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Abstract
Smoking and exposure to secondhand smoke pose a significant risk to the health of populations. Although this evidence 
is not new, the commitment of countries to implement laws aimed at controlling consumption and eliminating exposure 
to secondhand smoke is uneven. Thus, in North America or in Europe, locations like California or Ireland, are pioneers in 
establishing policies aimed at protecting the population against smoking and secondhand smoke. Identifying measures that 
have worked would help control this important Public Health problem in other countries that are further behind in tobacco 
control policies. In Spain, there has been almost 15 years of little political action in legislation oriented to control the tobacco 
epidemic. If we want to achieve the tobacco endgame, new legislative measures must be implemented. In this paper, we have 
elucidated tobacco control policies that could be implemented and show how different countries have done so.
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Introduction

Tobacco smoking and exposure to secondhand smoke (SHS) 
are modifiable risk factors with a great impact on morbid-
ity and mortality [1–3]. Smoking is an epidemic in many 
countries with high prevalence in certain vulnerable groups, 
such as minors [1, 4].

In the early 1950s, two groundbreaking reports published 
in the United Kingdom and the United States (U.S.) estab-
lished tobacco consumption as a threat to human health [5, 
6]. Since then, the efforts of governments to control the 
tobacco epidemic have been inconsistent, both from a geo-
graphical and a temporal perspective. Some of the earliest 
tobacco control initiatives were developed in the United 
States. For example, beginning in the 1980s, the state of 
California implemented tobacco control policies aimed at 
reducing both consumption and exposure to SHS [7]. These 
policies placed California as a global leader in tobacco con-
trol [8].

Another important initiative was the World Health Organ-
ization Framework Convention on Tobacco Control (WHO 
FCTC), which was adopted unanimously by the 56th World 
Health Assembly in 2003, with enforcement beginning in 
2005. It was the first step in the global efforts to address 
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the tobacco epidemic [9]. In 2008, the WHO established a 
technical package with the objective of assisting countries 
in fulfilling their commitments under the FCTC, the acro-
nym MPOWER [10], referring to the six measures which 
reflects at least one provision of the WHO FCTC: M (Moni-
tor tobacco use and prevention policies); P (Protect people 
from tobacco smoke); O (Offer help to quit smoking); W 
(Warn about the dangers of tobacco); E (Enforce bans on 
tobacco advertising, promotion and sponsorship); and R 
(Raise taxes on tobacco).

Recently, an ambitious new strategy, known as the 
tobacco endgame, is seeking the end of the epidemic rather 
than just its control [3]. With the main objective of reduc-
ing the percentage of smokers to less than 5%, it has greater 
possibilities of implementation in countries with a low 
prevalence of tobacco consumption or in those with a very 
rapid decline in prevalence. Different endgame initiatives, 
with remarkable results in combating the tobacco epidemic, 
have been implemented in countries such as Australia, New 
Zealand, or Singapore. These initiatives are worthwhile 
tobacco endgame strategies, since they are designed to elimi-
nate, within a specified time frame, the structural, political, 
and social dynamics that sustain the tobacco epidemic [3]. 
Identifying the actions undertaken in different countries, 
and interposing them in a particular context, could help to 
identify which tobacco control measures are necessary to 
reduce prevalence.

While it is not our aim to provide a list of strategies to 
reduce the prevalence of tobacco smoking and exposure to 
secondhand smoke, this review aims to offer potential possi-
bilities for the identification of tobacco control policies that 
could be implemented in Spain, relying on political will, as 
a comprehensive strategy to protect the population.

Tobacco epidemiology in Spain at a glance (Box 1)

In Spain, the prevalence of tobacco consumption has been 
decreasing since 1987 when it was 38.4–22.1% in 2020. 
While the decrease in the prevalence were observed in 
both men and women, the decline was more marked in men 
(55.1% in 1987 to 25.9% in 2020 while in women it fell 
from 23.0 to 18.5%). Furthermore, in men, the prevalence 
was consistently decreasing, while in women, an increas-
ing trend was observed until 2001 followed by a decreasing 
trend [11]. Regarding exposure to SHS, in 2020, 13.5% of 
the Spanish population aged 15 years and older was exposed 
in indoor places [12].

