
Recommendations for the implementation of WHO
Framework Convention on Tobacco Control Article 14
on tobacco cessation support

Article 14 of the Framework Convention on Tobacco Control
recommends provision of evidence-based support for tobacco
cessation. However, it is being implemented very slowly in
most countries, so that by 2014 only a small minority of
the world’s tobacco users had access to appropriate cessation
support, according to the World Health Organization
(WHO). This editorial, endorsed by more than 70 global
leaders in tobacco cessation as it went to press (see online
version; contact the lead author for the latest list of
endorsers), sets out actions that countries can take to
remedy the situation, focusing on low-cost, broad-reach
interventions.

INTRODUCTION

Stopping tobacco use is a vital element in any
comprehensive approach to tobacco control. It saves lives,
prevents debilitating illnesses and is beneficial
economically [1], not least by reducing health-care costs
[2]. Recognizing this, the World Health Organization
(WHO) oversaw the development of the world’s first global
health treaty, the Framework Convention on Tobacco
Control (WHO FCTC), which entered into force in 2005,
and includes an Article on tobacco cessation (Article 14).
The FCTC is one of the most widely supported of all United
Nations (UN) treaties. At the time of writing 179 countries
(180 Parties), representing 90% of the world’s population,
have ratified the Treaty [3]. In 2010 the fourth Conference
of the Parties to the Treaty adopted guidelines to assist
Parties in implementing Article 14 of the Treaty on
tobacco dependence and cessation [4].

Since 2010, several important international initiatives
have provided further impetus for the implementation of
the FCTC and Article 14 of the Treaty:
• In 2011 the United Nations General Assembly held a
special session at which it adopted a political declaration
on non-communicable diseases (NCDs), which
recognized tobacco as one of the four main NCD risk
factors and committed governments to accelerated
implementation of the FCTC [5].

• In 2013 the World Health Assembly adopted voluntary
global targets on NCDs, including a 25% decrease in
premature mortality from NCDs by 2025 and a 30%

relative reduction in tobacco use by the same year [6]
compared with a 2010 baseline.

• In 2015 world leaders agreed to an ambitious set of
Sustainable Development Goals (SDGs). Goal 3 (‘Ensure
healthy lives and promote well-being for all at all ages’)
includes a target of reducing premature mortality from
NCDs by 33% by 2030, and goal 3a is to strengthen
implementation of the FCTC in all countries [7].
Thus, there is strong international support to

strengthen and accelerate full implementation of the
WHO FCTC. While preventing people from starting
smoking and using other forms of tobacco will save lives
20 years and more from now, only effective tobacco
cessation will have a sufficient effect on mortality in the
few years left to reach the UN/WHO goal of a 25%
reduction in premature mortality from NCDs by 2025.
Failure on that front will surely thwart the global
aspiration for success in NCD control and fail to save
millions of current smokers’ lives [8].

A NEGLECTED ARTICLE

The 2014 WHO Global Progress Report notes that, in
general, good progress is being made in FCTC
implementation (although it notes that only 19% of Parties
have implemented it to the ‘highest level’), but that some
Treaty articles are being implemented more quickly than
others [9]. The report shows that by 2014 the strongest
focus was on Articles 8 (restrictions on smoking in public
places), 16 (restrictions on sales to minors), 11 (large
health warnings) and 12 (educational programmes),
which motivate tobacco users to seek treatment for
tobacco dependence. Only half of Parties reported that they
were implementing Article 14 on tobacco dependence and
cessation, a finding consistent with that of another survey
suggesting slow implementation of Article 14 [10].
Evidence from the survey suggests that perceived cost
may be one reason for hesitation in addressing tobacco
treatment support. Another reason may be lack of clarity
about the effectiveness and cost-effectiveness of tobacco
dependence treatment.

