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This report was commissioned by the Framework Convention Alliance, with support from Cancer 

Research UK (CRUK) to inform the 8
th
 FCTC Conference of the Parties (COP) regarding adequacy of 

funding for tobacco control measures. The study is based on publicly available data from a small sample 

of the Parties and is intended to suggest the potential additional funding needed globally and for countries 

at different levels of compliance with FCTC. It is not intended to provide a prediction of either costs nor 

available funding in any specific country, nor globally. The methods used herein may be further 

developed to fully cost the Global Strategy for Tobacco Control and/or assess revenue potential for 

implementing that Strategy, and thus produce a direct measure of funding adequacy for the FCTC 

implementation.  
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Introduction 

The World Health Organization Framework Convention on Tobacco Control (WHO FCTC) is an 

international treaty designed to reduce the global burden of tobacco. It was unanimously adopted by the 

World Health Assembly (WHA) in 2003 and entered into force in 2005 after being ratified by 40 states, 

making it the first international treaty to be negotiated within the framework of WHO. Now, with 181 

Parties to the Convention, covering over 90 percent of the global population, the WHO FCTC has become 

one of the most quickly and widely adopted treaties in the history of the United Nations [1]. 

The WHO FCTC legally binds Parties to implement a series of evidence-based tobacco control measures 

to reduce both the demand and supply of tobacco. Articles 6 through 14 of the WHO FCTC cover 

measures relating to the reduction of demand for tobacco, while articles 15 through 17 address measures 

to reduce the supply of tobacco.  

While the WHO FCTC represents a major accomplishment in the fight against the global tobacco 

epidemic, tobacco continues to kill more than 7 million people each year, the majority of whom live in 

low- and middle-income countries [2, 3] .  Unless current trends change, tobacco use is predicted to 

increase in many parts of the world [4], and low- and middle-income countries will be saddled with an 

increasingly large share of the health and economic costs of the tobacco epidemic.  

One of the major reasons for this slow and uneven progress is a chronic lack of funding. National budgets 

for tobacco control are often miniscule, particularly in low-income countries. In recent years some 

philanthropies and development agencies have made substantial contributions of international assistance 

for tobacco control efforts, though it is clear these are not yet adequate in scale to respond to the 

enormous need. At the seventh session of the FCTC Conference of the Parties (COP), governments 

acknowledged the slow pace of progress and agreed on the urgent need for a plan to ensure that progress 

on FCTC implementation takes place at an accelerated pace.  

This October, when governments meet at the eighth session of the COP, Parties will be invited to endorse 

a new Global Strategy for Tobacco Control, which calls for coordinated action from Party governments, 

the international community, and the Convention Secretariat on a small number of priority measures 

towards achieving a 30% reduction in tobacco use prevalence by 2025. Multiple sources have called for 

strengthened implementation and resource mobilization for implementing the Global Strategy [2, 5, 6] 

and pointed to the strong social and economic returns from tobacco control investments.   

Therefore, the Strategy should help mobilize resources for the treaty. Towards that end, the Strategy calls 

for the development of an indicator that measures the gap in global funding for WHO FCTC 

implementation.  

Assessing the global funding gap for tobacco control  

We develop a model to estimate the funding gap for FCTC implementation using the following steps: 

1. We select a sample of 16 countries, including a mix of geographies, country size, and income 

levels, to illustrate a range of funding situations for the FCTC. These 16 countries account for 

30% of the world population.  

2. We use publicly available data to assess compliance with FCTC in each of these countries. 

3. We rely on the WHO NCD costing tool to estimate the cost of scaling up tobacco control 

strategies based on compliance levels for each country in the sample. We extrapolate from the 16 

countries to a global total cost of implementation.  
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4. The WHO health expenditure database provides information on domestic spending on tobacco 

control. We take the average domestic spending per capita for each of the 16 countries in the 

sample and extrapolate to a global total.  

5. For international funding for tobacco control, we use an NCD donor database assembled by RTI 

International from publicly available data and the global health funding database prepared by 

IHME.  

6. We compare available domestic and international funding to the estimated cost of 

implementation to calculate the funding gap for the 16 countries in our sample and scale it up to 

the global population to produce an estimated global funding gap.  

In selecting FCTC articles to include in our analysis, we are limited by the scope of the WHO NCD 

costing tool. The tool allows us to estimate the global funding gap for the following WHO FCTC tobacco 

control strategies (Articles 6,8,11,12 have been identified as best buys by WHO): 

 Price and tax measures to reduce the demand for tobacco (Article 6) 

 Protection from exposure to secondhand smoke by banning smoking in all indoor public places, 

indoor workplaces, public transport, and other public places (Article 8) 

 Prohibiting misleading tobacco packaging and labelling and requiring tobacco products to carry 

large, clear, and rotating health warnings and messages (Article 11) 

 Banning all forms of tobacco advertising, promotion, and sponsorship to the extent possible 

under a Party’s constitution (Article 13) 

 Promotion of tobacco cessation and adequate treatment for tobacco dependence (Article 14) 

 Requirements of Parties to establish national, regional, and global health surveillance 

programmes; to initiate, cooperate, and promote tobacco control-related research; and, to 

exchange tobacco control-related information (Article 20). 