Smoking caused more than 60,000 deaths in 2018 in 
Spain, with 49,978 deaths in men and 12,673 in women. 
Mortality rates attributed to tobacco consumption show a 
different trend depending on sex, with a decrease in men 
and an increase in women [13]. Additionally, attributable 
mortality to SHS exposure has decreased from 2002 [14] to 

2020, when SHS caused 747 deaths in those aged 35 years 
and older [15].

Tobacco legislation in Spain at a glance (Box 2)

In 2005, Spain ratified the World Health Organization 
Framework Convention on Tobacco Control treaty (FCTC). 
In January 2006, Spain was one of the first European coun-
tries to implement comprehensive legislation for tobacco 
control, which was later modified in 2010. The law 42/2010 
[16] extended the initial prohibition of smoking to all 
enclosed public places by including hospitality establish-
ments, and making minimal exceptions. This law extended 
the smoking ban to some outdoor spaces, such as play-
grounds and children's play areas, educational centers dedi-
cated to children under 18 years of age, and the premises of 
health centers. As exceptions, smoking was allowed in hotel 
rooms, to a maximum of 30% of the total number of hotel 
rooms, as well as in outdoor spaces of universities and cent-
ers exclusively dedicated to adult education. Finally, prisons, 
medium and long-term psychiatric centers, and residences 
for the elderly and disabled can establish smoking outdoor 
areas and enable smoking closed rooms.

Evidence‑based cornerstones in tobacco control 
policies

Taxes

Spanish context: The last time Spain increased cigarette 
excise tax was in 2016. The tax rate for roll-your-own ciga-
rettes and e-cigarettes is lower in contrast to manufactured 
cigarettes. Regarding tobacco price, in general, Spain is in 
the low range in comparison with other European Union 
countries. The Tobacco Control Scale gives Spain a low 
score, 12 points on a maximum of 30, with regards tobacco 
price [17].

Tobacco taxation is the most effective policy mechanism 
to reduce tobacco consumption; strengthening tobacco taxa-
tion is a key policy tool-the letter R in MPOWER denotes 
“Raise taxes on tobacco” [18]. The impact of price increases, 
through raising excise taxes, has a strong effect on the prev-
alence of tobacco smoking. There is a direct and inverse 
relationship on increasing tobacco taxes with concomitant 
decreasing tobacco prevalence. Two seminal works on this 
topic were published by Chaloupka et al. in 2010 [19] and 
2012 [20]. In the 2010 paper, the evidence regarding the 
increase in tobacco prices and the global decrease in the 
prevalence of consumption in adults and young people 
was established as sufficient [19]. In addition, the paper 
also established a sufficient level of evidence relating the 
increase in prices with the decrease in the number of ciga-
rettes smoked. If price increases 10%, cigarette consumption 
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decreases by 3–5%, half of the decrease due to quitting and 
half to a reduction in daily consumption [21].

In 2021, the WHO technical manual on tobacco tax pol-
icy and administration [22] was published. This manual, an 
update of a previous one [23], set the framework for guid-
ing governments on the development of an efficient tobacco 
taxation policy. It clearly establishes that the implementa-
tion of a simple, strong, and equitable tobacco excise tax 
structure for all tobacco products, is crucial. This excise tax 
structure should include regular adjustments for inflation, 
and income growth. The WHO technical manual also states 
that all tobacco products should be taxed in a comparable 
way. As a complement to an excise tax, pricing regulation is 
central to ensuring that there are no large price gaps between 
premium and inexpensive tobacco products, as this avoids a 
move to the consumption of cheaper tobacco products [22].

The tobacco lobby, aware of the effectiveness of taxation, 
addresses populations, governments, and policymakers with 
a variety of underhanded tactics. These SCARE (SCARE 
refers to the acronym) tactics mainly work in five arenas: 
Smuggling and illicit trade, Court and legal challenges, Anti-
poor rhetoric, Revenue reduction, and Employment impact 
[22].

At the government and policymaker level, the most 
threatening argument is focused on revenue. This decrease 
could be seen as a threat by countries since the revenue that 
the country receives from tobacco is reduced, because of the 
decrease in prevalence. However, it has been observed that, 
for example in California, after the continued increases in 
taxes and the significant decreases in prevalence, the revenue 
collected from taxes has not decreased [21].