There is little doubt that implementation of FCTC
Article 14 and its guidelines will bring health and
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economic benefits to countries [1]. Helping smokers to stop
is a highly cost-effective health-care intervention which
saves lives [11–15], improves population health by
reducing both morbidity and mortality [16–18] and can
reduce health-care costs [2]. Every day that smokers aged
more than 35 years continue to smoke they lose
approximately 3–6 hours of life [19], so for the world’s
estimated 1 billion current smokers [1], approximately half
of them aged more than 35 [20], 62 million days of life are
lost every day. Some of thesewill stop unaided.Manyothers
will stop only after repeated attempts over time. Many
more smokers will never stop and will die before they can
stop [21], mainly because tobacco use is so addictive
[4,22–24]. Arguably treatment support should be
provided, along with measures such as restrictions on
smoking in public places and other measures mentioned
in the FCTC [25]. While other tobacco control policies,
such as tax increases and smoke-free air laws, primarily
increase quit attempts, evidence shows that
comprehensive cessation treatment policies primarily affect
quit success [12]. Combining cessation treatment with
other policies creates a synergistic impact that improves
the effect of other policies. The unaided tobacco cessation
rate at 6–12 months is low, only approximately 3–5%
[26]. Adding comprehensive cessation support can
increase this considerably, at least doubling it
[12,18,27,28], but even brief advice improves cessation
rates significantly. Its long-term rate is much lower, but
applied at population level it would still result in significant
population health gain [27]. One reason why so many
people who eventually end up as ex-smokers have stopped
without help is not because attempting to quit without
help is the most effective method, but simply because many
of them had no access to help. If they had had access to
support they may have stopped sooner, and many life years
could have been saved. Additionally, many smokers who
never stopped might have managed to do so if support
had been available and accessible. According to WHO, just
15% of the world’s population have access to appropriate
cessation support [29], and even among this 15% many
do not use the support that is available [30]. Although less
is known about smokeless tobacco use, clearly a
comprehensive approach is required for cessation [31,32].

There is thus a significant unmet need for tobacco
cessation support. Although some tobacco users stop
unaided, many more would stop if they had access to
effective support. The FCTC Article 14 Guidelines
recommend how to address this need in a way that is
appropriate to the situation of the country, and which
makes best use of existing resources. Improving
cessation support need not be expensive, and helping
smokers stop sooner rather than later will not only save
many lives but improve the quality of life of those
who do stop.

Because of these considerations, and because the FCTC
Article 14 Guidelines contain clear and feasible
recommendations, we believe the time has come to re-
evaluate the role of cessation support, especially because
effective, low-cost, broad-reach approaches exist that can
be implemented quickly [27]. Revenue could be raised for
tobacco control and cessation from tobacco tax increases
[1,33,34] and evidence from some countries suggests that
public support for such tax increases is stronger if some of
the money is spent offering support to tobacco users who
need it, many of whom are poor and for whom tobacco
use is a financial strain [35].

SOME UNDERLYING PRINCIPLES

The FCTC Article 14 Guidelines include the following key
underlying principles:
• Implementing cessation support measures in
conjunction with population-level interventions covered
by other FCTC articles will have a synergistic effect and
maximize their impact.

• Some Parties will want or need to follow a stepwise
approach in developing tobacco cessation support that
focuses first on what is feasible and affordable, and then
on what can be added when more resources are
available.

• To develop tobacco dependence treatment as rapidly as
possible and at as low a cost as possible, Parties should
use existing resources, work-force and infrastructure
including, for example, community health workers,
frontline primary care providers and tuberculosis
services.

• Parties are encouraged to create a sustainable
infrastructure which motivates attempts to quit, ensures
wide access to support and provides sustainable
resources for such support, which should be affordable.

• Tobacco cessation support is a key component of a
comprehensive, integrated tobacco control programme;
offering tobacco users support for their cessation efforts
will reinforce other tobacco control policies by increasing
support for them and increasing their acceptability.

• Healthcare systems should play a central role in the
delivery of cessation support.

• Parties should follow the evidence base and also keep up
with new developments.

• Tobacco cessation and treatment strategies should be
based on the best available evidence; there is clear
scientific evidence that tobacco dependence treatment
is effective, is a cost effective healthcare intervention,
and thus a worthwhile investment for healthcare
systems.