Key Findings: 

 Large gaps in implementation and funding of WHO FCTC tobacco demand-reducing policies 

remain, especially in low- and middle-income countries.  

 It will cost countries USD 34 million on average in 2018 to initiate scale-up of tobacco 

demand-reducing policies, based on the sample in our analysis. These costs increase over time.  

 On a global scale USD 1.8 billion initially and USD 40.5 billion over 15 years is needed to 

fully implement the FCTC policies we included. 

 The average annual amount of existing domestic funding for tobacco control per country is 

currently USD 15 million, or about half of funding needs, based on the countries in our sample. 

Domestic resources will provide less than 1/3 of funding needs over the next 15 years if 

current trends continue.   

 International funding provides only 4% of the total need for tobacco control globally.  

 Countries with strong implementation of tobacco control policies provide a substantially 

greater proportion of tobacco control funding needs (63%) than low implementation countries 

(4%). 

 The global tobacco control funding gap currently is USD 27.4 billion, considering both 

domestic and international funding. 

 To successfully tackle the global tobacco epidemic, both domestic and international funding 

must be increased for all countries, especially those with low implementation levels of the 

WHO FCTC treaty.   
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Section 1 summarizes the status of the above policies in 16 WHO FCTC countries (2 or more countries in 

each WHO region). Section 2 calculates the cost of implementing or strengthening these policies to the 

level recommended in WHO FCTC guidance documents.  Section 3 calculates the domestic funding 

availability. Section 4 provides the total funding gap based on estimated domestic plus international 

funding for tobacco control (through development assistance, multilateral organizations, and 

foundations). Finally, section 6 concludes. Study limitations are described in appendix A. 

Section 1: Status of implementing demand-reducing 

policies in a sample of countries 

To illustrate the current global status of tobacco control implementation, at least two countries were 

selected from each WHO region to assess the current state of tobacco demand-reducing policies. The 

sample was selected based on the availability of quality data and to be illustrative of different country 

sizes, income levels, and geographies. We examined how far each of the 16 countries has progressed with 

legislating or implementing the demand-reducing tobacco control strategies included in our analysis using 

the 2017 WHO Global Tobacco Control Report [3]. For each policy, the report scores countries on a four-

point scale on the degree to which a country has passed legislation or implemented policies. Information 

on legislation and implementation is sourced from reports submitted by Parties to the FCTC (available in 

the FCTC Implementation Database at untobaccocontrol.org/impldb) and validated by WHO officials. A 

score of zero reflects no legislation or policy in place while a country with fully implemented legislation 

or policies receives a score of three.  

The country scores for the selected policies are compiled in Table 1 below. There are 18 total points 

possible; a country with all recommended regulations and full compliance with regulations would receive 

a score of 18. Data that is not reported or unavailable is left blank. We consider countries with scores 

between 15 and 18 to have a high level of compliance, scores between 11 and 14 are considered to have a 

medium level of compliance, and countries with a score of 10 or below have a low level of compliance. 

We use these scores to estimate the costs of full compliance. Our calculations are based on this sample 

with the assumption that the full sample is reasonably representative of the Parties to the Convention as a 

whole, but the individual country scores are not necessarily representative of all countries in their 

category.  

Table 1: Country implementation status of demand-reducing policies, adapted from the WHO Report on the Global Tobacco 

Epidemic, 2017 

Country Income 

group 

Taxation Smoke-

free 

places 

Health 

warnings 

Advertising 

Ban 

Cessation 

program

mes 

Monitoring Total 

Score 

Implementation 

Level 

Panama High 2 3 3 3 3 3 17 94% 

Australia High 2 3 3 2 3 3 16 89% 

Brazil Upper-

Middle 

2 2.4 3 2.55 3 3 15.95 89% 

Canada High 2 2.4 3 1.6 3 3 15 83% 

Thailand Upper-

Middle 

2 3 3 2 2 3 15 83% 

France High 3 . 3 1.8 2 3 12.8 71% 

Denmark High 2 0 3 1.5 3 3 12.5 69% 
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Mongolia Lower-

