate
and sales taxes as appropriate.
There is no indication anywhere in the world that
ANDS undermine tobacco control, induce young
people to smoke, or reduce the rate that adults
quit smoking. The evidence, when examined
dispassionately, shows what a neutral observer would
expect unless presented with evidence to the contrary;
people use much safer products to reduce their health
risks or quit smoking.

Poor media reporting and misrepresentation of scientific
findings have exaggerated risks, but understated the benefits
of e-cigarettes. There are no precedents for banning safer
products while leaving the most dangerous products widely
available. On the contrary, ANDS will support a tobacco
control agenda by giving smokers options to respond to
increasing taxes and other controls on smoking. ANDS offer
far better options to smokers than switching to shisha or
buying cigarettes on the black market.
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THE EXPERIENCE OF E-CIGARETTE USERS
Although there is good science to underpin confidence
in e-cigarettes, it is also important to consider the
human experience. For example, the human stories from
Australia[56], the United Kingdom[57] and the United States[58]
help to explain why and how the products work. Here are
three examples of thousands of user testimonials in their
own words:
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Professor Wayne Hall and colleagues outlined the key
ethical arguments against prohibiting Electronic Delivery
Systems (ENDS) such as e-cigarettes[59], stressing the
following four principles (with our explanations):
1 Respect for autonomy – why should the government
prevent citizens from making these choices for
themselves? Governments do not intervene to prevent
most choices people make about risk, e.g. playing contact
sports, consuming alcohol and even smoking itself.
2 First do-no-harm (“non-malificence”) principle – is the
government confident that a prohibition will achieve its
aims and do this with minimum harm? Prohibitions may
have severe unintended consequences including a
black market, unregulated products, criminal networks,
reducing the number of smokers who quit and
distorting the legal market to favour cigarettes.
3 Denying benefits (“beneficence principle”) – how can
the government justify denying smokers the option to
switch to a much lower risk product, which may save
them from a serious disease?
4 Distributive justice – smoking is often concentrated
in poor groups in society and may be rising in poorer
countries. The future evolution of disease and mortality
may aggravate inequality between and within countries,
but ENDS may be a cost-effective way to reduce these
inequalities without requiring public spending or laws
that are difficult to enforce.

The World Health Organization was careful in its 2014 briefing
on ENDS[60] to avoid proposing prohibitions on ENDS.
Instead, the WHO stressed regulation rather than prohibition:
ENDS, therefore, represent an evolving frontier, filled with
promise and threat for tobacco control. Whether ENDS
fulfil the promise or the threat depends on a complex
and dynamic interplay among the industries marketing
ENDS (independent makers and tobacco companies),
consumers, regulators, policy-makers, practitioners,
scientists, and advocates. (1)
The citation (1) at the end of this specific WHO statement
refers to a commentary by Dr David Abrams, Executive
Director of the Schroeder Institute for Tobacco Research
and Policy Studies, and Professor in the Department
of Health, Behaviour and Society at the Johns Hopkins
Bloomberg School of Public Health. Writing in JAMA,
Abrams[41] concludes:
The more appealing e-cigarette innovations become,
the more likely they will be a disruptive technology.
Although the science is insufficient to reach firm
conclusions on some issues, e-cigarettes, with prudent
tobacco control regulations, do have the potential
to make the combusting of tobacco obsolete. Strong
regulatory science research is needed to inform policy. If
e-cigarettes represent the new frontier, tobacco control
experts must be open to new strategies. Statements
based on ideology and insufficient evidence could
prevent the use of this opportunity before it becomes
established as part of harm reduction strategy.
It is clear that the leading edge in tobacco control is not in
prohibition of these products, but in working out how best
to exploit the major opportunities while minimising any
residual risks. In other words, tobacco control leadership
means skilful design of regulation based on sound
science and understanding of smokers’ behaviour, not on
ideological objections to nicotine use.