At the population level, the anti-poor rhetoric is the dis-
course. One of the tactics that the tobacco industry uses to 
discourage the implementation of these measures is the pro-
posal that those smokers with fewer economic resources are 
more sensitive to price increases. This argument is widely 
dismissed, and the positive impact of tax increases has been 
seen in the vulnerable populations [21]. The repercussions 
on smuggling and illicit trade, court and legal challenges, 
and employment impact, has been demonstrated as low. 
Detailed analysis of these issues can be consulted elsewhere 
[20, 22].

Smoke free outdoor areas

Spanish context: Smoking is prohibited in outdoors play-
grounds and children's play areas, educational centers dedi-
cated to children under 18 years of age, and the premises of 
health centers.

The evidence that there is no safe threshold of exposure 
to SHS has been established [24]. This evidence has made 
the adoption of tobacco control laws that regulate exposure 
to SHS common policy. However, most of these policies or 

regulations focus on exposure in enclosed public places, not 
outdoor areas.

At this juncture, the smoke-free legislation in the state of 
California stands out [25]. In California, cities and counties 
have the explicit authority to enforce restrictions in outdoor 
areas going beyond state laws. Although state laws mostly 
focus on the workplace, smoking is also prohibited within 20 
feet of entryways or operable windows in public buildings, 
within 25 feet of outdoor playgrounds and within 250 feet 
of parks or facilities where a youth sporting event is taking 
place. Smoking is also prohibited in state parks and on state 
beaches except for paved roadways or parking facilities. The 
additional restrictions adopted by local communities include 
outdoor areas such as dining areas. Nevertheless, in Cali-
fornia where smoking is prohibited in virtually all enclosed 
workplaces [25], the smoke-free outdoor area regulations are 
uneven in the different counties [26].

At this point, the child-smoke-free outdoor areas must 
receive attention, especially smoke-free school grounds. It 
is essential to establish smoke-free policies protecting out-
door school grounds and school entrances, although this is 
sometimes complicated due to the public nature of some of 
these spaces. Normalizing these outdoor smoking restric-
tions in schools or educational settings requires legislation. 
Signs should be prominently displayed at all entrances to 
school properties stating that all forms of tobacco use are 
prohibited. Implementing these policies in educational set-
tings requires collaborative efforts. The importance of the 
collaboration of public health officials and teachers will be 
essential to increasing the adoption of the regulations [27]. 
We must highlight that developing smoke-free environments 
not only protects the population from SHS. It also denor-
malizes smoking, since it reduces the exposure of young 
people to smokers, counteracting the view that smoking is a 
usual adult behavior. It also assists those quitting by reduc-
ing exposure to other smokers.

Public support for outdoor smoke-free policies in places 
frequented by children is high, ranging from 86% for smoke-
free cars with children to 76% for school grounds [28]. 
Despite this, smoke-free outdoor area policies are scarce 
worldwide. In the U.S., 8% of children live in zip codes 
with both smoke-free school grounds and playgrounds [29]. 
Differences between regions and wealth are notable, with 
the northeast and the wealthiest population as the most pro-
tected [29].

Smoke free private areas

Spanish context: No legislation in relation to this 
cornerstone.

Smoke-free private areas are supported by the same 
arguments that have led to successful bans on smoking 
in workplaces and public settings: protecting vulnerable 
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populations, helping smokers quit, and preventing adoles-
cents from smoking initiation [30]. The application of reg-
ulations that protect people from SHS exposure in private 
places such as homes and cars is controversial since as it 
intrudes on one’s privacy and threatens individual rights. 
The dilemma, when children are involved, is whether the 
protection of their health overrides the right of the adult 
to smoke in their private spaces. Prohibition on tobacco 
consumption in private places where children are present 
is a matter of debate in many countries, however, in others, 
legislation has been enacted.

Regarding cars, in the U.S in 2006, Louisiana and 
Arkansas were the first states to prohibit tobacco con-
sumption in private vehicles when children were present. 
In Louisiana, the ban focused on prohibiting smoking in 
cars with minors under 13 years of age, and in Arkan-
sas, the age limit was initially established at 6 years of 
age, until later amendments raised it to 14. In California, 
the smoking ban was made effective in 2007, with an age 
of those under 18 years [31]. In the U.S., the prohibition 
of smoking in cars where children are present has been 
implemented unevenly, and where implemented the age 
limit from which it is applied is heterogeneous.

