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Summary of recommendations

1.  Incorporate gender into tobacco control measures

1.1. Make tobacco products less affordable by raising prices through tobacco tax measures and
apply the revenue raised to specific tobacco control activities benefiting women, young
people and disadvantaged groups

1.2. Enact and enforce legislation requiring all indoor workplaces and public places to be 100%
smoke-free environments. Gender-sensitive education efforts must empower individuals
to claim smoke-free environments

1.3. Enforce a comprehensive ban on advertising, promotion and sponsorship to protect males
and females of all ages from being targeted by the tobacco industry

1.4. Implement large, visible, and regularly changing health warnings and messages on tobacco
product packages. Specific textual and pictorial health warnings for men and for women
should reflect sex and gendered effects and patterns of tobacco uptake and cessation

1.5. Increase availability and access to treatment services for tobacco dependence and train
health professionals in these services to take into account sex and gender specificities when
treating tobacco dependence

1.6. Use gendered education and communication approaches to increase public awareness and
support for approval and enforcement of effective tobacco control policies

2.  Develop a gender-responsive infrastructure for tobacco control

2.1. Collect and analyse sex-specific and gender-specific information on tobacco use and the
effectiveness of tobacco control measures

2.2. Integrate gender analysis into tobacco control planning
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Introduction

The most cost-effective ways of reducing tobacco
consumption in low-income, middle-income
and high-income countries are price increases
through tobacco taxes and the creation of smoke-
free environments. Other non-price measures,
such as comprehensive bans on tobacco advertis-
ing, sponsorship and promotion, strong warning
labels and wide dissemination of information
in support of these key policy interventions, are
also effective.

There have been few consistent analyses of the
gender-specific and diversity-specific effects of
tobacco policies, but emerging data indicate
that such generic tobacco control measures may
not be equally or similarly effective in respect to
the two sexes and the various subgroups in a
country’s population. Therefore, in order to
address the specific needs of men and women
of all ages more effectively, a gendered perspective
must be included in tobacco control measures.

Indeed, for almost a century the tobacco industry
has capitalized on gender norms and differences
to enhance product development and marketing
techniques and broaden its market, with nega-
tive effects on the health of women and men.
Age, ethnicity and class have also played a key
role in the design and dissemination of tobacco
marketing strategies. It is therefore important
that tobacco control policies recognize and take
into account gender norms, differences and
responses to tobacco, in order to counteract
these pressures, reduce tobacco use and improve
the health of men and women worldwide.

Tobacco kills men and women.
However, there are sex-specific
differences

The main consequences of smoking are heart
disease and stroke, chest and lung diseases
(including lung cancer) and several other cancers.

Generally, both sexes fall victim to the morbidi-
ty and mortality associated with these diseases,

but there is growing evidence that these dis-
eases and effects also have sex-specific elements.
For example, women get lung cancers at a lower
exposure than men; adenocarcinomas are more
prevalent among women smokers than men,
and may result from gendered smoking behav-
iours (inhaling more deeply) and/or gendered
products (“light” cigarettes) that were designed
for women (Payne, 2001; INWAT, 1999; Samet
& Yoon, 2001; INWAT, 1994; Joossens &
Sasco, 1999). The effects of tobacco use on the
trajectory of lung health, evidenced by diseases
such as cancer and chronic obstructive pul-
monary disease, are sex-differentiated, with
women experiencing a different and faster devel-
opment of lung disease, starting in adolescence.

There are sex-specific effects on both male and
female reproductive systems and capabilities.
Both the ingestion of nicotine and the chronic
vascular damage caused by smoking appear to
contribute to erectile dysfunction in men.
Similarly, research has investigated links between
sperm quality and smoking, but has yet to pin-
point the actual effect of smoking compared with,
or in the context of, occupational exposures or
other confounders (United States Surgeon
General, 2004:534). The effects of smoking
during pregnancy are numerous and well docu-
mented, and include difficulties with labour,
delivery and breastfeeding, low-birth-weight
infants and possible long-term effects on child
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behaviour and a propensity to nicotine addic-
tion in later life (United States Surgeon
General, 2004, Chapter 5; United States
Surgeon General, 2001:277-307). Additional
female health conditions affected by tobacco
use include cervical cancer and bone disease
and enhanced mortality from breast cancer for
women who smoke (Fentiman et al., 2005).