Middle 

1 1.5 3 1.95 2 3 12.45 69% 

Egypt Lower-

Middle 

2 0 3 1.4 2 3 11.4 63% 

Kenya Lower-

Middle 

2 0 2 3 2 2 11 61% 

Pakistan Lower-

Middle 

2 0.6 2 1.4 2 3 11 61% 

India Lower-

Middle 

1 1.8 3 1.1 3 0 9.9 55% 

Jordan Upper-

Middle 

3 0.2 1 1 2 1 8.2 46% 

S. Africa Upper-

Middle 

2 0 0 1.2 2 3 8.2 46% 

Georgia Lower-

Middle 

2 0.1 1 0 2 3 8.1 45% 

Togo Low 0 0.4 2 3 0 2 7.4 41% 

 Legend  

Country Scores                                                    Total Scores 

3 points – high level of compliance                    15 – 18 (green) – high level of compliance 

2 points – medium level of compliance              10 – 14.9 (yellow) – medium level of compliance 

1 point – low level of compliance                       10 and below (red) – low level of compliance 

Blank – no data reported 

This categorization gives us the following groupings:  

High level of compliance: Australia, Brazil, Canada, Panama, and Thailand 

Medium level of compliance: Denmark, Egypt, France, Kenya, Mongolia, and Pakistan 

Low level of compliance: Georgia, India, Jordan, South Africa, and Togo 

Section 2: Cost of scaling up tobacco control strategies 

Methodology 

To assess the expected cost of scaling up tobacco control strategies across the 16 countries chosen in this 

analysis, we use the WHO Costing Tool for prevention and control of noncommunicable diseases 

(NCDs). The WHO NCD Costing Tool was developed by the WHO as a financial planning tool for 

countries to estimate the cost to scale-up delivery of core NCD interventions and demand reducing 

tobacco control strategies. 

The WHO NCD Costing Tool uses an approach that identifies and values each component resource that is 

required to scale up demand reducing tobacco control strategies. It estimates costs by calculating the 

additional number of people that each intervention will reach and multiplies this number by the per-

person resource needs of the intervention and the unit cost of the resource. 

Each strategy contains assumptions, set by WHO experts, about the quantity of resources that are required 

to implement and enforce policies at the national, regional, and district levels. The costs of these items are 

taken from the WHO-CHOICE database, which contains country specific estimates for salaries, per diem 

allowances (for training and meetings), media costs (involving public awareness about the risks of 

tobacco consumption and benefits of reducing consumption), and consumable items, including fuel and 

office supplies. These cost inputs are expressed in 2008 dollars, which we inflate to 2018 dollars using the 

Consumer Price Index (CPI) for each country. 
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The WHO NCD Costing Tool provides the annual cost of scaling-up demand reducing tobacco control 

strategies over a 15-year time span for each selected country, assuming that inflation over the period is 

equal to the country-specific average inflation rate over the past two years (2017 and 2016). To determine 

the present value of these costs we discount the annual costs at a rate of 3% per year. Per-capita averages 

are calculated by dividing the total costs estimated by the total population of each country in 2018 [7]. 

Appendix C provides methods details.  

Results 

The cost in 2018 of initiating scale-up of demand-reducing tobacco control policies in our sample is $537 

million. These costs increase over time, leading to a total 15-year cost of $11.8 billion with a per-capita 

cost of $5.43 for the 16 countries in our sample. By scaling up this cost to the global population, we 

calculate that the global total cost of scale-up over 15 years is $40.5 billion with a first-year cost of $1.8 

billion. 

The costliest intervention by far is smoking cessation (including providing specialized tobacco 

dependence treatment services, making nicotine replacement therapy available, and national quit lines) 

which makes up approximately 72% of total costs across all countries. Smoking cessation is costly 

because it is a clinical intervention that is implemented on an individual basis, unlike population-based 

interventions which have relatively low variable costs. The next costliest intervention is smoke-free 

policies (9%), followed by program strategy development (7%), advertising bans (5%), package warnings 

(4%) and tobacco taxes (3%).  

Figure 1: Distribution of global 15-year costs across interventions 

 

Section 3: Domestic funding gaps 

Most national governments dedicate resources to tobacco control, usually as part of national health 

programmes. The involvement and dedication of national governments is an integral component of 

72% 

9% 

7% 

5% 

4% 
3% 

Cessation programmes

Smoke-free policies

Program Strategy Development

Advertising bans

Package warnings

Raise tobacco taxes

Global 15-year cost = USD 40.5 billion 
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achieving full implementation of the tobacco control policies considered in this analysis. We estimate the 

amount of current funding from national governments using figures reported in the WHO Report on the 

Global Tobacco Epidemic and the Global Health Observatory data repository
1
 [3, 8].  Appendix E 

provides methods details.  

Results For all countries 

In 2018, the total amount of domestic spending for tobacco control in the 16 countries in our analysis is 

USD 242.9 million. When we extend this funding for the 15-year period, we calculate a total amount of 

domestic funding of USD 3.34 billion. This assumes no changes to the current level of domestic funding 

but adjusts for inflation. On a per-capita basis, this results in USD 1.53 of domestic spending for tobacco 

control per person in the 16 countries of our analysis. Using this per capita amount to extrapolate to the 

global population, we arrive at a total amount of domestic spending for the 15-year period of USD 11.45 

billion. Currently, domestic funding provides just under half the amount needed to fully implement 

FCTC. If domestic funding remains constant in the face of growing costs, they will provide less than 1/3 

the funds needed over the next 15 years.  