In the U.S., smoking restrictions in multi-family hous-
ing are becoming increasingly common, with govern-
ments, businesses, and property managers acting to protect 
residents from tobacco smoke. In 1997, Utah was the first 
state to pass legislation allowing landlords to ban smok-
ing in apartments. In the first decade of the 2000s, a major 
property management company in Oregon implemented 
smoke-free policies in 8000 units across 100 properties 
in 5 states. Additionally, three California cities enacted 
ordinances prohibiting smoking in some or all units of 
multi-unit residential housing [30]. In 2009, the U.S. 
Department of Housing and Urban Development, issued a 
memorandum strongly encouraging public housing author-
ities to implement smoke-free policies in some or all of 
their units [30]. Despite partial implementation, some U.S. 
states have enacted comprehensive smoke-free policies in 
public multi-unit housing in 2023 [32]. Evidence suggests 
there is high compliance and support of smoke-free build-
ing policies among most multi-unit housing residents [33].

Other countries with smoke-free housing policies 
are Canada and Australia. Canada implemented the first 
smoke-free housing policies in 2007. The most compre-
hensive policies apply to multi-unit residential buildings 
in the Yukon Territory, Ontario, Quebec, British Colum-
bia, and Alberta, including public housing, private rental 
housing, and condominiums [34, 35]. In Australia, New 
South Wales implemented that all new multi-unit residen-
tial buildings must be smoke free and owners of exist-
ing multi-unit residences can opt to make their buildings 
smoke free [35].

There is a growing recognition across Europe of the 
importance of smoke-free housing to protect public health, 
particularly children’s health. In Scotland, the public health 
mass media campaign “Take it Right Outside” (TiRO) 
reduced children's exposure to SHS in the home by 50% 
[36, 37]. The Scottish Government's 2018 Tobacco Con-
trol Action Plan, aims to encourage landlords to implement 
smoke-free home policies [38]. In the UK, the Action on 
Smoking and Health (ASH) recommends legislation requir-
ing all new social housing, including balconies and gardens, 
to be smoke free by 2025 [39].

Another initiative that also impacts the private sphere 
is the non-smoking hiring policy. The Cleveland Clinic, in 
Ohio (U.S), was the first hospital to implement in 2007 a 
non-smoker hiring policy [40]. This policy remains in effect 
and is part of a larger initiative, “Tobacco-free environ-
ment”, with the mission to preserve and improve the health 
and lives of their employees, patients, and community. The 
aim is to create a culture of wellness that permeates the 
entire institution [41]. Although it was unusual for the time, 
it was not unique. In 2003, Weyco Inc, a medical benefits 
administrator, announced that it would no longer hire smok-
ers [42]. Later in 2006, the company started testing their 
employees and charging a 50 U.S. dollar fee for those who 
failed the test and did not enroll in a smoking cessation pro-
gramme [43]. Several organizations and hospitals across the 
U.S. have followed similar policies, some worthy of men-
tion are: Memorial Health Care System in Tennessee, Baylor 
Health Care System in Texas and Franciscan Health Sys-
tem in Washington [41]. Despite receiving criticism upon 
implementation, employees and the broader community have 
accepted these policies [40]. In 2005, the WHO introduced 
hiring restrictions. The WHO stated that it “does not recruit 
smokers or other tobacco users who do not indicate a will-
ingness to stop smoking” [41].

Reducing the accessibility to tobacco products

Spanish context: Regarding the retail environment, Spain 
has a licensing system driven by economics. The sale of 
tobacco through vending machines is permitted at news-
stands, in certain convenience stores, and inside hospitality 
venues such as hotels, bars, restaurants, dance halls, and 
gaming establishments. Vending machines must be in a 
location where they can be supervised by employees of the 
establishment. The minimum age for the sale and purchase 
of tobacco products is 18 years.