Specific effects of smoking on male and female
children and adolescents are less well docu-
mented. There is evidence that smoking has an
effect on children whose bodies are still growing,
and may have an effect on the later develop-
ment of diseases such as breast cancer in women
(Band et al., 2002).

Smoking affects not only the health of smokers,
but also the health of those around them who
are exposed to secondhand smoke, such as their
children, spouses and other relatives at home
and their co-workers in the workplace. Exposure
to secondhand tobacco smoke causes serious
and fatal diseases in adults and children. Several
recent reports, including the 2004 monograph
from the International Agency for Research on
Cancer (IARC, 2004), the 2005 report from
the California Environmental Protection Agency
in the United States (California Environmental
Protection Agency, 2005), and the 2006 report
of the United States Surgeon General (United
States Surgeon General, 2006) have synthesized
this evidence and reached clear and firm conclu-
sions with regard to the adverse consequences
of exposure to secondhand smoke.

There are sex-specific issues in exposure to sec-
ondhand smoke. For example, it contributes to
lower fertility in women and men, and pregnant
women suffer added morbidity for themselves
and their newborns when exposed to second-
hand smoke. Also, research suggests that exposure
to secondhand smoke increases the risk of breast
cancer in young premenopausal nonsmoking
women (California Environmental Protection

Agency, 2005). Male never-smoking spouses of
smokers have a higher risk of developing lung
cancer, compared with female never-smoking
spouses (California Environmental Protection
Agency, 2005).

Tobacco kills 5.4 million people a
year: that figure will rise to 8.3
million by 2030

There are an estimated 1.3 billion adult smokers
(over 15 years old) among the world’s six billion
people (Guindon & Boisclair, 2003). If the
prevalence of tobacco use remains constant, the
number of smokers will rise to 1.7 billion
between 2020 and 2025 (Guindon & Boisclair,
2003). Four-fifths of current smokers live in
low-income or middle-income countries.

Half of all long-term smokers will eventually be
killed by tobacco, and half of these deaths will
occur in middle age, between the ages of 45 and
54 years-WHO, 2003a (Guindon & Boisclair,
2003). More than five million people die every
year as a consequence of tobacco smoking, with
three quarters of all deaths currently occurring
among men (Mathers & Loncar, 2006). Based on
current trends, mortality will increase to 8.3 mil-
lion a year by 2030 (Mathers & Loncar, 2006), and
80% of these deaths will occur in low and middle

income countries (Mathers & Loncar, 2006).

More males than females smoke.
However, tens of millions of
women currently smoke and this
number is growing rapidly

There are important sex and gender differences
in tobacco use, with global prevalence among
males about four times higher than among
females -48% versus 10% (Guindon & Boisclair,
2003). There may be considerable female smok-
ing that is underreported, or unreported, because
of gender norms that stigmatize smoking by
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women. Male-female differences in use are high-

est in the Western Pacific Region and lowest in
the Americas and the European Region, where
about one quarter of women smoke (Corrao et
al., 2000). The most recent data for China show
a dramatic gender gap (63% among men and
3.8% among women) (Yang et al., 1999).

Typically, the smoking epidemic starts among
men and higher-income groups, and later affects
women and low-income groups in most popu-
lations (World Bank, 1999). However, global
male rates have peaked and have stabilized or are
in slow decline, while the prevalence of tobac-
co use among women is increasing (Mackay,
2001). In fact, the historical gender differences
in uptake and prevalence are shrinking because of
the increased prevalence of smoking among girls.
Recent findings of the Global Youth Tobacco
Survey, the largest global survey of adolescents
aged 13 to 15 and tobacco use, show that almost
as many young girls are smoking as young boys
in many parts of the world. This is an indica-
tor of the increasing global epidemic among
women that will not peak until well into the
21st century. The prediction is that by 2025,
20% of the female population will be smokers,
up from 12% in 2005.

Even so, despite low prevalence in some coun-
tries, the large population base of countries like
China and India means that tens of millions of
women are already smokers. And, although the
global prevalence of male tobacco use is not
increasing, smoking rates among men and boys
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remain alarming, particularly in countries which
are still in the early stages of the tobacco epi-
demic. In addition, available data do not gen-
erally consider other forms of tobacco use, which
also often display gendered and region-specific
patterns within countries and cause largely unac-
counted morbidity and mortality among both

women and men.

