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The vast majority of Greek adults do not smoke.

Let’s invest in our future!







PREFACE

Why still another book on ways and means of tobacco control, when the
literature on the topic is immense? One can only quote André Gide, the 1947
Nobel laureate in literature: “Everything that needs to be said has already been
said. But since no one was listening, everything must be said again.” In more
recent times, the legendary Harvard epidemiologist Brian MacMahon once
addressed an audience indicating that a visitor from another world would
question the mental capacity of the dominant species on our planet that failed
to fight the principal, yet preventable, cause of premature mortality: active and
passive tobacco smoking. In this context, the implicit criticism would weigh
heavily on the shoulders of us Greeks, since within four decades we managed
to slip from the top to the middle of the life expectancy ranking, largely on
account of our persistently poor smoking habits. There is another reason for a
book by distinguished colleagues focusing on the tobacco problem in Greece
today. Greece is fighting for its economic survival, and in times of need, the
country cannot afford the waste of human and material resources from a
habit that is aesthetically offensive as well as health destructive.

Introductory chapters pay tribute to philanthropist George D. Behrakis and
provide an outline of the memorandum of understanding between the Hel-
lenic Ministries of Education and Health and the Harvard School of Public
Health. Following these, the book traces the roots of the tobacco problem
in Greece and describes complementary approaches toward a smoke-free
Greece. Additional chapters outline measures specifically focusing on reduc-
ing adult smoking, as well as means of appropriately conveying the message to
the public, and point to accomplishments and prospects of related research.
The book concludes with the administrative dimensions of the program for
tobacco control in Greece, as critical as any other dimension for the successful
implementation of this complex and demanding project.

The combination of commitment, knowledge, and thoughtful planning and
organization characterizes the project overall and is reflected in the structure
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and content of this book. When expertise meets dedication to serving pub-
lic health, the future appears promising, And it is about time for the Greek
population.

December 2011
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Associate Professor of Hygiene & Epidemiology
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and

Adjunct Professor of Epidemiology

Harvard School of Public Health
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EXECUTIVE SUMMARY

He who learns must suffer, and, even in onr sleep, pain that cannot forget falls drop by
drop upon the heart, and in onr own despair, against our will, comes wisdom to us by the
awful grace of God.

AESCHYLUS (Agamemnon 458 BCE)

The tobacco epidemic represents one of the most serious public health prob-
lems in human society. Although cigarette smoke contains many chemicals
that have been listed by the International Agency for Research on Cancer
(IARC) as directly associated with cancer in humans (“class A” carcinogens),
cigarettes continue to be sold as a legal product. This is remarkable, because
no other product with such dire consequences to human health is legally man-
ufactured, distributed, and sold in the developed world. Based on conservative
estimates, about 5 million people worldwide die prematurely every year due
to tobacco-related diseases, including cancer and cardiovascular problems. By
2020, this figure is projected to climb to 10 million smoking-related deaths
every year. In addition to premature death, tobacco use is associated with
a variety of disease and disability resulting in decreased quality of life and
high social costs, including costs of medical care, lost economic productiv-
ity, and damage to property due to smoking-attributable fires. Smoking not
only constitutes a burden for individual smokers, it also is a major risk factor
for passive smokers—those who are exposed to secondhand smoke. Young
children of smokers are especially at risk from their parents’ smoke, as well as
secondhand smoke in public places.

The Greek government has shown strong interest in developing and imple-
menting a long-term strategic plan for tobacco control in Greece. On January
26, 2006, Greece ratified the World Health Organization Framework Conven-
tion for Tobacco Control (WHO FCTC), which requires participating coun-
tries to implement measures to reduce tobacco use. This is particulatly note-
worthy considering the high smoking prevalence in Greece compared with
other European Union countries as well as the rest of the world.



In this report, we have set forth a detailed strategic plan for tobacco control in
Greece organized into the following parts:

.
0‘0

0, ®,
0’0 0.0

Part I summarizes the problem of tobacco in Greece and refers to

further details included in the Appendix.

Part II provides a detailed report of the impact of tobacco on the
Greek economy, health and healthcare costs, tobacco-attributable
diseases, and their effect on loss of productivity.

Part III discusses the problem of tobacco control in Greece.

Part IV provides a summary of cutting-edge research conducted on
secondhand smoke exposure and measurement in Greece, with several
study designs including cross-sectional, cohort, and natural experiments
to measure the efficacy of smoking bans. These studies form the basis
for knowledge translation and policy change.

References provide a listing of literature cited or quoted as well as
other sources consulted.

Appendices present detailed information about Greece’s tobacco
problem, including the prevalence of youth and adult smoking; the
consequences of smoking on the population; smoking-related morbidity
and mortality; the economics of smoking, such as effects on agriculture,
tobacco market, and overall burden of tobacco on the Greek economy;
and current policies affecting tobacco control in Greece.

In Plato’s Phaedo, the King of Syracuse (Kleinias) asks the stranger who
will lead the city to new greatness. The stranger does not answer, but states:
Greece is a vast land. .. You must search for him in company with one another, too, for
perhaps you wouldn't find anyone more able to do this than yourselves.”

We can make smoking history in Greece.
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AUTHORS’ INTRODUCTION

December 2011

Dear Colleagues, Friends, and Supporters,

It is our distinct honor and privilege to release this document to you at the
Second Pan-Hellenic Tobacco Congress in Athens, Greece. Our goal has
been to conduct new, state-of-the-art scientific knowledge on tobacco in
Greece and use it to develop evidence-based policies and programs to curb
this epidemic. We are confident that it will serve as a vehicle for continued
discussion and advocacy among scientists, policymakers, medical and public
health practitioners, the media, and the public to design, implement, monitor,
and evaluate comprehensive tobacco control programs and policies.

We would like to express our deepest and most sincere gratitude to Mr.
George D. Behrakis and his family for their leadership and generosity,
without which our work would not have been possible. Their support has
enabled us to bring this publication and the issue of the tobacco control
epidemic to the attention of the public.

This plan was developed for the government and people of the Hellenic Re-
public of Greece by faculty of the Hellenic Action through Research against
Tobacco (HEART) Project. The HEART Project is a working collaboration
between many stakeholders, including the Hellenic Ministry of Health and
Social Solidarity; the Hellenic Ministry of Education, Life-time Learning and
Religious Affairs; the Hellenic Anti-Cancer Society; and the Harvard School
of Public). In addition, we are extremely grateful to our research collabora-
tors in Greece, Professor Jenny Kresmastinou (National School of Public
Health), Professor Ioannis Kyriopoulos (National School of Public Health),
and Professor Yiannis Tountas (University of Athens), for their scientific
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rigor and passionate determination. Our program model is based on our
collective research throughout the world, including Cyprus and other coun-
tries in the Eastern Mediterranean region, which culminated in a substantial
reduction in smoking prevalence. We believe that by replicating this model
and creating a strong working collaboration between multiple stakeholders,
we can make significant advances in our goal to make smoking history in
Greece and throughout the region.

We hope that you find this information both informative and relevant and

look forward to working hand in hand with you to realize our dream of a
smoke-free Greece.

Panagiotis Behrakis, MD, PhD Gregory N. Connolly, DMD, MPH
Associate Professor, University of Athens Professor, HSPH
Adjunct Associate Professor, HSPH Co-Principal Investigator, HEART Project

Co-Principal Investigator, HEART Project
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AND DISEASE IN GREECE
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The Greek Tobacco Epidemic

Tobacco Consumption

Greece has one of the highest per capita consumption rates of tobacco
products among European Union (EU) member states. According to the
World Health Otganization (WHO), the smoking population in Greece
steadily increased from 2000 to 2009, contrary to the declining trend in many
other European countries. According to Euromonitor International, the aver-
age consumption was 3,055 sticks per capita in 2008, 2,942 per capita in 2009.
However, with passage of new policies, including clean air laws and excise tax
increases, cigarette consumption fell to 2,458 per capita in 2010, with a total
of 27.7 billion cigarettes consumed by the Greek population in 2010. Yet this
figure still is of epidemic proportions.
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Figure 1, Trends in volume of consumption of cigarettes in Greece indicating a steady decline
in both volume and per capita from cigarettes since 2007

Source: Enromonitor International: Country Market Insight Augnst 2010

Youth Smoking

There is limited information available in Greece on the prevalence of smoking
among youth younger than age 15. The largest study among youth in Greece
was the Global Youth Tobacco Survey (GY'TS) implemented during the aca-
demic year 2004-2005 by the University of Thessaly and the National School
of Public Health. Data were collected using the GYTS’s self-administered
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anonymous questionnaire to a nationally representative sample of middle-
school students ages 13—15 (through randomly selected schools and classes),
randomly selected through a two-stage cluster sample design. The results
indicated that about one-third of the students (32%) reported that they
had tried tobacco (at least once, in the past), while 16.2% (17.1% of boys
and 14.4% of girls) reported being current users of tobacco products.
In addition, 1 in 4 of all smokers reported that they began smoking before the
age of 10. It is alarming to note that almost 1 in 5 adolescents who had never
smoked reported being susceptible to initiating smoking in the next year, with
boys and girls indicating the same susceptibility. Additional analyses revealed
that cigarette smoking was associated with male gender (odds ratio, or OR:
1.62), parental smoking (OR: 2.59), and having pocket money > or = 16 euros
(OR: 2.64). In 2005, Sichletidis et al. performed a survey among 15-18 year
olds in northern Greek cities and estimated lyceum smoking prevalence at
30% (32.6% among boys and 26.7% among girls). It is possible that urban
vs. rural differences exist among age groups, as other studies have estimated
prevalence to be as low as 10% in remote rural areas. There is a necessity to
stress the importance of education and public health policy for the preven-
tion of tobacco use during adolescence. In countries like Greece, many young
adults become daily smokers between 18 and 22 years old; thus, they are sus-
ceptible to change and can be deterred from initiating smoking. This fact is
demonstrated by the results of the above studies in teenagers, which show
that the prevalence of smoking among Greek teenagers is not higher than in
many other countries that end up having significantly lower prevalence in the
adult population. This strongly supports that Greek youth take up smoking at
a later age in comparison with youth from other countries.

Currently, the National School for Public Health is conducting the 2011-2012
GYTS study among a representative sample of Greek middle-school students
ages 13—15, and the results are expected to be available early 2012 and will be
used to update this report.

Youth Smoking Prevalence: Comparison with European
Union and Otber Countries

Findings from the European School Survey Project on Alcohol and Other
Drugs (ESPAD) show that in 2007, 45% of boy students and 46% of girl
students in Greece age 15 or older had ever smoked, compared with averages
of 59% and 58% respectively in 35 other countries.

While the ESPAD survey allows comparisons between countries across Eu-
rope, a major advantage of the GY'TS and the Global School Personnel Sur-
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vey (GSPS) surveys currently under way in Greece is the use of standardized
methodologies, which have been used by countries around the world. This

allows for direct comparisons of the results in Greece with countries not in
the EU.