The tobacco retail environment has become a critical 
focus of policy interventions to help countries to achieve 
the tobacco endgame. Recent systematic reviews have sug-
gested that limiting the number of tobacco retailers reduces 
smoking prevalence, youth initiation, and supports cessation 
[44, 45]. In 2011, the New Zealand government set a goal to 
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make the country smoke free by 2025 [46]. As part of this 
initiative, reducing the number of tobacco retail outlets was 
recommended, giving local authorities the power to control 
their number and location [47]. Notably, in New Zealand, no 
license or registration is required to sell tobacco: any retail 
outlet is permitted to sell tobacco products, and many non-
retail outlets, such as alcohol licensed premises, sports and 
social clubs also sell tobacco products. From July 1st 2024, 
a maximum of 599 tobacco retailers (354 urban, and up to 
245 rural) will be legally able to sell smoked tobacco prod-
ucts in New Zealand [46]. The State of California requires 
tobacco retailers to obtain a license to sell tobacco products 
but there are no state laws restricting this number. However, 
when grading the county efforts on tobacco control, one of 
the areas evaluated is related to the location of the tobacco 
retailer. The establishment of zoning restrictions oriented to 
reduce the presence of tobacco retailers in locations where 
youth congregate is considered positive. This measure is 
applied in a minority of counties and is of note in Alameda 
County, San Francisco and Santa Cruz [26]. The promotion 
and selling of tobacco products in places close to colleges 
or high schools is one of the tactics used by the tobacco 
industry [48]. Licensing systems helps to reduce the num-
ber of tobacco outlets, however, when a licensing system is 
driven by economic rather than public health motives, it is 
detrimental to tobacco control efforts [49].

The sale of tobacco through vending machines is a point 
included in Article 16 of the WHO FCTC. This article 
reflects the importance of ensuring that tobacco vending 
machines are not accessible to minors to protect their access 
to tobacco products [50]. The regulation of tobacco sales 
through vending machines differs from country to country. 
Thus, countries such as Singapore, among others, have a 
tobacco ban sale via vending machines [51]. In the U.S, 
the Family Smoking Prevention and Tobacco Control Act, 
passed in 2009, prohibited the sale of tobacco products in 
vending machines, except in adults-only facilities [52].

In December 2022, New Zealand implemented the ban 
on tobacco sales to generations born after January 1st, 
2009, preventing retailers to sell or supply smoke tobacco 
products to anyone born on or after that date [53, 54]. This 
ban will come into effect in July 2024. The same initiative 
was suggested in 2010 by Singapore researchers when they 
published a study proposing, to ban access to tobacco sales 
to those born since 2000 [55]. However, some difficulties 
related to the possibility of circumventing the ban and its 
consequences, prevented its implementation. Neverthe-
less, the Singapore government is studying how the ban 
is implemented in New Zealand to assess its possibilities 
in Singapore [56]. This difficulty led Singapore to opt for 
other measures such as raising the minimum age for the sale, 
consumption, possession and purchase of tobacco products 
to 21 years old [57]. The increase in the age from which 

tobacco can be purchased is spreading. California, in 2016, 
approved the law known as Tobacco 21 with great support 
in the general public [58]. It sets the minimum sales age at 
21 years, except for the active-duty military personnel for 
whom the age remained at 18. This law was subsequently 
enacted in 2019 for the whole country [59]. Another ini-
tiative oriented to reduce sales was licensing people who 
smoke. In 2012, public health expert at the University of 
Sydney (Australia) Simon Chapman, proposed a compulsory 
license for smokers in the form of a smart card [60]. This 
card would allow verification of the identity and age (neces-
sarily 18 or older) of the bearer, giving access to the pur-
chase of tobacco products. The main features of the license 
would be an annual renewal fee, with different categories 
and prices depending on the intensity of consumption, a 
maximum daily purchase limit, and a knowledge test to qual-
ify for the license, to ensure that new consumers make an 
informed choice. As an incentive, those who decided to quit 
would receive a refund of all the fees paid, with compound 
interest. Licensing would generate a registry of smokers and 
their purchases, with information particularly relevant for 
public health decision-makers [60]. The proposal soon met 
with objections [61, 62], and although Chapman went so 
far as to present the initiative to a government committee, it 
never moved forward.

A foundation for tobacco control

Spanish context: In Spain, there is no formal structure that 
coordinates national efforts for tobacco control. At the 
national level, the Ministry of Health, and at the regional 
level, the health administration of the 17 autonomous com-
munities and 2 autonomous cities, have the capacity to 
legislate tobacco control. Any law approved at the national 
level is enforceable throughout the country. The national sur-
veillance systems are based on the National Health Surveys 
carried out in Spain approximately every 2 years. However, 
their sample size does not allow for representative informa-
tion at the level of autonomous communities by age and sex. 
In addition, other limitations include the variability in its 
periodicity and the absence of precise questions to assess 
the prevalence of exposure to SHS.