• Tobacco cessation and treatment strategies should be
as inclusive as possible, considering the needs of
vulnerable groups.
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RECOMMENDATIONS

FCTC Article 14 states that ‘each Party shall develop and
disseminate appropriate, comprehensive and integrated
guidelines based on scientific evidence and best practices,
taking into account national circumstances and priorities,
and shall take effective measures to promote cessation of
tobacco use and adequate treatment for tobacco
dependence’.

The FCTC Article 14 Guidelines set out detailed
recommendations for implementation of this Article,
including on developing infrastructure, the key
components of a national treatment system and a stepwise
approach to developing cessation support. We urge all
stakeholders to use these guidelines to guide their thinking
about cessation support.

Eventually, all Parties should implement all aspects of
the FCTC, and the FCTC Article 14 Guidelines
encourage Parties to implement measures beyond those
recommended by the guidelines (in accordance with
the provisions of Article 2.1 of the Convention).
However, they also acknowledge clearly that different
countries will be at different stages and will need to
implement Article 14 according to their own priorities
and resources. Thus, we recommend measures that we
believe all countries can begin implementing now,
and then measures to be implemented as resources
become available.

We recommend that countries consider implementing
these six core measures immediately:
• Conduct a national situation analysis, as recommended
in the FCTC Article 14 Guidelines.

• Develop and implement an evidence-based national
cessation strategy and national cessation guidelines.

• Mandate recording tobacco use of all patients in all
medical notes.

• Train healthcare workers to record tobacco use and give
brief advice.

• Help healthcare workers to quit tobacco use.
• Integrate brief advice to all tobacco users into the
healthcare system.
Some of thesemeasures are relatively lowcost [27], and

we believe some are essential if healthcare systems are to
play an active role in helping tobacco users to stop. For
example, healthcare workers raising the issue and giving
brief advice will be more likely if tobacco use is recorded
in medical notes, yet only 20% of countries mandate this
[10]. The Article 14 Guidelines emphasize strongly using
existing infrastructure as far as possible, both to keep costs
down and to ensure as broad a coverage as possible. They
mention infrastructure such as the primary healthcare
system and services to treat tuberculosis and HIV/AIDS,
and in some countries dental services and NCD
programmes could also be involved. The first WHO Report

on the Global Tobacco Epidemic (the MPOWER package)
recommends that tobacco cessation advice be incorporated
into primary health-care services [36]. We believe that
whatever stage countries are at in implementing other
articles of the FCTC, they could be implementing these six
core measures.

We recommend that as resources become available
countries implement these additional measures:
• Offer mobile phone text messaging support and other
evidence-based web support (very low cost and
accessible).

• Make evidence-based affordable cessation medicines and
less harmful forms of nicotine more available.

• Offer evidence-based telephone quitlines and put the
number on pack warnings.

• Expand training to include other healthcare workers; for
example, village health workers.

• Offer specialist face-to-face cessation support.
• Establish mass communication and education
programmes that encourage cessation and promote
cessation support.

KEEPING UP-TO-DATE WITH THE
SCIENTIFIC EVIDENCE

The FCTC Article 14 Guidelines urge Parties to follow the
evidence base, keep under review the emerging scientific
evidence and be open to innovative approaches to promote
tobacco cessation [4]. Since the Article 14 Guidelines were
adopted in 2010, for example, new research has emerged
on text messaging and on less harmful forms of nicotine
delivery. Thus national cessation guidelines need to be
reviewed and updated periodically to include new
interventions. An increasing body of evidence
demonstrates the effectiveness of text messaging, a
measure with enormous potential because of its possible
population reach and low cost. Research is also developing
on different forms of nicotine delivery. Clearly, any cessation
guideline published in 1980 would be seriously out of date
by 1990 because of the advent of nicotine replacement
therapy (NRT)—itself an alternative form of nicotine
delivery when it was first licensed, and now affordable in
many countries—and on theWHO Essential Medicines List
[37]. Two recent authoritative publications recognize the
continuum of risk from using nicotine products [38,39].
Based on this idea, differential taxes have been proposed
that discourage use of the most dangerous forms of
nicotine-yielding products [40]. We therefore urge
countries to remember that it is the nicotine in tobacco
products that keeps people using them, but it is primarily
the toxins in the tobacco and tobacco smoke that cause
the illness and death, and to keep under reviewall potential
options for tobacco cessation including, for some, the
continued use of nicotine.
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FOCUSING ON AFFORDABILITY