Incorporating gender into tobacco
control measures

Tobacco control is best accomplished through
a comprehensive approach that includes a num-
ber of measures aimed at preventing or reducing
the use of tobacco in a population or country.
These measures are reflected in the substantive
articles of the WHO Framework Convention
on Tobacco Control (WHO, 2003b). However,
a practical approach needs to prioritize some
core measures. The following recommendations
reflect a core set of policy measures that govern-
mental and nongovernmental organizations

should consider applying.

Gender issues have an impact on all of these
measures, and on how individuals and groups
respond to tobacco control policies. Hence, it
is important to understand that core tobacco
control policies ought not to be mounted as
“stand-alone” initiatives, but rather need to be
coordinated, making sure that gender and diver-
sity are taken into account and that each policy
measure complements the others.

Make tobacco products less affordable
by raising prices through tobacco tax
measures and apply the revenue raised
to specific tobacco control activities
benefiting women, young people and
disadvantaged groups

The more expensive tobacco products are, the
less likely people (young people in particular) are
to buy them. Generally, both women and men

of low socioeconomic status are likely to quit
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smoking as a result of price measures. However,
the results of studies investigating whether one
gender is more price-responsive than the other
have been mixed, with results in the United
Kingdom and the United States of America
showing that women are more price-responsive
than men (Farrelly et al., 2001; Borren &
Sutton, 1992) and results in Canada showing
equal receptiveness to price measures among
women and men (Stephens et al., 2001).

Governments should raise taxes and, preferably,

apply part of the revenue raised from tobacco
taxes to specific tobacco control activities that
would benefit women, young people and other
disadvantaged groups (Lambert, 20006).
Although tax and price increases indisputably
reduce tobacco use in the population, some
individuals try to compensate for such increases
by obtaining cheaper cigarettes or other tobacco
products, or by depleting household income to
maintain their level of addiction. Women, men,
nongovernmental organizations and anti-
poverty organizations, as well as policy-makers
and lawmakers, must understand how taxation
and pricing systems work in their countries to
implement specific effective tax and price policy
measures that adequately address compensatory

behaviours.

Enact and enforce legislation requiring
all indoor workplaces and public places
to be 100% smoke-free environments
and implement educational strategies
to reduce secondhand smoke exposure
in the home for effective protection of
men and women from exposure to
tobacco smoke. Gender-sensitive educa-
tion efforts must empower individuals
to claim smoke-free environments at
home

Exposure to secondhand smoke is widespread in
most countries, even in health care settings and
among health professionals. The number of
men and women exposed to secondhand smoke
in workplaces reflects the rates of labour force
participation among men and women. Although
the active labour force is male-dominated in
many countries, there are sectors with a pre-
dominance of female workers: for example, the
majority of health care workers and unpaid care-
givers are female. Despite the lack of sex-disag-
gregated data in most countries, approximately
44% of all students aged 13 to 15 worldwide are
exposed to secondhand smoke at home, and
56% are exposed to secondhand smoke in
public, according to the Global Tobacco Youth
Survey (Global Tobacco Youth Survey
Collaborating Group, 2003).

The only way to protect men and women effec-
tively from exposure to tobacco smoke in public
and in workplaces is to enact and enforce leg-
islation requiring all indoor workplaces and
public places to be 100% smoke-free. Smoke-
free environments achieve the goal of protect-
ing nonsmokers from exposure to tobacco
smoke, while simultaneously having a positive
impact on two other major tobacco control
goals established by public health organizations:
reducing smoking initiation and increasing
smoking cessation.
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Education is an effective strategy in promoting
protection from secondhand smoke in settings
for which legislation is neither feasible nor advis-
able, such as the home (WHO, 1999; Thompson
etal., 2006). The home is often the setting where
the highest exposure to secondhand smoke occurs
for children and for adults, especially women
who do not work outside the home. While it is
not required by any of the laws creating smoke-
free environments, more people voluntarily make
their homes smoke-free when workplace and
public place laws are implemented (Borland et
al., 1999). More specifically, smoke-free homes
protect children and other family members from
secondhand smoke and further increase the like-
lihood that the smokers will successfully quit
smoking. Smoke-free homes are also associated
with reduced tobacco use among adolescents
(Wakefield et al., 2000).