To support the aforementioned cornerstones, building a 
foundation for tobacco control is essential. At this point, 
the U.S. experience could serve as a model to cement the 
cornerstones. In 1999, the U.S Center for Disease Con-
trol and Prevention (CDC) created the National and State 
Tobacco Control Program (NTCP) to coordinate national 
efforts to reduce tobacco-related diseases and deaths [63]. 
The NTCP has several goals, among them the elimination of 
exposure to SHS and the promotion of tobacco cessation. To 
respond to these goals, several strategies have been imple-
mented; among these two crucial ones are surveillance and 
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evaluation, and mass health communication interventions. 
These two related strategies are central and fundamental 
tools in controlling the tobacco epidemic.

Policies aimed at tobacco control must rely on an 
informed and educated population, public health profession-
als and policymakers. Furthermore, one key factor associ-
ated with success is the involvement and support of civil 
society that, based on informed knowledge [64], is aware 
of the need for laws aimed at the abolition of tobacco [65].

The availability of quality scientific information is crucial 
to inform society. This information, once obtained, must be 
disseminated as part of a health promotion and education 
strategy. Having up-to-date information is the basis of good 
risk communication. Powerful surveillance systems that 
monitor the prevalence of tobacco use and exposure to SHS 
are a valid source of information necessary for building and 
evaluating health messages and policies. In the U.S. among 
these data sources are the Behavioral Risk Factor Surveil-
lance System, the National Health and Nutrition Examina-
tion Survey, National Health Interview Survey, the National 
Survey on Drug Use and Health and the National Youth 
Tobacco Survey. With an established periodicity and con-
stant data collection, they are a reliable and valuable source 
of information. In the US, evidence-based guidelines such 
as the Reports of the Surgeon General on tobacco, the NCI's 
Tobacco Control Monograph series or the Best Practices for 
Comprehensive Tobacco Control Programs [66] are meant to 
help states build and maintain effective tobacco control pro-
grams. The Best Practices for Comprehensive Tobacco Con-
trol includes 20 objectives, such as reduce current tobacco 
use in adults or increase the proportion of cancer survivors; 
the objective’s status or the most recent data could be con-
sulted in a friendly webpage [66].

Separating research results from political decision-mak-
ers and media is a mistake. At the political or policymaker 
level, knowledge translation from scientific evidence is of 
indisputable value [67]. The importance of having informa-
tion based on, for example, high-quality systematic reviews 
linked to legislative changes aimed at tobacco control, is 
critical. However, this information should also reach the pol-
icy makers and be understandable to them [68]. We should 
highlight that the information derived from research studies 
is not easily understood by people not trained in scientific 
research. Adapting scientific knowledge to a lay audience 
is mandatory [69]. Regarding the media, they must be our 
trusted partner in transferring knowledge to the public to 
counter the influence of the tobacco industry. The evidence 
exists, what remains now is giving society access to it.

Smoking control legislation is not meant to stigmatize 
smokers. It is a measure to protect the health of the popula-
tion. Countries must make the political decision to imple-
ment comprehensive tobacco control policies and avoid the 
influence of the tobacco industry. We must not forget that 

governments have the ethical responsibility to serve their 
population and must protect their health. Tobacco control 
measures should not be applied in isolation [7]. In coun-
tries like Brazil, the positive impact of the application of 
laws that regulate at different levels has been proven [70]. 
Taking all these issues into account is important if we also 
want to achieve the endgame, or the objective specified in 
the Europe’s Beating Cancer Plan, which aims for a tobacco 
prevalence of 5% or lower by 2040. What are we waiting for?

Conclusion

In this paper, we have elucidated tobacco control policies 
that could be implemented and show how different coun-
tries have done this. We have also indicated which of these 
initiatives have been initiated and enforced in Spain, and it 
is clear that our country lags behind others in such policies. 
Tobacco policies driven by evidence-based new knowledge 
have to evolve constantly. Unfortunately, this is not the case 
in Spain. In Spain, there has been almost 15 years of lit-
tle political action in the control of the tobacco epidemic. 
Again, what are we waiting for?
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