Many tools exist to help countries implement or improve
their provision of tobacco cessation support, including the
recommendations of the FCTC Article 14 Guidelines
themselves (for example to include the quitline number on
tobacco packaging) [4], WHO resources [41–43] and tools
to help countries conduct a national situation analysis—
recommended in the Article 14 Guidelines—and access
other related resources [44]. West and colleagues have
published a review of effectiveness and affordability, which
includes an Excel calculator that permits a country to input
its own national data in order to calculate the affordability
of a cessation intervention [27]. Potentially low-cost
evidence-based medications are available [45]; countries
should also examine how to make medications more
affordable, through bulk buying for example, and by
including some on their national essential medicines lists.
Many countries base their national lists onWHO’s essential
medicines list [37], which includes nicotine chewing gum
and nicotine patch. We also urge countries to consider
increasing funding for tobacco control and cessation
support through earmarked tax increases [34], a measure
recommended in the FCTC Article 6 Guidelines.

Obviously, a key challenge in providing specialist face-
to-face cessation support is cost, but another issue is reach.
Even in some countries that provide specialist support it is
only accessible to a small fraction of the population. This
is why the Article 14 Guidelines encourage Parties to
consider using existing, rather than creating new,
infrastructures. However, many countries have the
resources to offer specialist support, and the Article 14
guidelines include a number of recommendations for these,
including that it could be delivered by a variety of
healthcare or other trained workers, in a wide variety of
settings, should be easily accessible to tobacco users and
where possible should be provided free or at an affordable
cost. The guidelines also emphasize the importance ofmass
communication programmes that promote cessation.

CONCLUSIONS

Implementation of FCTC Article 14 has been slow.
Accelerating its implementation to complement
implementation of other Articles, including those
promoting tax increases, smoke-free public places and
graphic health warnings, will save lives, prevent numerous
debilitating illnesses and bring economic benefits. The
availability of effective, broad-reach, low-cost interventions
and tools to help countries select affordable treatments
[27] will remove significant barriers to the development
of tobacco cessation support and make Article 14
implementation both eminently feasible and a significant
contributor to global health.

Declaration of interests

M.R. was funded by Global Bridges, Mayo Clinic, to lead the
writing of this article; T.G. was funded by Global Bridges,
Mayo Clinic during the writing of this article; O.A.Y., F.C.,
M.F., F.H., J.M., A.M. and S.R. declare no conflicts of
interest. The Global Bridges project at Mayo Clinic is
partially funded by Pfizer, but managed independently.

Acknowledgements

We gratefully acknowledge help from Brent Bell, Alice
Grainger-Gasser, Ehsan Latif, Kapka Nilan, Kamran Siddiqi
and Francis Thompson in the preparation of this paper.

Keywords Cost effective treatment, FCTC Article 14,
Framework Convention on Tobacco Control, role of
treatment in tobacco control, tobacco cessation, tobacco
dependence treatment.