Results By implementation level 

Countries with high implementation scores spend much more on tobacco control than those with low 

levels of implementation. If current trends continue, high implementation countries will spend on average 

USD 7.54 per capita over the next 15 years on tobacco control strategies, while countries with low 

implementation will spend only USD 0.08 per capita on tobacco control strategies.  

Figure 2: Per capita domestic funding, by implementation level 

 

These results suggest that high implementation countries are much closer to achieving full 

implementation using domestic funds. The figure below confirms this hypothesis; 63% of the projected 

                                                      
1
 Data for Denmark and South Africa was obtained from the Global Health Observatory data repository, while 

Georgia’s figure comes from correspondence with the Georgian Health Promotion and Education Foundation. Data 

for all other countries were derived from the WHO report on the Global Tobacco Epidemic 
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15-year costs of scale-up are covered by domestic funding in high implementation countries, compared to 

13% in medium implementation countries and 4% in low implementation countries. 

 

Figure 1: Percentage of costs covered by domestic funding, by implementation level 

 

Countries with the lowest implementation levels (mostly lower-middle and low-income countries) 

therefore need the most international funding assistance to tackle the global tobacco epidemic. 

Section 4: Do international funds for tobacco control 

eliminate the domestic funding gap? 

In 2017, international funding for health in low- and middle-income countries totaled over USD 37 billion 

[9]. However, less than USD 1 billion was allocated for noncommunicable diseases, representing just 2% 

of international funding for health, and tobacco control is only a fraction of that funding. According to a 

database of international NCD funding created by RTI International, an estimated USD 115 million of 

donor funding is allocated for tobacco control. Comparatively, international funding for HIV/AIDS and 

maternal and child health each received approximately 100 times more funding in 2017 than tobacco 

control [9]. This international funding includes transfers from foundations, such as Bloomberg 

Philanthropies and the Bill and Melinda Gates Foundation; from multilateral organizations, such as WHO 

or the World Bank; and from bilateral donors, usually through national foreign aid agencies, such as the 

Norwegian Agency for Development Cooperation (NORAD).  Appendix D provides methods details.  

Assuming no change in the current level of international funding over 15 years, but adjusting for inflation, 

we calculate total cumulative international funding of USD 1.6 billion. Combined with the USD 11.5 

billion expected to be available from domestic sources, we estimate that USD 13 billion is available for 

tobacco control globally -- far short of the USD 40.5 billion in projected costs.  
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Section 5: Conclusions - funding gaps for demand 

reducing tobacco control strategies. 

All countries in our study devote at least some domestic funds to tobacco control policies. However, all 

countries also experience a gap between the resources allocated for tobacco control and the amount 

necessary to fully implement the policies called for in the WHO FCTC. This suggests that, while progress 

has been made towards implementing WHO FCTC guidance, more attention needs to be given to 

financing evidence-based interventions to tackle the global tobacco epidemic. Based on estimates made 

from a sample of 16 FCTC countries, our study results suggest that the global tobacco funding gap over 

the next 15 years is USD 29 billion, which falls to USD 27.4 billion when the estimated international 

donor contributions are considered. 

Countries with low implementation levels (mostly lower-middle and low-income countries) face the 

greatest challenges in financing the costs required to scale-up demand reducing tobacco control strategies. 

As shown in the domestic funding section in this report, domestic funding in low implementation 

countries covers only 4% of the costs of scale-up, while in high implementation countries (mostly high 

and upper middle-income countries) it covers 63% of the costs of scale-up.  

To successfully tackle the global tobacco epidemic, these results therefore highlight the importance of 

increasing both domestic and international funds for all countries, especially for countries with low 

implementation levels of the WHO FCTC treaty.  
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Appendix A: Study limitations  

There are significant limitations to our analysis. First, we rely primarily on existing WHO databases for 

information on both tobacco control levels and domestic funding levels.  Our results will therefore be 

outdated for countries that have not updated their information in these WHO databases. Second, 

international funding data come from a database compiled by RTI that accounts for international 

development assistance funds from 2010 to 2015. The data, however, do not include other international 

sources of funding specific to tobacco control, such as research spending. The data is also based on self-

report and does not always use consistent and clear definitions of spending. Third, the WHO Costing Tool 

for prevention and control of Noncommunicable Diseases (NCDs) contains country-specific 2008 

resource costs for scaling up the demand-reducing tobacco control strategies analyzed in this study. To 

derive 2018 resource costs, we used the CPI in each country to inflate its 2008 costs. Changes in resource 

costs that are not reflected in the CPI will therefore not be captured in our analysis. Finally – and perhaps 

most importantly – time and resources permitted us to analyze data from only a sample of countries, and 

then extrapolate from that sample to estimate global totals and country averages. These estimates may 

deviate from reality.  
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Appendix B: Level of Implementation Categorizations 

The 16 countries used in the analysis are presented in the table below along with their region and income 

level designations. This sample of countries was chosen to be illustrative across geographies, country 

size, and income levels, and because of existing acceptable quality compliance and domestic funding 

data.  