THE VISION: THE ENDGAME FOR
TOBACCO RELATED DISEASES
THE POTENTIAL TO DISRUPT THE MARKET FOR TOBACCO
The $800 billion global market for cigarettes is the only thing really threatened by ANDS.
To prohibit or over-regulate ANDS when they compete with cigarettes but have far lower
risk to the user would be an unscientific, unethical and a lethal error based on current
evidence.
Dr Derek Yach, former WHO Director for the tobacco policy-led development of the global
Framework Convention on Tobacco Control, summarises this perspective[61]:
At the moment, it’s estimated that there will be a billion tobacco-related deaths before
2100. That is a dreadful prospect. E-cigs and other nicotine-delivery devices such as
vaping pipes offer us the chance to reduce that total. All of us involved in tobacco
control need to keep that prize in mind as we redouble efforts to make up for 50 years
of ignoring the simple reality that smoking kills and nicotine does not.
The science shows that Dr Yach is correct in this assessment and that the opportunities
from e-cigarettes far outweigh any conceivable risks. The main risks in relation to
e-cigarettes arise from excessively restrictive policy positions or prohibition: these will have
the effect of causing more smoking, ill health and unhappiness than would be otherwise.
THE ENDGAME FOR SMOKING RELATED DISEASES
There is a vibrant debate about what policies might be required to bring about the end
of smoking or tobacco use. A special supplement of the Tobacco Control Journal was
devoted to the subject[62] and the ideas have been subject to intense criticism.[63] Here are
some of the key issues:
Summarising the policy challenge. The main challenge for governments is to find a
proportionate way of regulating these products that will exploit the huge public health
opportunity and minimise any risk to non-smokers or children, but avoid the unintended
effect of protecting the cigarette trade from competition, blocking valuable innovation or
denying/ obstructing smokers from access to much safer smoking alternatives.
Beyond “harm reduction”. To call such a vision “harm reduction” is to belittle this
pioneering technological progress in the recreational nicotine market. For centuries,
humans have used ingenuity to solve problems and through emergence and uptake of
superior technologies, this vision brings about the obsolescence or marginalisation of a
harmful and polluting way of using nicotine.
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ARGUMENTS AGAINST PROHIBITION
OF E-CIGARETTES
Several jurisdictions, notably the Gulf States and Egypt,
have considered or implemented outright or de facto
prohibitions on vapour products. It is a highly unusual and
grave step for a government to ban a product far safer than
the dominant and widely available product and thereby to
deny that option to smokers. It is essential to undertake an
in-depth examination of the ethics of such a decision.
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ANNEX

Preferred Regulatory
Frameworks for
Alternative Nicotine
Systems in Africa and
The Middle East

Tobacco Harm Reduction Case Study – The South

•
•

Ensuring that e-cigarettes and vapour products
are as safe as possible without compromising
their appeal as alternatives to smoking; and
Making certain they are not marketed in a way
that increases total population harm, including
through recruitment of young people or nonsmokers who would not otherwise smoke.

Note that the aim should not be to prevent all young
people from using e-cigarettes. There may be a
significant health benefit in young people using
e-cigarettes if this is an alternative to smoking or
other harmful behaviour.

Figure 1: Optimum regulation of
alternative nicotine delivery systems

Net
Health

VALUE TO CONSUMERS

CONSUMER VALUE
FROM E-CIGARETTE
REGULATION
(CONCEPTUAL)

Builds
Confidence

The aim of regulators should be to achieve a
“sweet spot” of regulatory intervention that builds
confidence among consumers and removes rogue
operators and defective products from the market.
However, it should, not impose costs, burdens
and restrictions that crush the smaller players
radically change the products available and obstruct
innovation.
The graphic below illustrates the concept of this
relationship.

Compromises
design & appeal

Eliminates viable
firms and products

POOR REGULATION IS THE PRIMARY RISK
TO PUBLIC HEALTH
The primary risk to the otherwise highly positive
developments with e-cigarettes is poor and excessive
regulation. At the heart of the regulatory challenge
is a “double negative” – being tough on e-cigarettes
is being tough on the competitive alternative to
cigarettes.
There is a danger that loss-averse regulators and
officials will place excessive focus on the residual
risks associated with vapour products, but in doing
so, render them less effective and appealing as
alternatives to smoking. In doing so, they will actually
increase total health risks through the unintended
consequence of additionally continuing smoking.
This weakness is present in all regulatory proposals
advanced so far.
REGULATORY OPTIONS
As a special category of consumer products, alternative
nicotine delivery systems (ANDS) and require a
customised regulatory framework. There is no reason
to regulate these products as something they are not –
as tobacco products, poisons or medicines.