Table 1, Cigarette use during the last 30 days by gender, 2001 (%)

Number of cigarettes per day No response
0 <1 1-5 6-10 11-20 20+

Country Boys Girls Boys Girls Boys Gitls Boys Girls Boys Gitls Boys Gitls Boys Girls
Armenia 83 99 9 1 4 0 2 0 1 0 1 0 0 0
Austria 58 52 12 17 1 13 10 10 8 6 2 2 0 0
Belgium (Flanders) 76 77 10 9 8 7 2 3 3 2 1 1 1 1
Bulgaria 64 56 8 10 7 11 10 10 7 9 4 5 0 0
Croatia 62 62 9 12 9 10 8 8 7 5 5 4 0 0
Cyprus 71 83 8 6 6 4 5 3 6 3 5 2 1 1
Czech Republic 64 55 12 18 8 10 7 8 4 5 3 3 0 0
Estonia 68 73 1 12 7 9 6 3 4 1 3 1 1 0
Faroe Islands 69 66 10 13 7 5 6 8 7 8 2 1 0 1
Finland 71 69 10 13 7 9 6 6 5 3 2 1 0 0
France 7169 1 14 8 7 4 5 3 3 2 2 0 0
Germany (7 Bundesl.) 69 65 10 13 8 10 6 6 4 5 3 1 0 0
Greece 77 79 8 9 3 4 4 3 5 3 4 2 0 0
Hungary 69 66 9 10 1 13 6 7 4 3 1 1 1 1
Iceland 85 82 5 7 3 5 3 3 2 2 1 1 1 0
Ireland 81 73 9 10 3 6 4 6 2 4 1 1 0 0
Isle of Man 81 72 8 10 4 7 5 7 2 4 1 0 0 0
Ttaly 66 61 1 15 9 10 7 8 6 5 2 2 1 1
Latvia 56 61 11 14 1 13 9 6 7 3 6 3 0 0
Lithuania 61 71 12 14 10 9 9 3 4 1 2 1 0 0
Malta 74 74 13 14 6 6 3 3 2 2 1 1 0 0
Monaco 84 65 8 13 3 10 2 7 2 4 0o 2 0 0
Netherlands 73 67 8 1 7 8 5 7 5 5 2 2 0 0
Norway 83 78 9 10 3 5 3 4 2 2 1 0 1 0
Poland 78 80 8 10 7 6 3 3 2 1 2 1 1 0
Portugal 80 82 10 9 5 5 3 2 1 1 0 0 0 0
Romania 74 77 8 8 7 7 5 4 5 3 2 2 1 0
Russia 59 71 9 10 13 11 9 6 6 2 3 1 1 0
Slovak Republic 65 62 12 14 9 12 7 7 5 4 301 0 0
Slovenia 72 69 8 9 7 9 6 7 5 5 2 1 0 0
Sweden 81 76 1 12 4 6 2 4 1 2 1 1 0 0
Switzerland 70 71 12 14 7 8 5 4 4 2 2 1 1 1
Ukraine 62 76 9 10 12 8 9 4 4 2 301 0 1
United Kingdom 83 75 7 10 4 6 3.6 2 3 1 1 0 0
Average (unw.,) 72 71 10 11 7 8 5 5 4 3 2 1 0 0
Denmark 70 66 10 11 7 8 5 8 6 6 2 1 0 1
Spain 77 71 - - 15 20 5 7 3 2 0 0 -
USA 85 87 7 7 5 4 - - 3a) 3a) - -

a) USA: “About 2 pack or more”

Adult Smoking

Information regarding adult smoking prevalence in Greece is available through
a number of surveys conducted over the previous decade. According to the
2003 ATTICA cohort results, smoking prevalence in the greater Athens area
was estimated at 51% for males and 39% for females (ages 18-89). How-
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ever, more recent evidence is available over the past three years as nationwide
surveys have been performed in 2009 by the Ministry of Health and Social
Solidarity, in 2010 by the Hellenic Action through Research against Tobacco
(HEART) Project (the Hellas Tobacco Survey performed in collaboration
with the Hellas Health Survey III), and in early 2011 by the Greek Center
for Disease Control (KEELPNO). Moreover, the Hellas Health Survey pet-
formed in 2006 (survey I and in 2010, survey III) provide additional insight
into the trends in prevalence.

Comparing the findings from the nationwide 2011 survey performed by the
Ministry of Health and Social Solidarity with the 2009 survey performed by
KEELPNO, which had comparable questions and methodology, we can iden-
tify that smoking prevalence has dropped by 4.7% (in absolute prevalence,
from 38.2% to 33.5% over the past two years among both males and females.
The largest reduction in prevalence was mainly among moderate smokers
(-2.3%) and heavy smokers (-2%). In 2011, more than half of the interviewed
smokers (57%) reported that they have tried unsuccessfully to quit smoking
in the past year, a fact that indicates the necessity to aid smoking cessation
services within Greece to motivate and support current smokers to quit and
create a social environment that promotes no smoking in public places.

The HEART-funded Hellas Tobacco Survey is a nationwide household survey
conducted in 2010. A three-stage sampling design was employed and represen-
tative samples of 1,000 adults (506 males, mean age 47.1£17.1 years) were in-
terviewed. According to the analy-
sis, the prevalence of smoking was
calculated at 41% (45% among smoked in Greece, more than 800 cigarettes per
men and 38% in women, p=0.04). EESSEE

In regards to current tobacco use,
the majority of male smokers,
(83.3%) and female smokers (91.8%) smoke manufactured cigarettes, whereas
18.6% of male and 8.7% of female tobacco users smoke hand-rolled cigarettes,
also called roll your own (RYO). Use of other tobacco products was reported
by less than 1% of the respondents. Greek men were reported to be heavier
smokers than women (23.2 vs. 19.3 cigarettes per day, p=0.006). Additionally,
more women (47.9% of female and 29% of male smokers, p<<0.001) and peo-
ple older than age 54 report consumption of so called “light” cigarettes; many
more women smoke “slim” cigarettes as well (26.6% of female vs. 3.6% of
male current smokers, p<0.001), whereas 29% of male smokers and 12.8% of
female smokers reported purchasing soft packs of cigarettes (p<0.001).

Every day, more than 75 million cigarettes are
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MAXIM SLIMS

The tobacco industry targets young Greek females with “shin,” stylish cigarettes emphasizing
beauty and thinness. In reality, 1 out of 2 Greek women who snoke will be killed by cigarettes.

More males than females (68% vs. 48%, p<<0.001) and more people ages 35—
54 (65.9%) compared with those ages 18-34 (56.7%) and those older than 54
(50.9%) have ever smoked at least 100 cigarettes. Men were also more likely to
have quit smoking (23.3% vs. 10.2% among the general population, p<0.001),
even though this difference is not statistically significant under the age of 55
(14% of men vs. 10% of women). Assessing the proportion of ex-smokers
among people who have smoked at least 100 cigarettes in their life, men were
still more likely to have quit smoking (34.3% vs. 21.1%, p=0.001). Addition-
ally, socioeconomic status and area of residence did not affect the smoking
prevalence and the tobacco-related habits. This stresses the need to focus on
women.

What is of interest to note is that in comparison with 2006, smoking preva-
lence, especially among young adults, fell from 48% to 35% in 2010. Specifi-
cally among young adults ages 18-24, smoking prevalence dropped by 12%,
mainly due to the statisti-
cally significant reduction
in smoking among males Between 2006 and 2010, the prevalence of smoking

rather than the noted re- among young adults ages 18 —24 dropped by 12%. This
duction among females. reduction was most significant in males.

Moreover, a substantial
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reduction in the number of cigarettes smoked among all age groups was no-
ticed.

More research is certainly needed to estimate the smoking prevalence of dif-
ferent age groups in both men and women and the reasons why smoking rates
are decreasing slower in women, especially in younger ages.
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Price discounting can contribute to youth.

Figure 2, Prevalence of daily smoking in Greece by age group, 2006—2010
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Adult Smoking Prevalence: Comparison with European Union
and Other Countries

Greece’s smoking rates are the highest not only in the Europe but across all
WHO regions globally. Many European countries, including the United King-
dom (not shown), France, Italy, Ireland, Sweden (not shown), and Poland,
have made significantly greater progress compared with Greece in decreasing
smoking prevalence among both males and females.

Note that comparison of Greece with the other nations must be viewed cau-
tiously, since MPOWER may use information based on a variety of data col-
lection methods, definitions, and survey instruments, and these may differ
from those utilized in
Greece. In addition, tele-
phone and houschold Of all the Greeks alive, 3.8 million smoke and 19,000 of
surveys may employ a them will die every year prematurely. In 25 years, close to

variety of methodolo- half a million preventable deaths will have occurred from

gies, posing limitations to tobacco use if current smoking trends continue.
bl

cross-country compari-
sons. We note that high
smoking rates for males and relatively low rates for females differ from find-
ings in Greece, where female smoking rates are closer to male smoking rates.

WHO’s (World Health Statistics 201T) report estimates that 63.4% of adult males
and 39% of females =15 years are smokers. Greek women atre the heaviest
smokers in the world, while Greek men hold fourth place. In addition, 53%
of Greek smokers smoke more than 20 cigarettes per day.

The finding of higher smoking rates among women most likely reflects on the
aggressive targeting of women and teenage girls by the tobacco industry ad-
vertisement campaigns. More research is certainly needed to determine factors
driving smoking rates rapidly in women, especially in younger ages.

Smoking-Related Morbidity and Mortality in Greece

Smoking has been associated with many health problems that affect both
smokers as well as nonsmokers exposed to secondhand smoke. Smoking con-
stitutes the main direct etiologic factor for lung cancer and is one of the etio-
logic factors for cancers of the oral cavity, esophageal cancer, stomach and
bladder cancer, breast cancer, and cervical cancer. Smoking also is a contribut-
ing etiologic factor for cardiovascular disease, including coronary heart disease
and cerebrovascular disease. A number of other respiratory diseases also are
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associated with smoking, such as chronic bronchitis, emphysema, and chronic
obstructive pulmonary disease.

Mortality due to smoking is a major cost to society. Cigarettes kill half of all
lifetime users of tobacco and half die on average in middle age—between 35
and 69 years old. No other consumer product is as dangerous, or kills as many
people, as cigarettes. According to recent scientific research findings, approxi-
mately 30% of morbidity from cancer diseases (90% of lung cancer), 25%
of morbidity from ischemic heart disease and stroke, and 75% of morbidity
from chronic respiratory diseases including emphysema and bronchitis are at-
tributable to tobacco use.

As part of this study, smoking-attributable deaths in Greece were calculated
on the basis of US Centers for Disease Control and Prevention (CDC) pro-
cedures for the United States. The methodology is described below. An esti-
mated 18.1% of about 105,619 deaths per year occurring in Greece among
individuals ages 35 and older are attributable to smoking; (19,094 individuals
die of smoking-related diseases every year). The percentage is estimated to be
28% among men, and 8% among women. However, given the proportion of
deaths from smoking-related diseases such as lung cancer, the recent uptake
of smoking by women points to a rapid increase in deaths unless urgent action
is taken. The figures are based on limited mortality data available for Greece
and most likely underestimate the number of deaths due to the time lag be-
tween smoking and the onset of disease.

Smoking-attributable mortality is calculated using population-attributable
fraction methods. A population-attributable fraction (AFp) is equal to the in-
cidence rate in the ex-
posed (target) population
(smokers) minus the inci- If the proportion of smokers in Greece remains unchanged,
the International Agency for Research on Cancer (IARC)

dence rate in the unex-
posed population (non-
smokers), divided by the
incidence rate in the un-
exposed population. The
number of deaths attributable to smoking per disease is the product of the
population-attributable fraction and the number of deaths per disease.

predicts that by 2020, 7,415 people will die from lung cancer
in Greece—equivalent to more than 20 lung cancer deaths
per day.