Region Country Income Level 

Africa Kenya Lower middle 

Africa South Africa Upper middle 

Africa Togo Low 

Americas Brazil Upper middle 

Americas Canada High 

Americas Panama High 

Eastern Mediterranean Egypt Lower middle 

Eastern Mediterranean Jordan Upper middle 

Eastern Mediterranean Pakistan Lower middle 

Europe Denmark High 

Europe France High 

Europe Georgia Lower middle 

South-East Asia India Lower middle 

South-East Asia Thailand Upper middle 

Western Pacific Australia High 

Western Pacific Mongolia Lower middle 

 

Scores used for ranking countries come from the WHO Report on the Global Tobacco Epidemic. 

Information on legislation is sourced from the FCTC Implementation database and then verified by WHO 

officials. For two policies considered in this analysis, smoke-free public places and bans of advertising, 

promotion, and sponsorship, the report offers scores for compliance with existing regulations on a ten-

point scale where ten represents full compliance with regulations, in addition to the scores on legislation. 

These scores were determined by a panel of five national experts. According to the report, the panel was 

composed of one “person in charge of tobacco prevention in the country’s ministry of health, or the most 

senior government official in charge of tobacco control or tobacco-related conditions; the head of a 

prominent nongovernmental organization dedicated to tobacco control; a health professional (e.g. 

physician, nurse, pharmacist or dentist) specializing in tobacco related conditions; a staff member of a 

public health university department; [and] the tobacco control focal point of the WHO Country Office” 

[3]. For bans on tobacco advertising, promotion, and sponsorship, the WHO provides two separate scores 

(one for advertising and one for promotion and sponsorship). Because we are considering this as one 

policy in our analysis, we took the average of these two scores to determine the compliance score for this 

measure. We incorporate these compliance scores by multiplying the legislative score by the proportion 

of points received for the compliance score. For example, Brazil received a score of three for existence of 

smoke-free air laws, meaning that smoking is banned in all public places. However, Brazil receives a 

compliance score of eight out of ten. We then calculate Brazil’s total smoke-free score as 3 × 80% = 2.4. 

Scores for each of these categories are listed in the Table below.  
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Taxation 
Smoke-free places 

Health 

warnings Advertising Ban 
Cessation 

programs 

Monitoring 

Laws Compliance Total Laws 

Compliance 

(bans) 

Compliance 
(promotion 

and 

sponsorship) 

Total 

compliance 

score 

Total 

Score 

Australia 2 3 … 3 3 2 10 10 1 2 3 3 

Brazil 2 3 0.8 2.4 3 3 10 7 0.85 2.55 3 3 

Canada 2 3 0.8 2.4 3 2 8 8 0.8 1.6 3 3 

Denmark 2 0 1 0 3 2 7 8 0.75 1.5 3 3 

Egypt 2 1 0 0 3 2 7 7 0.7 1.4 2 3 

France 3 . 0.7 . 3 2 10 8 0.9 1.8 2 3 

Georgia 2 1 0.1 0.1 1 0 4 1 0.25 0 2 3 

India 1 2 0.9 1.8 3 2 6 5 0.55 1.1 3 0 

Jordan 3 1 0.2 0.2 1 2 6 4 0.5 1 2 1 

Kenya 2 0 … 0 2 3 … … … 3 2 2 

Mongolia 1 3 0.5 1.5 3 3 8 5 0.65 1.95 2 3 

Pakistan 2 3 0.2 0.6 2 2 7 7 0.7 1.4 2 3 

Panama 2 3 1 3 3 3 10 10 1 3 3 3 

S. Africa 2 0 … 0 0 2 7 5 0.6 1.2 2 3 

Thailand 2 3 … 3 3 2 … … … 2 2 3 

Togo 0 1 0.4 0.4 2 3 10 10 1 3 0 2 

 

The categorization criteria and associated scores that are used in the WHO Report on the Global Tobacco 

Epidemic are presented in the Table below. 