“Sweet
Spot”

Net
Harm

The optimum regulatory regime would strike a subtle balance between protecting users,
non-users, bystanders, and limiting the risks of harmful unintended consequences.

REGULATORY COSTS,
BURDENS AND RESTRICTIONS

REGULATION AS A POISON
There is no case to apply poisons legislation to
e-cigarettes or e-liquids. This is because the nicotine
concentrations used in retail devices and liquids (03.6%) do not present a significant hazard that cannot
be addressed with the same approach as any other
chemical present in the home.
As an example, UK legislation sets a 7.2% (72mg/ml)
threshold for definition of nicotine liquids as poisons
– primarily for use as pesticides. These liquids on sale
typically contain between 0-3.5% nicotine.

REGULATION AS MEDICINES
There is no case to regulate ANDS as medicines,
quite simply, because they are not medicines. The
application involved in regulating medicines is a highly
expensive and burdensome regime. Its effect would be
to provide regulatory protection to the cigarette trade
and favour large tobacco companies in the e-cigarette
market.[1] In addition, this move would:

•
•
•
•
•

Create barriers to entry that would exclude most
firms and products on the market that consumers
are already using successfully as alternatives to
smoking;
Favour the tobacco industry’s products,
allowing tobacco companies to cross-subsidise
compliance from cigarette sales;
Raise costs, impose burdens and place
limitations on products that serve no useful
purpose;
Form a de facto protection of the incumbent
product – cigarettes; and
Possibly be unlawful if e-cigarettes do not
match the definition of a medicine in medicines
legislation. Courts in several countries including
the United States, Sweden, Germany and Estonia
have already rejected the mandatory designation
of e-cigarettes as medicines under their
respective medicine frameworks.

For these reasons, the European Union legislature
rejected the approach of using mandatory medicines
regulation in 2013.[2]
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THE OBJECTIVES OF E-CIGARETTE REGULATION
E-cigarette regulation should focus on:
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REGULATION AS TOBACCO PRODUCTS
Regulating e-cigarettes in the same way as cigarettes are
a basic error of analogy, for two reasons:
1 In terms of harm to human health, the products are
completely different. The risk of vaping is likely to be
at least 95% lower than that of smoking and it may
prove to have no material risk at all.
2 Cigarette regulators would aim to deter all use. In
the case of e-cigarettes, there is a good case to
encourage smokers or potential smokers to vape
instead, especially if they are unwilling or unable to
quit smoking nicotine completely.
Applying tobacco product regulation to e-cigarettes – for
example, by banning advertising or imposing excessively
large and bold warnings – could easily result in a de facto
protection of the cigarette trade. Many elements of the
EU Tobacco Product Directive Article 20 on e-cigarettes
borrow from tobacco regulation, but disproportionately
damage the e-cigarette business model compared to
cigarettes.

The appropriate model is the one that most closely
reflects reality, namely, regulation designed for a
consumer product with additional specific features.
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REGULATION AS CONSUMER PRODUCTS
ANDS are marketed and purchased as recreational
consumer products – as alternatives to smoking. This is
the appropriate regulatory approach. General consumer
regulation should apply for e-liquids and vaping devices,
with some specific technical quality control standards,
defined labelling requirements, enhanced marketing
controls that reflect the adult nature of the product and
proper communication of risks and benefits.

Tobacco Harm Reduction Case Study – The South

REFERENCES

2

3

Bates C, Stimson G. Costs and
burdens of medicines regulation
for e-cigarettes. 2013 Sep 20 26 p.
[cited 2020 Aug 31].
Available from: https://nicotinepolicy.
net/documents/reports/Impacts%20
of%20medicines%20regulation%20
-%2020-09-2013.pdf
Bates C. 10 reasons not to
regulate e-cigarettes as medicines.
Counterfactual [Internet]. 2013 Jun
12 [cited 2020 Aug 31].
Available from: https://www.
clivebates.com/10-reasons-not-toregulate-e-cigarettes-as-medicines/
Brown J, Beard E, Kotz D, Michie S,
West R. Real-world effectiveness
of e-cigarettes when used to
aid smoking cessation: A crosssectional population study.
Addiction [Internet]. 2014 [cited
2020 Aug 31]; 109(9):1531-1540
Available from: https://onlinelibrary.
wiley.com/doi/full/10.1111/add.12623

APPENDIX C__ 25

1