The incidence rates in exposed and unexposed populations are not usually
known directly. The population-attributable fractions are therefore estimated
by the method used by the CDC (Smoking Attributable Morbidity, Mortality
and Economic Costs, ot SAMMEC). The SAMMEC method uses an attrib-
utable-fraction formula originally described by Levin.

24



The smoking-attributable fractions of deaths for 19 smoking-related diseases
are calculated using gender-specific smoking prevalence and relative-risk-of-
death data for current and former smokers ages 35 and older. This method
uses relative risks from age-adjusted relative risk estimates for persons ages
35 and older from the second wave of the American Cancer Society’s Cancer
Prevention Study (CPS-II) over a six-year follow-up. Smokers’ and former
smokers’ prevalence data are derived from the 2010 Hellenic Tobacco Survey.
The number of deaths per disease used in the calculations and age-specific
populations are derived from the European detailed mortality database (2008).

The main causes of death in Greece and their proportion compared with the
overall mortality in 2008 were cardiovascular diseases (46.4%), cancer (25.7%),
and diseases of the respiratory system (9.6%). As discussed above, smoking
accounts for significant portions of each of the above causes of death. The
estimated numbers of smoking-attributable deaths by each disease are shown
in Table 2 and are found to be about 19,094 deaths per year.
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Table 2, Number of smoking-attributable deaths by disease in Greece

Malignant Neoplasms

Lip, Oral Cavity, Pharynx 145 38 183
Esophagus 114 21 135
Stomach 270 42 312
Pancreas 249 139 388
Larynx 288 22 310
Trachea, Lung, Bronchus 4,830 764 5,594
Cervix Uteri 0 16 16
Kidney and Renal Pelvis 166 8 174
Urinary Bladder 468 37 505
Acute Myeloid Leukemia 125 15 140
Subtotal 6,655 1,102 7,757

Cardiovascular Diseases

Ischemic Heart Disease 2,098 570 2,668
Other Heart Disease 3,602 793 4,395
Cerebrovascular Disease 1,191 722 1,913
Atherosclerosis 7 3 10
Aortic Aneurysm 386 83 469
Other Arterial Disease 3 3 6
Subtotal 7,287 2,174 9,461

Respiratory Diseases

Pneumonia, Influenza 135 61 196
Bronchitis, Emphysema 6 4 10
Chronic Airway Obstruction 1,114 556 1,670
Subtotal 1,255 621 1,876
Total 15,197 3,897 19,094
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It is important to note that current estimates of mortality based on past smok-
ing patterns would most likely underestimate the adverse impact on the popu-
lation. Greater mortality rates are expected in the population based on the cur-
rent smoking rates and the projected smoking rates of the adult population in
the coming decades due
to the increased preva-
lence of smoking among

Every day, more than 53 Greeks die from smoking-related
disease. Smoking-attributable diseases such as cancer and

younger people. Smok- cardiovascular disease remain the most common cause of
ing-attributable  deaths death in Greece.

are projected to increase
for many reasons, in-
cluding the increases in the susceptible population size and increases in the
age-specific disease rates. The potential for a large increase in deaths among
women as their smoking rates increase is of major concern.

In Table 3, we present years of potential life lost per year attributable to
smoking among persons ages 35 to 65. Premature deaths due to smoking
amount to multiple costs to the population in terms of years of potential life
lost, and in terms of productivity losses for the society as a whole, not taking
into consideration the cost of healthcare for those who become sick and die
due to tobacco. Smoking-attributable years of potential life lost are calculated
as the product of smoking-attributable mortality and the relative life expec-
tancy at the midpoint of each age category.
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Table 3, Years of potential life lost per year attributable to smoking among persons 35 to 65
years old

Malignant Neoplasms

Lip, Oral Cavity, Pharynx 2,680 664 3,344
Esophagus 1,796 266 2,062
Stomach 4,075 807 4,882
Pancreas 4,310 2,563 6,873
Larynx 4,460 338 4,798
Trachea, Lung, Bronchus 78,375 14,821 93,196
Cervix Uteri 0 441 441
Kidney and Renal Pelvis 2,513 140 2,653
Utrinary Bladder 5,642 458 6,100
Acute Myeloid Leukemia 1,617 217 1,834
Subtotal 105,468 20,715 126,183

Cardiovascular Diseases

Ischemic Heart Disease 43,483 10,688 54,171
Other Heart Disease 43,890 7,348 51,238
Cetrebrovascular Disease 16,754 10,116 26,870
Atherosclerosis 47 19 66
Aortic Aneurysm 5,673 1,156 6,829
Other Arterial Disease 44 39 83
Subtotal 109,891 29,366 139,257

Respiratory Diseases

Pneumonia, Influenza 1,625 770 2,395
Bronchitis, Emphysema 73 51 124
Chronic Airway Obstruction 11,366 5,173 16,539
Subtotal 13,064 5,994 19,058
Total 228,423 56,075 284,498
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Smoking canses severe disabling diseases from which people needlessly suffer for many years
before dying
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Figure 3, Standardized mortality rate, all ages per 100,000, 2002, for most conmon COD
in Greece
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For both men and women in Greece, cardiovascular diseases were the major
cause of death from 1997 to 2002. The second most frequent cause of death
was cancer. Among the cancers, malignant neoplasms of the larynx and tra-
chea/bronchus and lungs were the most common cause of death.

Source: Office for Official Publications of the European Communities. Health in Eu-
rope, Data 1998-2003. Euxrostat, 2005
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Lung Cancer Mortality Trends in Greece

The International Agency for Research on Cancer (IARC) predicts that by
2020, 7,415 people will die from lung cancer in Greece—equivalent to more
than 20 lung cancer deaths per day; a 15.8% increase over the mortality rate
in 2008. Figure 4 shows the predicted mortality of lung cancer (by gender) in
2020 using the 2008 mortality as base line.

Figure 4, Predicted lung cancer mortality in Greece in 2010 (all ages)
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Comparison of lung cancer mortality between Massachusetts in the United
States and Greece shows markedly divergent temporal trends in mortality
from lung cancer in men (Figure 5). While lung cancer death rates in men
have been declining since the early 1990s in Massachusetts, largely due to the
increased number of people quitting smoking and effective implementation
of smoking bans, the reverse is true for Greek men, as there has been a steady
increase in lung cancer mortality corresponding to the increasing prevalence
of smokers. The predominant cause of lung cancer is exposure to tobacco
smoke, with active smoking causing most cases, but passive smoking also
contributing to the lung cancer burden. Cigarette smokers can benefit at any
age by quitting smoking, The likelihood of lung cancer developing decreases
among those who quit smoking as compared with those who continue to
smoke. As the period of abstinence from smoking cigarettes increases, the
risk for lung cancer decreases. However, even for periods of abstinence of
> 40 years, the risk for lung cancer among former smokers remains elevated
compared with never-smokers. The benefits derived from smoking cessation
also depend on the duration of smoking; for a given period of abstinence, the
decrease in risk increases as the duration of smoking decreases. In general,
studies have shown comparable reductions in risk after cessation regardless of
gender, type of tobacco smoked, and histologic type of lung cancer.
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Figure 5, Trends in Massachusetts (USA) lung cancer death rates in males by 2010
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The US state of Massachusetts launched the first international comprebensive tobacco control
campaign in 1993 and lung cancer rates fell dramatically while in Greece
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HIGHLIGHTS

The total number of smokers in
Greece as of 2010 (3.8 million) is ap-
proximately equal to the pooled popu-
lation of 14 EU countries [Andorra,
Cyprus, Estonia, Gibraltar, Guernsey,
Iceland, Isle of Man, Jersey, Lichten-
stein, Luxembourg, Malta, Monaco,
San Marino, and Vatican City].

27.7 billion cigarettes were consumed
by the Greek population in 2010. This
is equivalent to about 4 cigarettes for
every man, woman, and child on the
planet!

Annually, more than 19,000 Greeks
die from tobacco-attributable causes
such as vatrious cancers, cardiovascu-
lar, and respiratory disease. Prema-
ture deaths due to smoking amount
to multiple costs to the population in
terms of years of potential life lost,
and in terms of productivity losses for
the society as a whole.

33






The Greek Tobacco Epidemic

PART II:;
ECONOMIC HARM
OF TOBACCO IN GREECE

As far back as 1983—84, Greece was a priority target of
multinational tobacco industries, constituting 43.7% of all UK
cigarette excports. British American Tobacco characterized Greece as
“a strategically important market where the price changes and market
structure changes will offer considerable opportunity over the long
term...” This culminated in a proposal to redirect their brand efforts
behind the strategic international brands whose market potential was
considered to be greater than that of national brands over the long term.

British American Tobacco, October 24, 1988
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The Domination of the Greek Tobacco Market by Foreign
Multinationals

The tobacco market in Greece is dominated by Philip Morris International-
PMI (Papastratos SA), which controls 37% of the market. British American
Tobacco (BAT) Hellas SA, ] T International Hellas SA, Imperial Tobacco Hel-
las SA, Karelia Tobacco Co., and SEKAP SA share the rest of the market.

Table 4, Multinational tobacco companies in Greece with estimated market shares as of 2009

Tobacco Market Share

Company Market Share (2009)
Philip Morris

International-PMI

USA /Switzerland 37%
(Papastratos SA)

British Ametrican
Tobacco (BAT)
United Kingdom
Hellas SA

Japan Tobacco
International (JTT)
Japan

Hellas SA

Imperial Tobacco
United Kingdom 11%
Hellas SA

Karelia Tobacco
Greece

SEKAP
Greece

16%

15%

10%

9%
Source: ICAP SA & own calenlations

Let us dedicate ourselves to what the Greeks wrote so many years ago: to tame the
savageness of Man and make gentle the life of this world.
Robert F. Kennedy (1968)
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The cigarette import market is dominated by Japan Tobacco International
Hellas SA, Imperial Tobacco Hellas, and British American Tobacco (BAT)
Hellas SA, which control 80% of the market. Athanassiou SA controls the
rest of the industry sales.

Table 5, Estimated import sales by multinational tobacco companies in Greece as of 2008

Cigarette Import Companies’ Sales

Cigarette Industry Share
Company (2008)

Japan Tobacco
International (JTT)
Japan

Hellas SA
Imperial Tobacco
United Kingdom ~26%
Hellas SA

British American

Tobacco (BAT)

=32%

~ ()
United Kingdom =22%
Hellas SA
Athanassiou SA ~12%

Source: ICAP S A & own calenlations

Philip Mortis International-PMI (Papastratos SA), the largest cigarette manu-
facturing company in Greece, is certainly committed to the market and is
completing a multimillion-dollar building program that will provide it with
new manufacturing and administrative facilities in Attica.

Imperial Tobacco Hellas (ITH) is aiming to maintain the momentum that,
according to market data, has made it the fastest-growing tobacco company
in Greece, both in terms of volume and value, during the past decade. The
company has achieved consistent double-digit growth and more than doubled
its market share during the past decade. It accounts for 10.7% of the marketin
volume and 11.8% in value, and it is currently the fourth-largest tobacco com-
pany in Greece. In 2008, I'TH integrated Altadis’s cigarette business in Greece
following the takeover of Altadis by the Imperial Tobacco Group.

Japan Tobacco International Hellas (JTIH) has also been doing well. The

company says that following the acquisition of Gallaher in 2007 and based
on market data, JTTH was the fastest-growing tobacco company last year in
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respect of volume and market share, which stood at 14.9% of the ready-made
cigarette market. Furthermore, the company maintained its number-one posi-
tion on the RYO market and grew significantly in volume and market share,
which stood at 49.7%.