Monitoring 

 0 No known data or no recent data (2011 or later) that are not both recent and representative 

(survey sample representative of the national population) 

 1 Recent and representative data for either adults or youth 

 2 Recent and representative data for both adults and youth 

 3 Recent, representative, and periodic data (collected at least every five years) for both 

adults and youth 

Smoke-Free Policies 

 0 Complete absence of ban, or up to two public places completely smoke-free 

 1 Three to five public places completely smoke-free 

 2 Six to seven public places completely smoke-free 

 3 All public places completely smoke-free (or at least 90 percent of the population covered 

by complete subnational legislation) 

Cessation Programmes 

 0 None 

 1 Nicotine replacement therapy (NRT) and/or some cessation services (neither cost-

covered) 

 2 NRT and/or some cessation services (at least one of which is cost-covered) 

 3 National quit line, and both NRT and some cessation services cost-covered 

Health Warnings 
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 0 No warnings or small warnings (average of front and back of package is less than 30 

percent covered) 

 1 Medium size warnings (30-49 percent of front and back package is covered) missing some 

appropriate characteristics* OR large warnings (at least 50 percent front and back 

covered) missing many characteristics 

 2 Medium size warnings with all appropriate characteristics OR large warnings missing 

some appropriate characteristics 

 3 Large warnings with all appropriate characteristics 

Advertising Bans 

 0 Complete absence of ban, or ban that does not cover national television, radio, and print 

media 

 1 Ban on national television, radio, and print media only 

 2 Ban on national TV, radio, and print media, as well as on some but not all other forms of 

direct** and/or indirect*** and advertising 

 3 Ban on all forms of direct and indirect advertising (or at least 90 percent of the population 

covered by complete subnational legislation) 

Taxation 

 0 Less than 25 percent of retail price is tax 

 1 26 to 50 percent of retail price is tax 

 2 51 to 75 percent of retail price is tax 

 3 More than 75 percent of retail price is tax 

* Appropriate characteristics of packaging include: specific health warnings mandated; appearing on 

individual packages as well as on any outside packaging and labelling used in retail sale; describing 

specific harmful effects of tobacco use on health; are large, clear, visible, and legible; rotate; include 

pictures or pictograms; and, written in all principal languages of the country. 

** Direct advertising bans include: national tv and radio; local magazines and newspapers; billboards and 

outdoor advertising; and point of sale (indoor).  

*** Indirect advertising bans include: free distribution of products; promotional discounts; non-tobacco 

products identified with tobacco brand names; brand names of non-tobacco products used for tobacco 

products; appearance of tobacco product in tv and films; and sponsorship. 

 

One limitation of our analysis is that the compliance score for smoke-free places was not reported or not 

available for Australia, France, South Africa, Thailand, and Kenya. Scores for bans on advertising, 

promotion, and sponsorship were not reported or not available for Kenya and Thailand. For these 

countries, we assumed full compliance (or a score of 10) with their given level of regulations. Because of 

this, we potentially overstate the actual level of compliance in these countries.   
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Appendix C: Inputs for WHO Costing Tool 

Values used as inputs for the WHO Costing Tool are presented in the Table below. 

Country WHO region Percent 

increase 

in CPI – 

2008 to 

2018 
 

Baseline 

tobacco 

cessation 

coverage 

rates
 

Prevalence 

of tobacco 

use (15+ 

years)  

2018 

exchange 

rate 

(Currency 

units per 

USD) 

Real 

GDP/Nominal 

GDP 2018
 

Average 

inflation 

rate 

2016 and 

2017
 

Australia Western 

Pacific 

24% 43% 15.2% 1.309975 

 

0.968747 1.016003 

Mongolia Western 

Pacific 

111% 4.5% 26.2% 2416.462 

 

0.885443 1.062722 

India South East 

Asia 

102% 4.5% 11.9% 66.36789 

 

0.938392 1.032305 

Thailand South East 

Asia 

16% 5% 20.2% 32.08813 

 

0.954843 1.023373 

Denmark Europe 14% 26.14% 19.9% 6.21452 

 

0.985142 1.007513 

France Europe 12% 8% 32.8% 0.83436 

 

0.988354 1.005875 

Georgia Europe 40% 4.5% 28.8% 2.470715 

 

0.901334 1.053312 

Egypt Eastern 

Mediterranean 

235% 4.5% 24.6% 17.76466 

 

0.765635 1.14285 

Pakistan Eastern 

Mediterranean 

128% 4.5% 20.3% 116.2168 

 

0.957701 1.021845 

Jordan Eastern 

Mediterranean 

86% 5.13% 40.45%* 0.709185 

 

0.973914 1.013304 

Brazil Americas 78% 5.13% 14.3% 3.512985 

 

0.890913 1.059454 

Canada Americas 17% 46% 15.0% 1.284905 

 

0.971825 1.014392 

Panama Americas 32% 26.14% 6.5% 1 0.971566 1.014527 

Kenya Africa 108% 4.5% 11.0% 101.11129 

 

0.90046 1.053823 

S. Africa Africa 71% 5.13% 20.5% 12.59479 

 

0.887425 1.061535 

Togo Africa 17% 4.5% 7.5% 547.2427 

 

0.960266 1.020479 

 

All parameters except for the percent increase in CPI from 2008 to 2018 are direct inputs into the model. 