Education to promote smoke-free homes can
be part of campaigns to build public support
for smoke-free legislation, which have included
messages informing smokers, particularly those
who are also parents, of the impact of exposure
to secondhand smoke in the home and have
urged them to make their homes smoke-free.
To complement mass media campaigns, health
warnings on tobacco packages are a very cost-
effective public education medium that is guar-
anteed to reach all smokers.

Education efforts should take into account the
fact that gender roles not only affect exposure
to secondhand smoke, but also the power to
claim the right to health. Occupations that men
and women typically hold in a society will often
determine how much exposure they will expe-
rience and whether or not they can easily avoid
it. In domestic settings, women and children
are especially vulnerable to exposure to second-
hand smoke in countries with high rates of male
smoking, and typically have less power in nego-
tiating smoke-free homes and cars. Specific
skill-building programmes and advice can be

offered to enhance women’s and children’s

power to achieve smoke-free private spaces.
Nongovernmental organizations, including
trade unions, staff associations and women’s
groups, can help by providing information and
education on secondhand smoke, and advising
their members and the public on how to nego-
tiate smoke-free homes successfully.

Enforce a comprehensive ban on adver-
tising, promotion and sponsorship to
protect males and females of all ages from
being targeted by the tobacco industry
Decades of history and experience with the
tobacco industry’s promotion practices clearly
indicate that the industry has taken gender roles
and norms into consideration in its market
research for almost a century. This has resulted
in “male” brands and “female” brands, sup-
ported by tailored marketing campaigns and
imagery that are also often aimed at children
and youth. Gender-specific product develop-
ment and promotion included “light” and “slim”
cigarettes directed at girls and women and
manufactured with female physiologies in mind
(Joossens & Sasco, 1999). Gendered and diver-
sity-based advertising and promotion continue
to occur as the industry focuses on women and
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men in countries where tobacco markets are
emerging and tobacco use is on the increase,
especially among women.

Even in countries with comprehensive bans,
sponsorship by the tobacco industry often con-
tinues. Usually this has a gendered component,
as the tobacco industry continues to seek other
means of supporting its target markets and
increasing product exposure. Examples include
the tobacco industry’s sponsorship of events like
fashion shows, talent contests, concerts, etc. and
cigarette product placement in television shows,
plays and movies (Esson & Leeder, 2004), many
of which are aimed at specific audiences.

Only the enforcement of a comprehensive ban
on advertising, promotion and sponsorship, as
advocated in the WHO Framework Convention
on Tobacco Control, will help to protect males
and females of all ages. However, governments
and nongovernmental organizations should
continue to educate the population about the
gender-specific marketing tactics which the
tobacco industry employs, to show how gender
identity and gendered roles are manipulated
by the tobacco industry.

Implement large, visible, and regularly
changing health warnings and messages
on tobacco product packages. Specific
textual and pictorial health warnings for
men and for women should reflect sex
and gendered effects and patterns of
tobacco uptake and cessation

Descriptors like “light,” “mild,” or “low-tar”
are often specifically targeted at women, and
can foster the belief that they are consuming
safer tobacco products. For example, half of all
women smokers in the European Union smoke
“light” cigarettes, as opposed to 33% of male
smokers (Joossens & Sasco, 1999). Similarly,
66% of female smokers in Canada, compared
with 57% of male smokers, use “light” cigarettes.

Misleading information on the health conse-
quences of “light” cigarette usage particularly
affects girls and women (CTUMS, 2002).

The WHO Framework Convention on Tobacco
Control prohibits such misleading terms and
descriptors and also requires States Parties to
adopt and implement large, clear, visible, reg-
ularly changing (rotating) health warnings and
messages on tobacco products within a period
of three years after entry into force of the
Convention for that Party. These should ideally
occupy 50% or more of the principal display
area of the package and may be in the form of
pictures and/or text.

Specific textual and pictorial health warnings for
men and for women reflecting sex and gendered
effects and patterns of tobacco uptake and cessa-
tion are in place in some countries and could be
expanded. Together, these measures could play a
significant role in reducing predicted future smok-
ing rates among women and girls by making sure
that they do not start using tobacco products or
that they quit. Pictorial messages may have a
particular impact on girls and women, as global
illiteracy rates are higher for women than men.