British American Tobacco Hellas (BATH) became the second player on the
Greek market with about 16% of the total after its acquisition of Skandi-
navisk Tobakskompagni.

The Greek market is highly competitive and image-driven, with the result that
it is fragmented with more than 300 SKUs. Prices of packs of 20 cigarettes
range from €1.50 to €4.10, but there is currently no sign of the price volatil-
ity that broke out in 2003. Greek smokers have an increasing preference for
products with lower tar and nicotine deliveries and, though full-flavor ciga-
rettes are still dominant, lower-tar cigarettes are gaining ground. “Slim” prod-
ucts currently account for 9% of the market and growing, and market data
show that the premium segment is increasing also, though this trend might
come under pressure as the economic slowdown bites.

It’s not surprising that fine-cut tobacco has less than 10% share of the total
market for manufactured and RYO cigarettes, but its sales are fast growing by
about 20% for every one of the last three years.

Although cigarette prices and, therefore, margins are relatively low, the Greek
market is profitable, and manufacturers are clearly keen to be part of it.

The increasingly competitive international tobacco environment, character-
ized by continuous mergers and acquisitions, led to a loss of volume share
for Greek manufacturers during the review period. Greek manufacturers’ at-
tempts to fight back by introducing cheap cigarettes soon failed, as govern-
mental tax increases particularly impacted cheap brands. Unlike their multi-
national competitors, Greek companies did not have the economic capacity
to absorb such increases. In 2009, the top two cigarette manufacturers were
both multinationals.
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Table 6, Multinational cigarette companies’ annual profits from sales in Greece (Euros)

2010 2009 2008
BAT
PL per million sticks 6.374,70 6.109,20 4.944.80
Greece million sticks sold 4.768,66 4.570,05 3.699,01
Profit in Greece 30.398.764,68 27.919.338,17 18.290.850,25
Imperial
PL per million sticks 6.083,80 2.628,56 1.991,43
Greece million sticks sold 3.188,90 3.705,90 3.735,00
Profit in Greece 19.400.644,14  9.741.172,44  7.437.987,92
JTI
PL per million sticks 1.985,30 1.631,16 2.994,74
Greece million sticks sold 3.883,90 4.774,10 5.160,40
Profit in Greece 7.710.687,29  7.787.321,40 15.454.038,86
PMI
PL pet million sticks 6.432.55 5.738,65 6.223.92
Greece million sticks sold 9.307,00 11.949,80 12.527,40
Profit in Greece 59.867.773,81 68.575.676,48  77.969.503,34
Greece Total Profit 117.377.869,92 114.023.508,49 119.152.380,36

Data Sources: Orbis, Euromonitor
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Cigarette Prices and Taxation

Tobacco, unlike most other goods, imposes social costs (called externalities)
when consumed. The existence of these costs justifies Greek government
involvement in regulating tobacco consumption and constitutes an economic
rationale for the excise tax on tobacco products. An economically efficient
excise tax should at least cover smoking-related external costs.

Tobacco products in Europe are subject to both excise tax (which is levied
either as a percentage of some value, “ad valorem tax,” or as a specific amount
per cigarette, “specific tax”) and value added tax (VAT). The excise tax struc-
ture (ad valorem versus specific tax) has implications for cigarette tax revenue
as well as for tobacco industry incentives and final cigarette prices. The advan-
tage of ad valorem tax is that it keeps pace with overall price inflation. As a
result, both cigarette prices and tobacco tax revenue are automatically indexed
for inflation. The disadvantage of the ad valorem tax is that it is vulnerable
to industry pricing strategies. Manufacturers can lower their tax liability by de-
creasing prices of their products (e.g, by lowering its quality, reducing retailers’
margins, or other marketing techniques), which can have negative impacts on
state revenue.

The advantage of the specific excise tax is that it is much harder to avoid com-
pared with ad valorem tax. This makes tax collection much less dependent
on industry decisions. A specific rate, applied to cheap as well as expensive
tobacco, will induce consumers to upgrade their choice of cigarettes, because
the relative price of high-quality cigarettes falls. A disadvantage of a specific
rate is that, unlike the ad valorem rate, its revenue does not change with the
price level. To avoid this effect, the specific rate can be adjusted periodically
for changes in the general price index.

Tobacco products in Greece are required to carry a stamp from the Ministry
of Finance, indicating that tax has been paid. This requirement was intro-
duced in 1950 and was initially a label showing that tax had been paid for
the armed forces. After the re-establishment of democracy in the early 1970s,
the sign was changed to show “duty paid.” The main benefit of this mark is
that it makes it easy to distinguish between legal and illegal cigarettes. This is
an important weapon in the elimination of contraband, which, despite its
decreasing course over the recent years, accounts for several millions of euros
of unpaid tax money.

All shops are required to sell the product at this price, leaving no space for

price competition. There is no minimum or maximum price, in the sense that
there is one selling price for each product throughout Greece. Retail prices
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of cigarettes in Greece are mainly determined by tax rate variations each year.
For cigarettes, special excise was imposed on the Most Popular Price Category

(MPPC).

The MPPC concept was introduced 30 years ago. At that time, the national
cigarette markets in the European Community were typically dominated by
one brand. However, the average market share of the MPPC today is ap-
proximately 35%. Under current EU rules, excise duties levied on cigarettes
must include an ad valorem and a specific component. The emphasis member
states put either on the ad valorem or on the specific element depends on the
policy objective pursued.

Starting January 1, 2011, the EU shifted to an obligatory calculation of
Weighted Average Price (WAP). WAP is determined annually by the Ministry
of Finance. The special excise tax can be broken into:

* Fixed tax on WAP. This tax is the same for all brands of cigarettes,
regardless of their retail price.

* Proportional tax, as percentage of the retail price of 1,000 cigarettes.
(For cigars and cigarillos, a special excise tax on the retail price per kilo.
For RYO and other smoking tobacco, a special excise tax on the retail
price per kilo.)
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Figure 6, Differential pricing of cigarettes among EU countries
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Tobacco Agriculture

Greece has been a traditional producer of raw tobacco. Major parts of
northern Greece were dominated by production solely of raw tobacco. Cities
such as Serres and regions of Macedonia rely on European tobacco subsi-
dies. However, with the implementation of the Common Agricultural Policy
(CAP) in 2006 and the elimination of subsidies (according to CAP, 50% of
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subsidies for tobacco cultivation will be cut down for the years 2010-2012),
tobacco production in Greece has suffered a severe blow. In 2005, 544 million
square miles of tobacco were cultivated, dropping to 234 million square miles
in 2006 (58% decrease). In 2007, only 185 million square miles were cultivat-
ed. Tobacco production dropped from 124,000 tons in 2005 to 37,000 tons
in 2006 and to 31,000 tons in 2007—a 75% decrease in three years.

While the economic
condition in Greece

worsens each day,
multinational tobacco

industries in Greece
make a daily profit of
nearly €500,000. In stark
contrast, the estimated
net profit of tobacco
farmers in Greece is
about €3,000 a year.

The average Greek farmer earns €3,000 per )/:mr ;growz'ﬂg
tobacco, while the CEO of Philip Morris International received $21million or almost €16
million in compensation in 2010

During 2002 to 2004, in the Karditsa region (northern Greece), 17,750 square
miles of tobacco were being cultivated each year. In 2006, only 97 square
miles were cultivated, while in 2007, the figure dropped to 52 square miles.
The cultivation of certain tobacco vatieties, such as wavra, tsempelia, and S-79
disappeared. The number of tobacco producers in the area decreased from
approximately 1,000 in 2005 to 4 in 2007. Cultivation of raw tobacco in
Greece is expected to decrease further, as the CAP will force farmers to turn
toward subsidized crops.

The only tobacco varieties still cultivated in Greece are Basmas and Katerinis.
The only regions still producing raw tobacco are Serres, Xanthi, Rodopi, and
Pieria. In 2007, there were 14 tobacco processing companies, the most im-
portant of which were Michaelides Tobacco, SocotabHellas, Papadopoulos,
SEKE, and Kavex (each achieving annual sales of more than €25 million).

The drastic decrease in the cultivation of raw tobacco in Greece has shrunk
the tobacco manufacturing industry. At the end of the review period, there
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were four Greek cigarette manufacturing companies (Papastratos Cigarette
Manufacturing Co. SA, Karelia Tobacco Co. Inc., S Georgiadis SA, and
SEKAP SA), representing 50% of total tobacco value sales.

As regards exports of raw tobacco, the companies that remained active
continued exporting their stock, mainly to the US, Japan, Korea, Russia, and
France.

According to a survey published by the Centre of Export Research (KEEM),
the international economic crisis will have a negative impact on the exports
of tobacco and its products over the forecast period.

Cigarette production in Greece has been steadily decreasing since 1997, at
an average annual rate of 1%. Prices of raw tobacco have also been decreas-
ing, with the few remaining farmers frequently demonstrating and asking for

higher prices.

Ilicit Trade

Smuggling is illegal trade, which means that statistics are rarely reliable. Al-
though the exact size of illicit trade in cigarettes is not known, market officials
estimate that it represented nearly 5% of the total cigarette market in 2009.
Ilicit trade commonly takes place in outdoor flea markets (and is especially
attractive to poorer parts of the population, especially immigrants), and there-
fore increases during warm months. High prices of tobacco products and
porous borders and ports are the main factors behind illicit trade.

In addition, the geographical location of Greece makes it a conduit for
smuggling to other countries. Illicit cigarettes coming from Balkan or Asian
countries pass through Greece before being forwarded to Western European
countries through Italy. Illicit cigarettes come to the port of Piracus from
Mediterranean ports (such as Cyprus, Egypt, and Malta), Ukraine, and China.
For instance, in January 2009 the coast guard seized 44,500 cartons of il-
licit cigarettes in the port of Patras, destined for Italy. There have also been
many incidents of illicit cigarettes entering Greece through its northern bor-
ders, frequently with the aid of corrupted customs officials. These cigarettes
are falsely reported as other kinds of goods and never reach their officially
declared destination but instead are sold in the Greek market or forwarded
abroad.

A slight but steady decline in illicit trade of cigarettes was observed during

the review period. Following the introduction of cheap cigarettes by tobacco
manufacturers, such as Leader and Next brands, the volume of illicit trade
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declined by 4%—7% during 2004-2009. The effort to reduce illicit cigarette
trading has been partially successful, although tobacco manufacturers were
anticipating a bigger decrease in the illicit trade volume.

The upcoming tax increases are expected to boost illicit cigarette trade, given
the harsh economic situation faced by the majority of Greek consumers.
Should the price of a €3.2 pack rise to €5.4, illicit trade will increase impres-
sively. That would of course lead to an unprecedented loss in tax money; in
this context, the Ministry of Finance has stated that the price will rise to €3.6
and not €5.4.

The Burden of Tobacco on the Greek Economy

Smoking places a tremendous economic burden on society. The WHO esti-
mates the annual global cost of tobacco at €374 billion. This drain is so large
that it exceeds the total annual expenditure on health in all low- and medium-
resource countries. Tobacco’s total economic costs reduce national wealth in
terms of gross domestic product (GDP) by as much as 3.6%.