MARTIN RAW 1,2, OLALEKAN AYO-YUSUF 3,

FRANK CHALOUPKA 4, MICHAEL FIORE 5,

THOMAS GLYNN 6, FERAS HAWARI 7,

JUDITH MACKAY 8, ANN MCNEILL 9 &

SRINATH REDDY 10

Department of Population Health, NYU School of Medicine, New York,

USA,1 UKCentre for Tobacco and Alcohol Studies, Division of

Epidemiology and Public Health, University of Nottingham,

Nottingham, UK,2 Faculty of Health Sciences, Sefako Makgatho Health

Sciences University, Pretoria, South Africa,3 Health Policy Center,

Institute for Health Research and Policy, University of Illinois at

Chicago, Chicago, IL, USA,4 Center for Tobacco Research and

Intervention, University of Wisconsin School of Medicine and Public

Health, Madison, WI, USA,5 Stanford Prevention Research Center,

Stanford University School of Medicine, Stanford University, Palo Alto,

CA, USA,6 Cancer Control Office and Section of Pulmonary and Critical

Care, King Hussein Cancer Center, Amman, Jordan,7 Vital Strategies,

and Asian Consultancy on Tobacco Control, Hong Kong,8UKCentre for

Tobacco and Alcohol Studies, National Addiction Centre, Institute of

Psychiatry, Psychology & Neuroscience, King’s College London,

London, UK9 and Public Health Foundation of India, Delhi NCR,

Gurgaon, Haryana, India10

E-mail: martin@martinraw.com

References

1. US National Cancer Institute and World Health Organization
The Economics of Tobacco and Tobacco Control. NCI Tobacco
Control Monograph 21. NIH Publication No 16-CA-8029A.
Bethesda,MD: USDepartment of Health andHumanServices,
National Institutes of Health, National Cancer Institute and
Geneva: World Health Organization; 2016.

2. National Institute for Health and Care Excellence. Tobacco
return on investment tool. Available at: https://www.nice.
org.uk/about/what-we-do/into-practice/return-on-investment-
tools/tobacco-return-on-investment-tool (accessed 28 March

4 Editorial

© 2017 Society for the Study of Addiction Addiction

http://orcid.org/0000-0001-9569-724X
http://orcid.org/0000-0003-0689-7018
http://orcid.org/0000-0003-4048-4065
http://orcid.org/0000-0003-3460-1691
http://orcid.org/0000-0003-0749-8828
http://orcid.org/0000-0002-9790-027X
http://orcid.org/0000-0002-9593-3502
http://orcid.org/0000-0002-6223-4000
http://orcid.org/0000-0003-3416-3548
https://www.nice.org.uk/about/what-we-do/into-practice/return-on-investment-tools/tobacco-return-on-investment-tool
https://www.nice.org.uk/about/what-we-do/into-practice/return-on-investment-tools/tobacco-return-on-investment-tool
https://www.nice.org.uk/about/what-we-do/into-practice/return-on-investment-tools/tobacco-return-on-investment-tool


2017) (Archived at http://www.webcitation.org/6rw2pWXbc
on 13 July 2017).

3. World Health Organization. WHO Framework Convention on
Tobacco Control. Geneva: World Health Organization; 2005.

4. FCTC Article 14 Guidelines. Available at: http://www.who.
int/fctc/Guidelines.pdf (accessed 20 February 2017)
(Archived at http://www.who.int/fctc/Guidelines.pdf on 13
July 2017).

5. President of the General Assembly of the United Nations.
Political declaration of the high-level meeting on the
prevention and control of non-communicable diseases.
Sixty-sixth session, 16 September 2011. Available at: http://
www.who.int/entity/nmh/events/un_ncd_summit2011/
political_declaration_en.pdf (accessed 28 March 2017)
(Archived at http://www.webcitation.org/6rw2xbRvq on 13
July 2017).

6. World Health Organization. Global Action Plan for the
Prevention and Control of Noncommunicable Diseases
2013–2020. Geneva: World Health Organization; 2013.

7. United Nations General Assembly, Sixty-ninth session.
Transforming our World: The 2030 Agenda for Sustainable
Development, 12 August 2015. Available at: https://
sustainabledevelopment.un.org/post2015/transformingour
world (accessed 28 March 2017) (Archived at http://www.
webcitation.org/6rw30vGFn on 13 July 2017).

8. Kontis V., Mathers C. D., Rehm J., Stevens G. A., Shield H. D.,
Bonita R. et al. Contribution of six risk factors to achieving
the 25×25 non-communicable disease mortality reduction
target: a modelling study. Lancet 2014; 384: 427–37.

9. World Health Organization (WHO) FCTC Secretatiat. Global
Progress Report on Implementation of the Framework Convention
on Tobacco Control. Geneva: WHO Framework Convention on
Tobacco Control Secretariat; 2014.

10. Piné-Abata H., McNeill A., Murray R., Bitton A., Rigotti N.,
Raw M. A survey of tobacco dependence treatment services
in 121 countries. Addiction 2013; 108: 1476–84.