Increase availability and access to treat-
ment services for tobacco dependence
and train health professionals in these
services to take into account sex and
gender specificities when treating
tobacco dependence

Tobacco use affects both men and women by
creating a dependence on nicotine. However,
smoking in women is reinforced by less nicotine
than in men (Perkins et al., 1991). Recent
genetic research indicates that there are sex dif-
ferences in the metabolism of nicotine, which
may play a role in the trajectory of addiction,
maintenance patterns and the responses to ces-
sation interventions (United States Surgeon
General, 2000).
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Men and women approach cessation in different
ways. Although the evidence on sex and gender
related factors on cessation is far from complete,
it is known that biopsychosocial factors are
important for women, such as hormonal cycles,
pregnancy, fear of weight gain, social support
needs, identity issues and depression, and that
these are linked with maintenance and cessation
patterns. Women may be less confident than
men in their ability to quit, and generally have
fewer successful smoking cessation attempts and
more relapses than men (Samet & Yoon,
2001:122). Numerous studies have established
that women have more difficulty in quitting
than men (Osler et al., 1999), more difficulty
in remaining abstinent after quitting (Perkins et
al., 1991) and that nicotine replacement therapy
may be less efficacious among women than men
(Samet & Yoon, 2001). The reasons are largely
unclear (Wetter et al., 1999) but may reflect
psychosocial factors such as lone motherhood
and the related burden of care of low income
women (Graham & Der, 1999), concerns about
weight gain or body image or low education

(Osler et al., 1999).

Hence, in order to increase access to appropriate
smoking cessation and prevention programmes,
gendered cessation programmes need to be
developed. They should be integrated into
existing primary health care, maternal and child
health care or reproductive health services to
increase access. Since women are usually more
likely to use health services, they are more likely
than men to be exposed to health information and
tobacco use prevention and cessation services.
These programmes should address different pat-
terns and reasons for smoking in women, men,
boys and girls as well as different cessation issues
and patterns.

Health professionals also need training that
highlights sex and gender-specific reasons and

patterns for male and female smoking uptake
and the different challenges faced by both women
and men in cessation. For example, adolescents,
especially adolescent girls, are more likely to
smoke as a result of low self-esteem and the
need for peer approval (Wagner & Atkins,
2000). Adolescent girls also report smoking for
stress reduction and relaxation (Nichter et al.,
1997). Adolescent boys of multiethnic origin
report that their peers exert strong messages to
initiate smoking (Alexander et al., 1999).
Tobacco control programming that incorporates
a gendered approach to analysing meanings
and reasons for smoking will better address
adolescents’ needs.

Use gendered education and communi-
cation approaches to increase public
awareness and support for approval
and enforcement of effective tobacco
control policies

Women and men need to be informed about
the dangers of tobacco products, the deceptive
behaviour of the tobacco industry and the most
effective measures to reduce smoking. However,
tobacco control messages should be sensitive to
gender and culture. Cultural norms regarding
gendered behaviour affect both smoking behav-
iour and cessation patterns, sometimes reflecting
or leading to unequal access to tobacco control
information or education. For example, smok-
ing may be deemed the behaviour of “aberrant”
women in some cultures, or may simply be an
activity that women are “not supposed” to do,
making some women reluctant or afraid to be
involved in tobacco control education or pre-
venting the development of, or access to, infor-
mation or services.

When this is the case, rather than having gen-
eral tobacco control messages, it is important
to develop gender-specific education and deliver
it in gendered settings in order to maximize
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access to information, engagement with the

material and its effectiveness. Involving both
men and women in the development of infor-
mation and education materials, including
counter-advertising, is particularly important
for ensuring the relevance of the materials.

Tobacco education and information pro-
grammes and materials should be empowering,
blame-free and stigma-reducing. In particular,
improved approaches are needed for pro-
grammes that focus on maternal health. Tobacco
control messages in maternal health programmes
have traditionally centred on the health of the
fetus or child rather than the health of the
woman, compelling pregnant women to quit
smoking through guilt, failing to ensure they
also quit for their own health, and contributing
to high rates of postpartum relapse.