According to the WHO, the economic burden is particularly high in the devel-
oping world—4 out of 5 tobacco-related deaths worldwide will be centered
in this region by 2030. The poor are disproportionately affected, because the
money they spend on tobacco cannot be spent on necessities, including food,
shelter, education, and healthcare.

Tobacco’s economic costs extend beyond the direct costs of tobacco-related
illness and death and the related productivity losses. The substantial economic
impact of tobacco can be traced to three central elements:

* Direct healthcare expenditures attributable to the treatment of
tobacco-related diseases—in both active smokers and those affected
by secondhand smoke

* Employee absenteeism and reduced workplace productivity

*  Other consequent costs, such as:

*  Fire damage related to smoking

*  Costs related to cleaning up after smoke and discarded litter
(e.g., cigarette butts)

*  Widespread environmental harm from large-scale
deforestation required for further tobacco farming, pesticide
and fertilizer contamination from this tobacco farming, and
cigarette butts.
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Direct Medical Expenditures Attributable to the Treatment of
Smoking-Related Diseases

Total healthcare costs in Greece are estimated as €23.6 billion; smoking-
related conditions account for about 14.4% of the total, approximately
€3.4 billion. The World Bank estimates that in high-income countries,
smoking-related healthcare accounts for between 6% and 15% of all an-
nual healthcare costs. According to Lightwood in 2000, the gross health-
care costs associated with smoking in high-income countries was 0.10% to
1.1% of GDP. Studies conducted in Europe suggest that these costs could
be even higher. The direct and indirect costs of smoking in the EU were
estimated at €98—€103 billion in 2000 or around 1% of EU GDP. The
WHO quotes annual tobacco-related healthcare costs at neatly €5.24 bil-
lion in Germany. Available data show that the costs are more substantial in
some of the newer EU member states, where the burden of disease and
the death rates related to smoking are higher. For example, studies in Hun-
gary concluded that the cost of smoking represented 3.2% of GDP. SHS
exposure also imposes economic burdens, both in the costs of direct
healthcare as well as in indirect costs, such as reduced productivity.

Other Consequent Costs

These costs include fire damage
and increased cleaning costs, as

Smoking-related disease conditions account

well as damage to the environ- for 14.4% of healthcare costs or €3.4 billion.
ment from deforestation, con- Thus an estimated €9.4 million are spent daily
tamination caused by pesticides / on direct medical expenditures attributable to
fertilizers, and litter. Wotldwide, smoking-related diseases. The government

it is estimated that 10% of all fire bears {fis healthcare cost

deaths involve smoking materi-
als. A recent publication indicated
that the annual cost to the UK economy of smoking-related house fires is
£507 million, while cleaning up cigarette butts costs £342 million each year.
The global environmental burden of discarded cigarette butts is significant: It
is estimated that 845,000 tons (1.69 billion pounds) of cigarette butts finish up
as litter worldwide each year.

Economic Effects

The PESCE report (General Practitioners and the Economics of Smoking
Cessation in Europe) was a partly EU-funded program involving clinicians
and researchers from 27 European countries. One of the work packages
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within the PESCE project examined the health and economic benefits that
could result from a 3% reduction in smoking, An economic model was used
to predict the health and economic effects of this level of reduced smok-
ing for each country providing data. An analysis of ten European countries
showed that a 3% reduction in smoking prevalence would yield annual savings
in disease-specific healthcare costs alone (related to a reduction in incidence
of lung cancer, chronic heart disease, stroke, and COPD) amounting to over
€166 million by 2030. Using the UK as an example, it can be seen that the
economic benefits are even greater when the value of deaths avoided, reduced
sickness absence, and reduction in fires are taken into account. Naidoo and
colleagues postulated that reducing the UK smoking prevalence in accordance
with government targets (from 28% in 1996 to 26% by 2005, and 24% in
2010) would prevent 6,386 hospitalizations for acute myocardial infarction
(AMI) and 4,964 hospitalizations for stroke by 2010, saving a total of /524
million in healthcare costs. Reducing smoking prevalence to the more ambi-
tious targets observed in California in the US (from 28% in 1996 to 22% in
2005, and 17% in 2010) would prevent 14,554 hospitalizations for AMI and
11,304 hospitalizations for stroke, saving £1.14 billion in healthcare costs by
2010. A Danish study considered the economic effects of smoking cessation
from a lifetime perspective and showed that the total, direct, and productiv-
ity lifetime cost savings of smoking cessation in moderate smokers who quit
smoking at age 35 were €24,800, €7,600, and €17,200 respectively in men,
and €34,100, €12,200, and €21,800 respectively in women. The UK’s National
Institute for Health and Clinical Excellence (NICE) found GP smoking ces-
sation services to be highly cost effective. Such services provide a quit rate
between 3% and 15%. Relative to their cost, these services are just about the
most cost-effective interventions available to health services. In 2004, Parrott
et al. found that face-to-face cessation interventions offer excellent value for
the money when compared with some other healthcare interventions such as
aspirin after myocardial infarction and statins in primary prevention.

A recent study from Hungary concluded that the total cost of smoking (in-
cluding the direct and indirect costs) was about 1.146 billion ECUs in 1996
about €1.072 billion in 1998. This represents a loss of 2.7% and 3.2% of
GDP in 1996 and 1998 respectively. An updated estimate for 2002 indicates
that the costs of smoking represent up to 4% of Hungarian GDP. This es-
timate indicates that the relative economic burden of smoking may be larger
among the new EU10 countries. It is important to realize that the estimate
for the European region of interest is rather conservative, because it does not
take into account the costs of informal care, costs related to SHS, the costs
of reproduction diseases, and the social costs of unwanted nicotine addiction,
which can be quite substantial. In addition, the intangible costs such as costs
of pain and suffering have not been included in these estimates.

48



In Greece, there is limited scientific and research evidence on the matter.
Nonetheless, draft calculations estimate smoking-related healthcare expendi-
ture at €3.4 billion annually, i.e., approximately 15% of total health expendi-
ture. This significant impact of smoking on healthcare expenditure in Greece
underlines the need for immediate and widespread smoking cessation pro-
grams as well as for intense research and data analysis into smoking-related
economic evaluations.

In Greece, smoking is the major risk factor for population health, both in
terms of mortality and morbidity. According to estimates, 20,000 people a
year die due to diseases related to smoking. In addition, smoking is the major
cause of deterioration of the load of morbidity in the country, accounting for
12.9% of all lost disability-adjusted life years (DALY's), as much as the cumu-
lative effect of risk factors, which rank in fifth to tenth places of the major
causes of morbidity of the Greek population.

Male lung cancer rates have been rising rapidly in Greece over the last few
decades. By 1993, the age-standardized death rate had reached 75 per 100,000,
or twice the level observed in 1960. There is no clear evidence that female lung
cancer rates have begun to rise.

A complete research effort (cost-of-illness study) on health expenditure due to
smoking in Greece has not yet been conducted. The National Plan of Action
on Smoking in 2008, based on the assumption that relevant costs in the EU
are ranging from 1.04% to 1.39% of GDP, estimates the costs of smoking in
Greece at €2.14 billion per year as the lower assessment.

There are several reasons to expect that the true costs are larger. Only major
diseases associated with smoking (respiratory diseases and CVD) are included
in these estimates, and even for these diseases, not all costs are considered
(e.g., the costs of informal care, the costs linked to the treatment of reproduc-
tion problems, the costs related to SHS, and budgetary costs related to social
services are not included). The amount, however, which represents 10% of
total health expenditure, is a serious underestimation of the actual expenditure
for two reasons:

1. The above study is based on an estimation of an average smoking
prevalence of 29.1% (calculations based on data of the European

Union), while the corresponding prevalence in Greece is estimated
at 45%.

2. Because of the dose-dependent relationship between quantity of

cigarettes and expenditure (as Greeks are the leading per capita
consumers of cigarettes in Europe).
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So we have to employ the widely used prevalence-based approach to estimat-
ing the cost of smoking, based on the estimated prevalence of smoking-relat-
ed illnesses in a given year and on the costs associated with those illnesses. Be-
cause of the long time lag between smoking initiation and the onset of most
smoking-related illnesses, these estimates reflect historical trends in smoking
and tend to mask the magnitude of future costs, which depend on current
smoking prevalence.

Therefore, health expenditure as a result of smoking should be estimated at
a level of more than €3.4 billion annually, representing approximately 15%
of total health expenditure. This amount is much higher than for diseases or
conditions such as morbid obesity (€1.2 billion annually) and diabetes mellitus
(€2.3 billion annually).

Therefore, Greece, which is suffering from governmental austerity actions,

must immediately adopt tobacco control measures, focusing on improving the
efficiency of the system.
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HIGHLIGHTS

The average household annual tobac-
co expenses in 2010 were €998 or an
average of €83.2 per month. This is
money that could be spent on healthy
products for our economy.

The 27.7 billion cigarettes smoked by
Greeks in 2010 are the equivalent of
€4.8 billion in tobacco expenditures.
This staggering amount of money
could create employment opportuni-
ties for tens of thousands.

Tobacco-attributable disease accounts
for about 14.4% of total healthcare
expenditures in Greece or €3.4 billion.

The average Greek farmer earns
€3,000 per year growing tobacco while
the CEO of a major multinational
tobacco company in Greece made
US$21 million or almost €16 million
in compensation in 2010 (5,000 times

greater than that of the farmer).
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The Greek Tobacco Epidemic

PART III:
THE CHALLENGE
OF TOBACCO CONTROL
IN GREECE
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The International Experience

The implications of long-term exposure to tobacco smoke for smokers and to
secondhand smoke for nonsmokers are known and well documented. In ad-
dition, the health consequences of exposure to environmental tobacco smoke
in the workplace have been increasingly recognized in Europe as in much of
the rest of the world. Several legislative and public health programs around
the world have been implemented to eliminate exposure to tobacco smoke
and improve the health of the population.

At the European level, two earlier directives deal directly but very narrowly
with workplace smoking. For example, a directive of 1983 (83/477) stated that
smoking should be banned in areas where the workers are exposed to asbestos
dust. A directive of 1989 (89/654) dealt with air in enclosed workplaces. In
particular, it ruled that appropriate measures should be taken to protect non-
smokers, for example in places where workers are allowed to rest. The Third
Action Plan for a Tobacco-free Europe 1997-2001, adopted by the WHO
Regional Committee for Europe, set fundamental targets to strengthen the
European movement to reduce tobacco use, promote health and economic
gain, and protect the public from the activities of the tobacco industry.

The plan’s target by the year 2001 was for legislation to be enacted in all coun-
tries of the European Region to ensure that involuntary exposure to tobacco
smoke is eliminated in all workplaces, all public buildings, and all forms of
public transport. By 2001, nearly four-fifths of region countries had banned
or restricted smoking in public buildings and public transport and had a range
of restrictions on smoking in workplaces.

The WHO Framework Convention for Tobacco Control (FCTC), the first-ever
treaty devoted to public health, calls for legislation to reduce or eliminate tobacco
smoke air pollution. Since June 2003, 174 countries, including Greece, have signed
the FCTC and are thus obligated to implement smoke-free legislation. The Public
Health Commissioner of the EU, Markos Kyptianou, called for an EU-wide ban
on smoking during his hearing in the European Patliament on October 8, 2004.

More and more countries in Europe have now adopted strict legislation on
smoking in public places. The effectiveness of smoking restrictions, how-
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ever, depends on their enforcement and the mobilization of public opinion
through comprehensive information campaigns. The effective rule must be
that smoking is completely banned in all public places, including workplaces,
public buildings, and public transportation.