11. Levy D. T., Mabry P. L., GrahamA. L., Abrams D. B., Orleans C.
T. Reaching healthy people 2010 by 2013: a SimSmoke
simulation. Am J Prev Med 2010; 38: S373–81.

12. Levy D. T., Graham A. L., Mabry P. L., Abrams D. B., Orleans
C. T. Modeling the impact of smoking cessation treatment
policies on quit rates. Am J Prev Med 2010; 38: S364–72.

13. Levy D. T., Friend K. Examining the effects of tobacco
treatment policies on smoking rates and smoking related
deaths using the SimSmoke computer simulation model. Tob
Control 2002; 11: 47–54.

14. Levy D. T., Friend K. A simulation model of policies directed at
treating tobacco use and dependence. Med Decis Making
2002; 22: 6–17.

15. Levy D. T., Ellis J. A., Mays D., Huang A.-T. Smoking related
deaths averted due to three years of policy progress.BullWorld
Health Org 2013; 91: 509–18.

16. Tengs T. O., Adams M. E., Pliskin J. S., Safran D. G., Siegel J. E.,
Weinstein M. C. et al. Five hundred life-saving interventions
and their cost-effectiveness. Risk Anal 1995; 15: 369–90.

17. World Health Organization (WHO). Policy Recommendations
for Smoking Cessation and Treatment of Tobacco Dependence.
Tools for Public Health. Geneva: World Health Organization;
2003.

18. FioreM. C., Jaén C. R., Baker T. B., BaileyW. C., Benowitz N. L.,
Curry S. J. et al. Treating Tobacco Use and Dependence: 2008
Update. Clinical Practice Guideline. Rockville, MD: US
Department of Health and Human Services, Public Health
Service.

19. Doll R., Peto R., Boreham J., Sutherland I. Mortality in
relation to smoking: 50 years’ observations on male British
doctors. BMJ 2004; 328: 1519–28.

20. Global Burden of Disease Study (GBD) 2015 Tobacco
Collaborators. Smoking prevalence and attributable disease
burden in 195 countries and territories, 1990–2015: a
systematic analysis from the Global Burden of Disease Study
2015. Lancet 2017; 14: 48.

21. Fidler J., Ferguson S. G., Brown J., Stapleton J., West R. How
does rate of smoking cessation vary by age, gender and social
grade? Findings from a population survey in England.
Addiction 2013; 108: 1680–5.

22. World Health Organization (WHO). International Statistical
Classification of Diseases and Related Health Problems, tenth
revision (ICD–10). Geneva:World Health Organization; 2007.

23. US Surgeon General. The Health Consequences of Smoking:
Nicotine Addiction: A Report of the Surgeon General.
Washington, DC: Center for Health Promotion and Education,
Office on Smoking and Health; 1988.

24. Tobacco Advisory Group of the Royal College of Physicians.
Nicotine Addiction in Britain. London: Royal College of
Physicians; 2000.

25. RawM., Mackay J., Reddy S. Time to take tobacco dependence
treatment seriously. Lancet 2016; 387: 412–3.

26. Hughes J. R., Keely J., Naud S. Shape of the relapse curve and
long term abstinence among untreated smokers. Addiction
2004; 99: 29–38.

27. West R., Raw M., McNeill A., Stead L., Aveyard P., Bitton J.
et al. Health-care interventions to promote and assist tobacco
cessation: a review of efficacy, effectiveness and affordability
for use in national guideline development. Addiction 2015;
110: 1388–403.

28. Bauld L., Hiscock R., Dobbie F., Aveyard P., Coleman T.,
Leonardi-Bee J. et al. English stop smoking services: one
year outcomes. Int J Environ Res Public Health 2016; 13:
1175–87.

29. World Health Organization (WHO) WHO Report on the
Global Tobacco Epidemic, 2015. Raising Taxes on Tobacco.
Geneva: World Health Organization; 2015.

30. Borland R., Li L., Driezen P., Wilson N., Hammond D.,
Thompson M. E. et al. Cessation assistance reported by
smokers in 15 countries participating in the International
Tobacco Control (ITC) policy evaluation surveys. Addiction
2012; 107: 197–205.