Default inputs for unit resource costs in the costing tool are expressed in 2008 dollars. The percent 

increase in CPI is used to inflate these costs into 2018 dollars. This parameter is taken from the 

International Monetary Fund’s World Economic Outlook Database, April 2018 Update [7]. 

Tobacco cessation program coverage rates are estimated from two articles. Coverage for high and upper-

middle income countries is estimated from Borland et al. [10], which presents the coverage of specific 

tobacco cessation interventions by country. The overall tobacco cessation coverage rate is assumed to be 

equal to the maximum of the coverage rates of these specific interventions. Borland et al. provide 

coverage rates for 4 of the countries in our sample (Australia, Canada, France, Thailand). Coverage for 
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other high and upper-middle income countries in our sample was assumed to be equal to the average 

coverage rate of countries in their income group (26.14% for high income countries and 5.13% for upper-

middle income countries). Coverage rates for low and lower-middle income countries is taken from 

Owusu et al., 2018 [11], which estimates that the average coverage rate for any cessation assistance in 

low and lower-middle income countries is 4.5%. 

Prevalence of tobacco use for all countries except Jordan comes from the WHO Tobacco Free Initiative 

(TFI) tobacco control country profiles [12]. It is the reported rate of currently smoking any tobacco 

among those aged 15 or older. This data is not available for Jordan, so 2015 global health observatory 

data on the prevalence of smoking for those aged 15 or older was used [13]. 

We used average annual exchange rates for the year of 2018 to-date from 

www.oanda.com/currency/average [14]. The conversion rate used was the average between the annual 

average asking price and the annual average bid price. Inflation rates are calculated from each country’s 

reported inflation rate based on GDP deflator, from the World Bank World Development Indicators 

database [15]. This variable was also used to calculate the value of the real GDP divided by the nominal 

GDP in 2018. The base year for real GDP in this calculation is 2016. 
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Appendix D: International Funding Calculation Methods 

The current amount of international funding available for tobacco control was derived from RTI 

International’s NCD Donor Tracking database. First, all projects explicitly stating that they were related 

to tobacco control were extracted. Next, projects that had general project descriptions relating to 

behavioral interventions to prevent NCDs were extracted. Only 25 percent of the funding amount of these 

general projects were allocated to tobacco control, as tobacco use is one of four main behavioral risk 

factors. To the extent possible, funding was allocated to recipient countries. Funding with regional or 

global designations, such as contributions to the WHO FCTC, were distributed evenly among all 195 

countries (calculated value of $ 105,000 per country). Because most high-income countries, such as 

Australia, do not receive development assistance, this global allocation appears as international funding. 

Oher high-income countries receive some international funding for advocacy and research. Current 2018 

funding is estimated by taking the average funding in the years 2014 through 2016, the three most recent 

years for which data are available, and adjusting it to 2018 USD. Future annual funds until 2032 are 

inflated based on the country-specific average inflation rate over the past two years (2017 and 2016) and 

discounted at a rate of 3% per year. Total funding for years 2018 through 2032 is divided by the 

population in 2018 to arrive at per capita funding values for countries from 2018 through 2032.  

One of the limitations of our analysis is that many projects do not have detailed descriptions and do not 

specify where money is being allocated. We attempted to distribute funding in the most accurate way 

possible. This included several methods, such as: 

 For NGO funding that did not have specific country recipients, we looked at the NGO’s website 

to identify priority countries and distributed funding evenly among these countries.  

 For funding that had a regional designation, we distributed funding evenly between all countries 

in the region. We also did this for sub-regional categorizations, such as West Africa.  

 Bloomberg Philanthropies represents a large proportion of international funding for tobacco 

control. However, we were unable to obtain detailed project information. The website for the 

Bloomberg Initiative to Reduce Tobacco Use lists projects funded each year but does not give 

the funding amount. So, we evenly distributed Bloomberg funding between all countries 

receiving grants from the Bloomberg Initiative that year.  

RTI’s NCD Donor Tracking database includes years 2010 through 2015. More recent data is available, 

and we attempted to update the database with 2016 data. This was done using methods similar to those 

used to develop original database. Details of funding from the WHO and the Bill and Melinda Gates 

Foundation were obtained through personal correspondence in the original database. We were unable to 

obtain this same level of detail for 2016. For the WHO and the Gates Foundation, we use their annual 

average funding amount from years 2010 to 2015 as their funding amount for 2016. The current 

international funding for year 2018 used in our analysis is the average amount of funding per country 

from the three most recent years with data available, 2014 to 2016. Each year was adjusted to 2018 USD 

using CPI data from the World Economic Outlook, April 2018 Update [7]. 
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Appendix E: Domestic Funding Calculation Methods 

To calculate per capita funding for tobacco control in the 16 countries of our analysis, data was pulled 

from the WHO Report on the Global Tobacco Epidemic [3], the Global Health Observatory data 

repository [8], and personal correspondence with the Georgian Health Promotion and Education 

Foundation. National budgets for tobacco control did not all come from the same year. One limitation of 

our analysis is that some of the budget data are relatively outdated, with the oldest data coming from 2005 

for Togo. Another limitation is that the budget year for Panama was not available in either of the above 

databases. We assume a budget year of 2016 for Panama, the most recent year for which data were 

available for these countries.  