On March 29, 2004, the Republic of Ireland became the first nation in the
world to implement comprehensive smoke-free legislation in all workplaces,
including restaurants and pubs, with no allowance for designated smoking
rooms and few exemptions. The smoke-free law has over 93% public sup-
port, including 80% of smokers, and the Irish government reports a 97%
compliance rate. Smoke-free workplaces in Ireland, together with a telephone
quit line, have been associated with a 33% reduction in smoking prevalence.
A Harvard School of Public Health study of air quality in pubs in Ireland and
in cities around the world, released on March 16, 2006, demonstrated a differ-
ence of 90% in the level of respirable suspended particles—RSPs (that rep-
resent primarily tobacco smoke pollution)—comparing Irish pubs that permit
or prohibit smoking,

Norway has enjoyed comprehensive smoke-free protection in all its work-
places since June 1, 2004. Norwegian smoke-free legislation provides the same
protection in bars and restaurants as in Ireland but is less strict in other work-
places, where designated smoking rooms are allowed.

Italy became the third European country to implement a smoking ban, which
applies to all enclosed public places. Cigarette sales were reported to drop
20% within the month of January 2005, when the ban came into force. All
restaurants, bars, and cafes in Sweden were required to be smoke-free as of
June 1, 2005. The law in Sweden does allow separately closed and ventilated
designated smoking rooms where no food or drink is to be served. Spain in-
troduced a complete ban at the workplace on January 1, 2006. Most Spaniards
support the new law, which prohibits smoking at work and in those bars and
restaurants larger than 100 square meters that do not have a smoking section.

Belgium also banned smoking in all enclosed workplaces as of January 1,
2006. Smoking will be allowed only in established premises, but employers are
not obliged to create such premises. From January 1, 2007, onward, Belgium
will allow smoking in restaurants in separate rooms where no food is served.
Bars and cafes are not yet concerned by the ban but are required to provide
adequate ventilation and a nonsmoking zone to their patrons.

The United Kingdom is following suit with smoking bans in all states. A total

ban on smoking inside offices, pubs, restaurants, and “virtually every enclosed
public place and workplace” throughout England was slated to come into
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force in the summer of 2007 after the British Parliament voted on February
14, 2000, to ban smoking in all enclosed public spaces. The total ban will ex-
tend to all enclosed areas except private homes, residential care homes, hospi-
tals, prisons, and hotel bedrooms.

Scotland was set to ban smoking in public places effective March 26, 2006.
The ban covers the workplace—including bars and restaurants with no des-
ignated smoking rooms. Licensees failing to enforce the ban face fines up to
£2,500, and customers caught smoking could be fined £1,000. A share decline
in cardiovascular disease hospital admissions occurred immediately after the
ban.

Northern Ireland, which already had a standing ban on smoking in govern-
ment offices and other institutions, was set to ban smoking in all enclosed pub-
lic places—including pubs, restaurants, and hotels—starting April 2007. A par-
liamentary committee in Wales recommended that smoking should be banned
in enclosed public spaces and in workplaces during the same time frame.

Some jurisdictions have adopted similarly strict, 100% smoke-free laws (e.g,
Bhutan, New Zealand, nine US states, seven Canadian provinces and territo-
ries, and seven Australian states and territories). Partial bans have also been
implemented in many other countries (Austria, Czech Republic, Denmark,
Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Italy, Latvia,
Lithuania, Luxembourg, Malta, Netherlands, Norway, Poland, Portugal, Slo-
vakia, Slovenia, Switzetland). Germany, however, a country in which the
tobacco industry is firmly entrenched, is one of the few countries without
meaningful smoke-free legislation.

The European Union Directives on Tobacco Control

EU tobacco control policy rests on three pillars:
* legislation
* campaigning

* international treaties
Legislation on Tobacco Control

Since the 1980s, there have been legislative initiatives in the EU to curb to-
bacco use among citizens. The aim was, on the one hand, to regulate tobacco
products to ensure harmonized standards and appropriate consumer infor-
mation, and on the other hand to provide certain restrictions in the marketing
of tobacco products for public health reasons. Today, the key legislation in
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the field of tobacco control comes from two laws—the Directive on Tobacco
Products and the Directive on Tobacco Advertising. The European Commis-
sion meets regularly with representatives from EU member states to ensure
that the legislation is implemented effectively and takes account of new de-
velopments.

The Directive on Tobacco Products (2001) is the first major European
legislation specifically related to tobacco products. The directive:

® requires manufacturers to put health warnings on tobacco
products;

® Dbans the use of terms such as “light,” “mild,” or “low tar”;

* forces producers to provide full information on all ingredients
utilized in their products; and

® sets maximum limits for tar, nicotine, and carbon monoxide in
cigarettes.

The Directive on Tobacco Advertising (2003) bans cross-border
advertising of tobacco products in printed media, radio, and online
services. It equally bans sponsorship of cross-border events if it has
the effect of promoting tobacco products. Tobacco advertising and
sponsorship on television was already prohibited since 1989. Now the
Audiovisual Media Services Directive extends this ban to all forms of
audiovisual commercial communications, including product placement.
This comprehensive advertising ban in the countries of the European
Union is a central pillar of an efficient tobacco control policy and helps
make smoking less visible and attractive in society.

Smoke-Free Environment

Many European citizens are still regularly exposed to secondhand smoke ei-
ther at home, in public, or at the workplace. There is clear evidence that expo-
sure to tobacco smoke causes death, disease, and disability and is particularly
harmful to children and infants. About a third of European countries have
implemented comprehensive smoke-free legislation, and the immediate posi-
tive health effects are impressive; for example, the incidence of heart attacks
has decreased between 11% and 19%. The Commission on June 30, 2009,
produced a Proposal for a Council Recommendation that calls on all member
states to proceed with measures that protect their citizens from exposure to
tobacco smoke by 2012,
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Enforced smoke-free regulations protect children and infants from the barmful effects of
secondhand smoke

The Proposal for a Smoke-Free Environment calls on member states to:

* adopt and implement laws to protect citizens from exposure
to tobacco smoke in enclosed public places, workplaces, and
public transport, within three years from the adoption of the
recommendation;

* enhance smoke-free laws with supporting measures such as
protecting children and encouraging efforts to give up tobacco
use and pictorial warnings on tobacco packages; and

* strengthen cooperation at the EU level by establishing a network
of national focal points of tobacco control.
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The EU Proposal for a Smoke-Free Environment calls on member states to adopt and
implement laws to protect citizens from exposure to secondhand smoke at workplaces

Beyond Health Policy
Measures to curb tobacco use are not found just in health policy; tobacco is a
cross-cutting issue that affects numerous policy areas.

Evidence clearly shows that high taxes on cigarettes and other tobacco
products are among the most effective instruments to reduce tobacco
consumption, particularly in young people. This is why EU legislation on
the taxation of tobacco is increasingly seen not only as a fiscal instrument
but also as an instrument of public health policy. The Commission has
made a proposal to increase the minimum tobacco tax levels. Discussions
on this proposal are ongoing,

The European Anti-Fraud Office (OLAF) is investigating illicit trade of
tobacco products that costs the EU billions of euros per year. In addition,
llicit tobacco products are often cheaper and thus more easily affordable.
This threatens EU efforts on tobacco control.

Tobacco subsidies used to be an important but controversial agricultural

policy issue in the EU. In the interest of public health, tobacco subsidies
were scheduled to be eliminated by 2010.
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Targeting the People

Aside from legislation, the EU has developed several instruments to raise citi-
zens’ awareness of the negative health effects of tobacco and encourage them
to stop using tobacco or to never start in the first place.

Health warnings are known to be an important and effective element of
a comprehensive tobacco control policy. In 2005, the Commission devel-
oped a seties of pictorial warnings that show the negative impact of to-
bacco through powerful visual images. Pictorial warnings are currently not
mandatory in the EU, but the Commission is encouraging their wider use.
Prevention is another key part of the EU’ tobacco control policy. Aimed
at young people, and started in March 2005, the campaign “HELP—for
a life without tobacco” is one of the largest EU health-awareness-raising
activities ever organized. The campaign is active in all 27 member states
with television spots, a website in 22 languages, and a series of European
and national press events. HELP 2.0 continues to target young people.
The web-driven campaign is designed to give young people all the in-
formation they need about the dangers of smoking and how to quit. It
encourages them to take control of their own lives and pay less attention
to media influences.

During its first phase (2005-2008), more than 70,000 TV spots ran on
more than 96 national channels and the HELP website received over 7.6
million visits. The campaign proved successful at reaching young people
and informing them about the benefits of not smoking, Fifty-nine percent
of Europeans under age 25 declared that they had seen the HELP cam-
paign and 79% of young nonsmokers said the ads had made them think
about the importance of not smoking.

Implementation of a Tobacco Control Program for Greece

Tobacco Control Agency

In 2009, Greece created a national steering committee on tobacco control to
advise the Ministry of Health and Social Solidarity on tobacco-related issues.
Adjourning approximately monthly, the committee was charged with suggest-
ing actions, coordinating activities including enforcement, and supporting the
legislative actions of the ministry with current knowledge and indicating best
practices in tobacco control. The current president of the National Commit-
tee of Tobacco Control is Professor Panagiotis Behrakis.
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Tobacco Advertising

International research shows that advertising increases tobacco consumption,
and adolescents as well as young adults may be especially vulnerable to to-
bacco advertising. Ubiquitous tobacco advertising also can create a conflicting
environment that makes it difficult for consumers to fully absorb messages
about the health hazards of tobacco use and exposure to tobacco smoke,
and to benefit fully from awareness campaigns. Measures to eliminate tobacco
advertising and promotion thus will support governments’ health education
campaigns and other tobacco control interventions by removing messages
that glamorize tobacco use. There is also evidence that media that rely on
tobacco advertising are less likely to report on tobacco- and health-related
matters. Such measures also will promote consumers’ rights by prohibiting
misleading and deceptive advertising,

Research also shows that comprehensive tobacco advertising and promotion
bans can decrease consumption. Partial bans, however, have been found to
be ineffective, since substitution of nonbanned media occurs. A study of 22
countries in the Organization for Economic Cooperation and Development
(OECD) comparing weak, limited, and comprehensive bans on tobacco ad-
vertising showed a significant decrease in consumption in countries with com-
prehensive bans. In contrast, those countries with weak or limited restrictions
showed no or relatively small decreases. Countries with comprehensive bans
had the lowest consumption and greatest decline in consumption over time
during the period 1970-1992. If it had been the case that all of the countries
had comprehensive advertising bans, the study predicts that a 5.4% reduction
in tobacco use and an approximately 7.4% reduction in cigarette use would
have occurred.

Indirect forms of advertising, such as tobacco company sponsorship of sport-
ing, cultural, and other events and “brand stretching” (tobacco names or logos
on nontobacco products), are important forms of promotion for the tobacco
industry. These indirect forms are especially important when direct advertis-
ing has been banned or substantially restricted. A magazine article on spon-
sorships quotes an R] Reynolds Company official as saying, “We use sports as
an avenue for advertising our products... We can go into an area where we’re
marketing an event, measure the sales during the event and measure sales after
the event, and see an increase in sales.”