31. Hatsukami D. K., ZellerM., Gupta P., ParascandolaM., Asma S.
Smokeless Tobacco and Public Health: A Global Perspective.
Washington DC/Atlanta: National Cancer Institute and
Centers for Disease Control; 2014.

32. Sinha D. N., Agarwal N., Gupta P. C. Prevalence of smokeless
tobacco use and number of users in 121 countries. Br J Med
Med Res 2015; 9: 1–20.

33. Goodchild M., Perucic A. M., Nargis N. Modelling the impact
of raising tobacco taxes on public health and finance. Bull
World Health Org 2016; 94: 250–7.

34. World Health Organization (WHO). Earmarked Tobacco Taxes,
Lessons Learned from Nine Countries. Geneva: World Health
Organization; 2016.

35. Wilson N., Weerasekera D., Edwards R., Thomson G.,
Devlin M., Gifford H. Characteristics of smoker support for
increasing a dedicated tobacco tax: national survey data from
New Zealand. Nicotine Tob Res 2010; 12: 168–73.

36. World Health Organization.WHO Report on the Global Tobacco
Epidemic 2008: the MPOWER package. Geneva: World Health
Organization; 2008.

Editorial 5

© 2017 Society for the Study of Addiction Addiction

http://www.webcitation.org/6rw2pWXbc
http://www.who.int/fctc/Guidelines.pdf
http://www.who.int/fctc/Guidelines.pdf
http://www.who.int/fctc/Guidelines.pdf
http://www.who.int/entity/nmh/events/un_ncd_summit2011/political_declaration_en.pdf
http://www.who.int/entity/nmh/events/un_ncd_summit2011/political_declaration_en.pdf
http://www.who.int/entity/nmh/events/un_ncd_summit2011/political_declaration_en.pdf
http://www.webcitation.org/6rw2xbRvq
https://sustainabledevelopment.un.org/post2015/transformingourworld
https://sustainabledevelopment.un.org/post2015/transformingourworld
https://sustainabledevelopment.un.org/post2015/transformingourworld
http://www.webcitation.org/6rw30vGFn
http://www.webcitation.org/6rw30vGFn


37. World Health Organization (WHO). 19th WHO Model List of
Essential Medicine. Geneva:World Health Organization; 2015.

38. US Surgeon General. The Health Consequences of Smoking—50
Years of Progress: a Report of the Surgeon General. Atlanta, GA:
Department of Health and Human Services, Center for
Disease Control and Prevention; 2014.

39. Royal College of Physicians (RCP). Nicotine Without Smoke.
Tobacco Harm Reduction. London: RCP; 2016.

40. Chaloupka F. J., Sweanor D.,Warner K. E. Differential taxes for
differential risks—toward reduced harm from nicotine-
yielding products. N Engl J Med 2015; 373: 594–7.

41. World Health Organization (WHO). Strengthening Health
Systems for Treating Tobacco Dependence in Primary Care.
Building Capacity for Tobacco Control: Training Package. Geneva:
World Health Organization, 2013.

42. World Health Organization. Developing and Improving National
Toll-Free Tobacco Quitline Services. A WHO Manual. Geneva:
World Health Organization; 2013.

43. World Health Organization (WHO). Toolkit for Delivering the 5
As and 5 Rs Brief Tobacco Interventions to TB Patients in Primary
Care. Geneva: World Health Organization; 2014.

44. Tools to implement Article 14. Available at: http://www.
treatobacco.net/en/page_545.php (accessed 7 February
2017) (Archived at http://www.webcitation.org/6rw33MBF0
on 13 July 2017).

45. Walker N., Bullen C., Barnes J., McRobbie H., Tutka P., RawM.
et al. Getting cytisine licensed for use world-wide: a call to
action. Addiction 2016; 111: 1895–8.

Supporting Information

Additional Supporting Information may be found online in
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Appendix S1 Contains the list of organizations and
individuals who had endorsed these recommendations
when they went to press. The latest version, which is being
continuously updated, can be obtained from the first
author.
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