The next step was to convert the budget amounts to 2018 values. This was done using the annual CPI in 

the budget year and the CPI for 2018 in all countries [7], as follows: 

2018 𝐶𝑃𝐼 ÷ 𝑏𝑢𝑑𝑔𝑒𝑡 𝑦𝑒𝑎𝑟 𝐶𝑃𝐼 = 𝑥 

𝐵𝑢𝑑𝑔𝑒𝑡 ×  𝑥 = 2018 𝑎𝑚𝑜𝑢𝑛𝑡  

The 2018 amount in the local currency unit was then converted to USD. Average annual conversion rates 

were sourced from www.oanda.com/currency/average [14]. The conversion rate used was the average 

between the annual average asking price and the annual average bid price.  

Future annual funds until 2032 are inflated based on the country-specific average inflation rate over the 

past two years (2017 and 2016) and discounted at a rate of 3% per year. Total funding for years 2018 

through 2032 is divided by the population in 2018 to arrive at per capita funding values for countries from 

2018 through 2032. Population data was sourced from the IMF’s World Economic Outlook Database, 

April 2018 Update [7] at https://www.imf.org/external/pubs/ft/weo/2018/01/weodata/index.aspx. A table 

showing these data and calculations is below.  

 

 

 

 

 

 

 

 

 

 

  

 

http://www.oanda.com/currency/average
https://www.imf.org/external/pubs/ft/weo/2018/01/weodata/index.aspx
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Country 
Budget 

Year 
Budget  Currency 

CPI in 

budget 

year 

CPI in 

2018 

Percent 

change 

2018 

LCU 

budget 

2018 bid 2018 ask 
Average 

exchange 

2018 USD 

Budget 

Population 

in 2018 

Per 

capita 

budget 

Australia 2015 155084345 AUD 107.675 113.662 1.055603 1.64E+08 1.3097 1.31025 1.309975 $124,969,883.75  25149000 $4.9692 

Panama Missing 13700000 PAB 103.527 106.682 1.030475 14117509 1 1 1 $14,117,509.44  4159000 $3.3944 

Canada 2016 44400000 CAD 128.358 133.23 1.037956 46085262 1.28465 1.28516 1.284905 $35,866,668.38  37108000 $0.9665 

Denmark 2004 21500000 DKK 82.517 102.82 1.246046 26789995 6.21289 6.21615 6.21452 $4,310,871.12  5793000 $0.7442 

France 2004 29988306 EUR 84.863 103.008 1.213815 36400262 0.83417 0.83436 0.834265 $43,631,534.21  65098000 $0.6702 

Georgia 2018 680000 GEL 312.627 312.627 1 680000 2.45636 2.48507 2.470715 $275,223.97  3694000 $0.0745 

Mongolia 2008 234000000 MNT 53.133 111.909 2.106205 4.93E+08 2412.875 2420.049 2416.462 $203,956.04  3105000 $0.0657 

Brazil 2015 33700000 BRL 2.84E+13 3.31E+13 1.164291 39236602 3.5116 3.51437 3.512985 $11,169,020.55  2.09E+08 $0.0534 

Thailand 2015 30340233 THB 99.999 102.275 1.02276 31030784 32.01196 32.1643 32.08813 $967,048.68  69182000 $0.0140 

Jordan 2016 45000 JOD 115.495 121.081 1.048366 47176.46 0.70796 0.71041 0.709185 $66,522.08  7290000 $0.0091 

Togo 2005 20000000 XOF 89.152 116.646 1.308395 26167893 547.181 547.3044 547.2427 $47,817.71  8000000 $0.0060 

India 2015 400000000 INR 131.846 149.816 1.136295 4.55E+08 66.28557 66.4502 66.36789 $6,848,465.19  1.33E+09 $0.0051 

South 

Africa 
2010 1446567 ZAR 70.708 108.408 1.533179 2217846 12.58187 12.60771 12.59479 $176,092.31  57420000 $0.0031 

Kenya 2007 45000 USD 148.033 355.214 2.39956 107980.2 1 1 1 $107,980.18  48033000 $0.0022 

Egypt 2008 30000 USD 164.522 550.701 3.347279 100418.4 1 1 1 $100,418.36  96980000 $0.0010 

Pakistan 2014 3600000 PKR 189.579 222.935 1.175948 4233412 115.9095 116.5241 116.2168 $36,426.85  2.01E+08 $0.0002 

 