Other forms of promotion that require regulation include the distribution
of free tobacco products or samples, gifts, bonuses, rebates, and lotteries or
contests. Indirect advertising also can take the form of tobacco product pack-
aging and public displays of tobacco products.
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During our economic crisis, Philip Morris International made €104 million in estimated profit
in Greece in 2010

B L

Point of purchase of Marlboro cigarettes (Interior)
Marlboro is the most popular cigarette brand among Greek youth
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WHO Framework Convention for Tobacco Control (WHO FCTC)
Obligations

Article 13 of WHO FCIC requires that each party, “in accordance with its
constitution or constitutional principles, undertake a comprebensive ban on all forms
of advertising, promotion, and sponsorship. This shall include, subject to the legal
environment and technical means available to that Party, a comprebensive ban on cross-
border advertising, promotion, and sponsorship originating from its territory.” The ban
st occur by January 24, 2011 (five years after the convention enters into force).

In cases where constitutional requirements or principles prevent a party from
undertaking a comprehensive ban, Article 13 requires parties to “apply restrictions
on all tobacco advertising, promotion, and sponsorship. This shall include, subject to
the legal environment and technical means available to that Party, restrictions or a
comprebensive ban on advertising, promotion, and sponsorship originating from its
territory with cross-border effects.”

Article 13 further provides:
As a minimum, consistent with constitutional requirements or principles, advertising,
promotion, and sponsorship restrictions niust:

(a) prohibit all forms of advertising, promotion, and sponsorship that promote
a tobacco product by any means that are false, misleading, or deceptive or
likely to create an erroneous impression about its characteristics, health
¢ffects, hazards, or emissions;

(b) require that health or other appropriate warnings or messages accompany all
tobacco advertising and, as appropriate, promotion and sponsorship;

(c) restrict the use of direct or indirect incentives that encourage the purchase of
tobacco products by the public;

(d) require, if it does not have a comprebensive ban, the disclosure to relevant
government authorities of expenditures by the tobacco industry on
advertising, promotion, and sponsorship not yet prohibited;

(¢) undertake a comprebensive ban or, in the case of a Party that is not in
a position to undertake a comprehensive ban due to its constitution or
constitutional principles, restrict tobacco advertising, promotion, and
sponsorship on radio, television, print media, and, as appropriate other
media, such as the Internet, within a period of five years; and

(f) probibit, or in the case of a Party that is not in a position to prohibit, due
10 115 constitution or constitutional principles, or restrict tobacco sponsorship
of international events, activities, and)/ or participants therein.

FParties are enconraged to iniplement measures beyond the minimal obligations set ont above.
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Scientific studies clearly show that complete bans on advertising, sponsor-
ships, and other forms of promotion work while partial bans do not. The
tobacco industry has proven time and again that it will find ways to get around
any measures short of a stringent and comprehensive ban on all forms of ad-
vertising, sponsorship, and promotion. The WHO FCTC negotiating process
created a strong momentum for a complete ban; therefore, the manual offers
provisions only for a complete ban on all advertising, sponsorship, and other
forms of promotion.

Greece ratified the FCTC in October 2005. We expect that the government
will enact additional legislation within the next two years to comply fully with
the provisions of FCTC and promote tobacco control.

Draft text of potential articles that could be used to advance the current legisla-
tive approaches for tobacco control in Greece is provided below in Legal Text I:

Proposed Legal Text I: Articles to advance the legislative approaches
for tobacco control

1. Freedom from tobacco advertising and promotion. All persons
shall have the right to be free from all forms of tobacco advertising,
sponsorship, and other forms of tobacco-related promotion, whether
such forms ate direct, indirect, overt, covert, ot incidental.

2. Advertising prohibition. No person shall advertise, arrange for, or
participate in the advertising of any tobacco product, brand, manufacturer,
or seller, directly or indirectly. This prohibition shall apply to advertising
in, as well as to advertising transmitted into or out of Greece.

(a) Allowed activities. The following shall be allowed:

(i) Incidental exposure of a tobacco product or tobacco product
package from the time of manufacture until it reaches its point of
retail sale; provided, however, that tobacco products and tobacco
product packages shall not be displayed in view of customers
or patrons at retail locations and other locations where tobacco
products are sold to consumers

(i) A price list on paper no larger than [specify size| available at
the counter at the point of sale for consultation by customers
containing, in black and white text only, the brand name, price, and
prescribed messages in accordance with implementing regulations,
and no other text, colors, or other graphics, or other information
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(i) Communications by persons in the tobacco growing,
manufacturing, importing, exporting, distributing, selling, or
trading business directed solely at other persons in the tobacco
growing, manufacturing, importing, exporting, distributing,
selling, or trading business

(iv) An Internet website for any particular tobacco company, so
long as it presents business and/or health information only and
it is not intended to, and is not likely to, encourage, directly or
indirectly, the purchase or use of any tobacco product or brand

(v) Trade publications prepared for and distributed only to
employees, shareholders, or investors that are not intended to, and
are not likely to, encourage, directly or indirectly, the purchase or
use of any tobacco product or brand; provided, however, that the
minister may prescribe a list of allowed trade publications based
upon those currently in existence

(vi) The display of the company name on places of tobacco
manufacturing, subject to conditions imposed by the ministry

(b) Private communications. Private communications among
individuals about tobacco products, brands, manufacturers, or sellers
shall not be construed to be tobacco-related advertising, so long as
these communications are not made at the behest of or for the benefit
of any tobacco manufacturer or seller or any person working on the
behalf or for the benefit of a tobacco manufacturer or sellet.

3. Prohibition of tobacco sponsorships. Tobacco sponsorships, and
advertising and other promotion of tobacco sponsorships, are prohibited.
This prohibition applies to sponsorships and advertising of sponsorships
in, as well as sponsorships and advertising of sponsorships originating
elsewhere but transmitted into, or otherwise appearing in, Greece.

4. Prohibition against brand stretching. No person shall sell, display
for sale, supply, or advertise any nontobacco product or service that
contains, either on the product, or in any advertisement of the product,
any writing, picture, image, graphic, message, or other matter, in whole
or part, that is commonly identified or associated with, or is likely or
intended to be identified or associated with, a tobacco product, brand,
or manufacturer. For the purposes of this section, a nontobacco product
shall include a building, facility, premises, or business that is not a building,
facility, or business that manufactures tobacco products exclusively.
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5. Prohibition against reverse brand stretching. No person shall use
the brand name, trademark or other sign, symbol, logo, or similar matter,
in whole or in part, commonly associated with a nontobacco product or
service on a tobacco product, except for tobacco products for which
a trade or brand name of a nontobacco product or service was in use.

6. Prohibition against incentive promotions and the free supply
of tobacco products. Incentive promotions and the free supply of
tobacco products shall be prohibited.

(a) Prohibition on tobacco products as bonuses, premiums,
rebates, etc. No person shall offer or provide any direct or indirect
consideration for the purchase or use of a tobacco product, including
a bonus, premium, cash rebate, or right to participate in a game, lottery
or contest; provided, however, that nothing in this section shall prohibit
the giving of any normal trade discount or normal trade rebate, or
providing compensation for monitoring compliance with this act.

(b) Prohibition on tobacco product samples and gifts. No person
shall supply or offer to supply a tobacco product to any other person
free of charge as a sample, gift, or otherwise. This subsection shall not
be construed as prohibiting individuals from giving tobacco products
to other individuals, so long as this is not done at the behest of, or for
the benefit of, a tobacco manufacturer or seller or any person working
on the behalf of or in the interest of a tobacco manufacturer or sellet,
or for financial gain for the individual offering the tobacco product.

7. Unintended consequences. The minister shall have the authority,
through implementing regulations, to make necessary limited exceptions
to the provisions of this part for the purpose of mitigating against or
preventing any unintended consequences.

8. Ministerial discretion to address requirements of this part.
The minister shall have the authority to prescribe in implementing
regulations additional and/or more stringent requirements than any of
those prescribed in this part.

9. Effect on other laws. Nothing in this act shall affect the ability of
any other level of government to enact laws or regulations addressing
tobacco advertising, sponsorships, and other forms of promotion,

so long as the provisions of such law or regulations are at least as
stringent as, and do not conflict with, the provisions of this part.
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The Issue of Secondhand Smoke

The scientific evidence unequivocally establishes that tobacco smoke causes
disease, disability, and death to those exposed, both smokers and nonsmokers.
Tobacco smoke contains more than 60 known or suspected cancer-causing
compounds, as well as other toxins. For many of these compounds, there is
no safe level of exposure. Definitive reports by the International Agency for
Research on Cancer, the UK Scientific Committee on Tobacco and Health, and
the US Environmental Protection Agency, among others, have concluded that
tobacco smoke is a2 human carcinogen. Such classification is used only when
there is sufficient evidence from epidemiological and other studies to support a
causal association between exposure to a particular agent and cancer.

Exposure to secondhand smoke has been found to increase the risk for lung
cancer in nonsmokers by 20%-30%, and for heart disease by about the same
amount. Tobacco smoke has harmful, even fatal, effects on children’s health,
such as asthma induction and exacerbation, bronchitis, pneumonia, middle ear
infection, chronic respiratory problems, low birth weight, and Sudden Infant
Death Syndrome, among others. A review of 14 studies on the effects of to-
bacco smoke in the workplace concluded that workplace exposure to tobacco
smoke increased the risk of lung cancer by 39% among people who had never
smoked.

Prohibiting smoking in public places serves the following goals:

* Protecting nonsmokers
* Reducing smoking consumption
* Changing social norms

In addition to protecting individuals from involuntary exposure to hazardous
tobacco smoke, prohibitions on smoking in public places, including workplac-
es, have been shown to be associated with a decrease in how much individuals
smoke and an increase in quit rates. According to an internal document from
Philip Morris, “Total prohibition of smoking in the workplace strongly affects
industry volume. Smokers facing these restrictions consume 11%—15% less
than average and quit at a rate that is 84% higher than average.” Smoking bans
also can challenge the social norm of smoking acceptability that still prevails
in many places by reinforcing the message that smoking is unhealthy and so-
cially unacceptable.

* Protection Measures — Historically, laws providing protection
from tobacco smoke in many jurisdictions began as bans on
smoking in some priority public places (such as government
buildings, healthcare facilities, and the like) while simply restricting
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smoking to designated areas in other public places. A growing
number of jurisdictions have begun banning smoking altogether, or
allowing smoking only in separately ventilated rooms, in most or all
public places, including workplaces. Progress continues as outright
bans on smoking in restaurants and bars, which often have been
excluded from smoking prohibitions, are becoming more prevalent
in more jurisdictions. From an equity perspective, the trend toward
expanded protection is critical, especially for vulnerable workers.
Studies in a number of countries have shown that people with lower
socioeconomic status have greater exposure to tobacco smoke in
the workplace. In Hong Kong, for example, lower-paid workers
were significantly more exposed to tobacco smoke in the workplace.
Approximately 22% of females and 42% of males working in
administrative, managerial, or professional positions were exposed
to tobacco smoke, compared with 42% of females and 60% of
males working as clerks, service workers, or salespersons, and 41%
of females and 61% of males working in manufacturing. According
to a national survey in the United States, the majority of employees
working in environments that allow smoking disproportionately
tend to be those in service occupations, restaurant workers, bar
workers, laborers, and the young,
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The vast majority of Greek citizens support smoke-free public places

Designated Smoking Rooms and Separate Ventilation — The
mere separation of smoking areas from nonsmoking areas does not
offer protection in the nonsmoking areas. A 1998 study of hospitality
venues by ventilation engineering experts in the US showed that
current technology using dilution, displacement, or air-cleaning
ventilation systems does not reduce the health risks from exposure to
tobacco smoke, even under moderate smoking conditions, to de



minimis, or “acceptable risk,” levels for either workers or patrons. An inde-
pendent scientific working group commissioned by the Health and Safety
Authority and the Office on Tobacco Control in Ireland agreed with these
findings. One of the problems with designated smoking rooms is the difficulty
of ensuring that ventilation maintenance and repairs are made as necessary.
Another significant problem is that employees, especially servers and cleaners,
may be required to enter the smoking rooms on a regular basis. It will take
creative thinking about self-service options and other ways of protecting em-
ployees if smoking will continue to be allowed in separately ventilated rooms.
At a minimum, where smoking will be allowed in separately ventilated rooms,
it is important that the rooms are required to be physically isolated (that is,
rooms with four walls or floor-to-ceiling partitions and a door), negatively
pressurized, and vented to the outside. Additionally, workers and members of
the public should not be required to enter these rooms to do their jobs or to
get to other parts of the premises. While engineering principles suggest that
rooms that meet these requirements will not expose nonsmokers to tobacco
smoke, whether in practice rooms built to meet these requirements actually
will do so, or will inadvertently produce leakage into nonsmoking areas, has
not been studied.