Developing a gender-responsive
infrastructure for tobacco control

Collect and analyse sex-specific and
gender-specific information on tobacco
use and the effectiveness of tobacco
control measures

A national tobacco control programme must
ensure that the situational analysis determines
the specific risks and needs of girls, boys, men
and women in tobacco use or production. Such a
gender and diversity analysis should be repeated

on a regular basis (every 2-3 years) and could
measure different patterns of use as well as dif-
ferential responses to policies (such as tax, price
or smoking bans) and programmes (such as

prevention or cessation efforts).

Countries can establish sex-specific and gender-
specific indicators in tobacco control that
measure the effects of their programmes and
policies. These research and evaluation mecha-
nisms also need to evaluate the specific effec-
tiveness of control measures for women and
men and in diverse subpopulations. This type
of scientific approach will help to create a
research and evaluation agenda that accounts
not only for sex differences and gender influ-
ences, but also for the interaction of sex and
gender as it affects tobacco use and responses to
policies and programmes. Further, groups who
are at the highest risk for tobacco use, or the
least responsive to tobacco control, including
pregnant smokers or young girls and boys, can
be identified earlier and remedies created or

adapted for them.

Integrate gender analysis into tobacco
control planning

Building a national plan of action for tobacco
control and establishing the infrastructure and
capacity to implement the plan of action are key
steps in tobacco control. These actions provide
opportunities to involve both women and men
in integrating gender analysis into planning to
ensure the development and promotion of gen-

dered tobacco control policies and programmes.

Specific indicators of progress must include the
gender-responsiveness of the process itself (e.g.
proportion of women involved in the planning
process for ratification and implementation of
the WHO Framework Convention on Tobacco
Control or proportion of women represented
on the national planning committee).
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Plans and programmes should address the spe-
cific risks and needs of girls, boys, women and
men. Public information and advocacy pro-
grammes can be made gender-responsive.
Effective gender-responsive social marketing and
communication campaigns can be developed to
ensure a critical mass of public supporters of
tobacco control. A core group of champions can
be encouraged to sustain a gendered approach.
In order to optimally address the specific risks and
needs of men and women of all ages, represen-
tatives of women’s and youth groups, health pro-
fessionals and ministries that work on women’s
affairs should be involved in developing capacity
for gender analysis in tobacco control.

In its Preamble, the WHO Framework
Convention on Tobacco Control highlights
the importance of incorporating gender
and diversity concerns in tobacco control,
and acknowledges the special contribution
that members of civil society, including
women’s groups, have already made and
should continue to make to tobacco con-
trol efforts nationally and internationally.
The Framework Convention further recog-
nizes the importance of the Convention
on the Elimination of All Forms of
Discrimination Against Women, the
International Covenant on Economic,
Social and Cultural Rights and the
Convention on the Rights of the Child.

Source: WHO Framework Convention on
Tobacco Control. Geneva

Conclusion

Historical trends and rapidly accumulating
evidence indicate that tobacco use and tobacco
control affect women and men (of all ages)
differently. Given the predictions for the 21st
century, greater attention must be placed on the
growing prevalence and consumption of tobacco
among girls, boys and women, along with the
continuing consumption of tobacco by men.
The future of tobacco control rests on success-
fully enacting comprehensive tobacco control
measures, as outlined in the WHO Framework
Convention on Tobacco Control, on integrating
gender and diversity concerns early on in the
implementation of its substantive articles, and
on the establishment of a gender-responsive
infrastructure for tobacco control.
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Today, 250 million women worldwide — 12% of the female population — are daily smokers. If current trends continue, that percentage
will rise to 20% of all women by 2025. Global smoking rates are stable or in slow decline among men. However, rates are still increasing
among women, and in low-income and middle-income countries men’s and women’s smoking rates are converging. How can tobacco
control policies in a range of countries take into account the specific characteristics and needs of women and girls, men and boys?

This policy brief, aimed at national and international policy-makers and nongovernmental organizations, shows how a gender-sensitive
approach can be incorporated into tobacco control policies, making existing instruments such as the WHO Framework Convention on
Tobacco Control more effective. The developed world did not address gender differences in tobacco use until the epidemic was well
advanced. Low-income and middle-income countries have the opportunity, with the advantage of this hindsight and the support of the
WHO Framework Convention, to adopt a much more effective approach.
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