WHO Framework Convention for Tobacco Control (WHO FCTC)
Obligations

Article 8, Section 2, obliges parties to “adopt and implement in areas of existing
national jurisdiction as determined by national law and actively promote at other
Jurisdictional levels, the adoption and implementation of effective legislative, executive,
administrative, and/ or other measures, providing for protection from exposure to
tobacco smoke in indoor workplaces, public transport, indoor public places, and, as
appropriate, other public places.” The conventions first Guiding Principle, Article
4, Section 1, calls on governments to contemplate measures to protect all people from
excposure to tobacco smoke.

Proposed Legal Text II: Articles to advance the legislative agenda

1. Freedom from exposure to tobacco smoke. All persons shall have
the right to be free from involuntary exposure to tobacco smoke in all
enclosed public places, including workplaces, places of collective use,
and on public conveyances.
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(a) Prohibition on smoking in enclosed public places,
including workplaces. No person shall smoke in any enclosed
public place, including any workplace, or in any part of an
enclosed public place or workplace, including private rooms
and offices. In addition, no person shall smoke anywhere on
the outside premises of any public place that provides services
primarily to children or youth under the age of 18 or at any
outdoor public places where children congregate, such as
playgrounds.

2. The rights of nonsmokers prevail. In interpreting the provisions of
this part, the rights of nonsmoking members of the public and workers
shall prevail, and any question that may arise as to whether smoking is
permitted in any given situation shall be resolved in favor of protecting
nonsmokers.

3. Evaluation for disparate effects. The minister [or other governing
authority] shall determine whether the provisions of the act and any
implementing regulations affording protection against exposure to
tobacco smoke result in equal levels of protection across all population
groups. In the event disparities in the level of afforded protection are
found, the minister shall report such findings to the legislature, and
remedial regulatory action shall be taken as appropriate.

4. Ministerial discretion to address requirements of this part.
The minister shall have the authority to prescribe in implementing
regulations additional and/or more stringent requirements than any of
those prescribed in this part.

5. Effect on other laws. Nothing in this act shall affect the ability of
any other level of government to enact laws or regulations to protect
persons from exposure to tobacco smoke, so long as such laws or
regulations are at least as stringent as, and do not conflict with, the
provisions of this part.

Youth Access to Tobacco Products

Most individuals begin using tobacco products during youth or adolescence
when they may have limited capacity to absorb information wisely on the
health and other adverse effects of tobacco. Young people have been shown
to underestimate the addictive nature of tobacco products, and they may
know less than adults about the health effects of tobacco use. As a result,
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many jurisdictions prohibit sales of tobacco products to minors and place
other restrictions on youth access to tobacco products.

These provisions vary around the world, with the main difference being who
pays for noncompliance with youth access restrictions. The emphasis has
been placed either on the retailer not to sell to minors, or on the young person
not to buy, possess, or use tobacco products. Vatiations also exist on the sever-
ity of penalties imposed, ranging from confiscation of tobacco products to
community service sentences in the case of violations by minors. For retailers,
penalties range from fines to loss of license to sell tobacco products.

Restricting tobacco product sales to minors has been identified as an effec-
tive form of prevention of tobacco use. Countries such as Greece that have
ratified the FCTC must legally prohibit the introduction of tobacco vending
machines to minors, and when appropriate, conduct a total ban of tobacco
vending machines.

Age verification at retail stores is very important for protecting minors from
tobacco marketing as proper age verification can prevent minors from access-
ing tobacco products. Research performed in England following the imple-
mentation of a ban of tobacco sales to older adolescents indicated a greater
fall in prevalence in 16- to 17-year-olds than in older age groups. All together,
these findings indicate that raising the age of sale can, at least in some circum-
stances, reduce smoking prevalence in younger age groups. Similar reactions
are expected among Greek adolescents if the legislation is properly enforced.

Research prior to the 2009 legislation indicated that 49.1% of current adoles-
cent smokers reported that they usually bought their cigarettes from a store,
and that 95% of them were not refused purchase because of their age. How-
ever, despite these grim numbers, we must note that during 2004 when the
GY'TS survey took place, no legislation existed to regulate the sale of tobacco
products to minors. Indeed, until 2009, Greece was one of the few countries
within the European Union that permitted the sale of tobacco products to
minors and tobacco sales through vending machines. Despite the 2009 legisla-
tion, research is needed to assess if sales to minors still continue and to what
extent this occurs.
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WHO Framework Convention for Tobacco Control (WHO FCTC)
Obligations

Article 16 obliges the parties to adopt and implement effective measures “to probibit
the sales of tobacco products to persons under the age set by national law or 18 years
of age.” These may include:

(@)

()

(9

(d)

requiring that all sellers of tobacco products place a clear and prominent indicator
inside their point of sale about the prohibition of tobacco sales to minors and,
in the case of doubt, request that each tobacco purchaser provide appropriate
evidence (ID) of having reached full legal age

banning the sale of tobacco products in any manner by which they are directly
accessible, such as on store shelves

probibiting the manufacture and sale of sweets, snacks, toys, or any other objects
in the form of tobacco products that appeal to minors

ensuring vending machines under its jurisdiction are not accessible to minors and
do not promote the sale of tobacco products to minors. Each party shall probibit
or promote the probibition of the distribution of free tobacco products to the
public and especially minors. Each party should, as appropriate, adopt measures
to prohibit the sales of tobacco products to persons under the age set by domestic
law, national law, or 18 years of age.

The provisions provided in Proposed Legal Text II are based on the
types of youth access restrictions found in many countries’ laws. Because
of a concern that calling attention to youth access restrictions might
reinforce the notion that tobacco is an adult product attractive to youth,

requirements for signs emphasizing the ban on sales to minors are not
included.
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Proposed Legal Text III: Articles to advance the legislative approach
toward restricting youth access

1. Prohibition on sales to minors. No person shall sell any tobacco
product to any person under the age of 18 years [or specify at least the
legal age of majority]. Prior to selling a tobacco product to any person
who appears not to be at least 15 years older than [specify minimum age,
as above], it shall be necessary to take all reasonable steps to verify the age
of that person, by requiring, at a minimum (an identity card), [specify reli-
able means of verification].

2. Prohibition on sales by minors. No person who sells tobacco prod-
ucts shall hire or use any person under 18 years of age [specify age, as
above] to sell any tobacco product or to handle any tobacco product.

3. Prohibition on self-service displays. No person shall sell any to-
bacco product in such a way that a consumer may handle the product
without the assistance of a sales clerk or other employee or agent of the
seller prior to purchase.

4. Prohibition on public displays. No person shall display tobacco
products in such a way that they are visible to the public; provided, how-
ever, that the provisions of this section prohibiting public displays of to-
bacco products shall not apply to individuals incidentally displaying to-
bacco products during carrying or use.

5. Prohibition on vending machines, Internet, and certain other sales
of tobacco products. No person shall sell any tobacco product through
any self-service means, including through automatic vending machines,
through the mail, or the Internet. The minister may prohibit any other
means of sale where the age of the purchaser cannot be verified reliably.

6. Prohibition on sales of tobacco products in certain places. No
person shall sell tobacco products in any of the following places: facili-
ties where healthcare services are provided; sports, athletic, or recreational
facilities; government buildings; educational facilities; and any other place
prescribed by the minister in implementing regulations.

7. Prohibition on toy or candy cigarettes. No person shall manufac-
ture, sell, display for sale, or supply any sweets, snacks, toys, or other non-
tobacco items or objects in the form of tobacco products, or which imi-
tate tobacco products.
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8. Ministerial discretion to address requirements of this part. The
minister shall have the authority to prescribe in implementing regulations
additional and/or more stringent requirements than any of those pre-
scribed in this part.

9. Effect on other laws. Nothing in this act shall affect the ability of
any other level of government to enact laws or regulations addressing the
sale or supply of tobacco and related products, so long as such laws or
regulations are at least as stringent as, and they do not conflict with, the
provisions of this part.

Reducing illegal sales of tobacco products to minors is a strategy that nations
have pursued to some degree. This objective also encompasses efforts to cut
off the social sources that minors depend on to get tobacco products. Inter-
ventions designed to stress the importance of keeping tobacco products out
of the hands of children should be targeted to adults and youth.

Numerous published studies have shown that the combination of enforc-
ing laws that restrict tobacco sales to minors and educating merchants can
reduce illegal sales of tobacco to minors. Access laws should be actively en-
forced through unannounced compliance checks in which minors attempt to
purchase tobacco products. For tobacco control laws and regulations to be
adequately enforced, universal licensure of tobacco outlet sources is neces-
sary. A graduated system of civil penalties on the retailer, including temporary
revocation of the tobacco license in areas where tobacco retail licenses are
required, has been shown to be an effective enforcement strategy. Fees from
licensing of tobacco vendors can be used to fund enforcement activities and
to develop and maintain active, large-scale programs.

Examples of enforcement activities include:

* Conducting frequent retailer compliance checks (four per outlet per
year, funds permitting) to identify retailers who sell tobacco to minors

* Imposing a graduated series of civil penalties on the retailer,
including license revocation if possible

* Eliminating tobacco vending machines and self-service displays in
stores accessible to young people

Additional measures may include:

* Conducting annual countrywide inspection surveys that accurately
measure the effectiveness of enforcement efforts

* Initiating large-scale merchant education programs before the
enforcement activity begins; these programs should include
discussion of tobacco’s health effects
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Young people may turn to social sources (e.g., older friends and family mem-
bers) for tobacco products as commercial sources are reduced. Therefore, it
is critical that minors’ access restrictions be combined with a comprehensive
tobacco control program that reduces the availability of social sources and
limits the appeal of tobacco products.

Because most people who start smoking are younger than age 18, programs
that prevent the onset of smoking during the school year are a crucial part of
a comprehensive tobacco prevention program. Several studies have shown that
school-based tobacco prevention programs that identify the social influences
that promote tobacco use among youth and that teach skills to resist such influ-
ences can significantly reduce or delay adolescent smoking, The effectiveness of
school-based tobacco prevention programs is strengthened by booster sessions
and community-wide programs involving parents and community organizations
and including school policies, mass media, and restrictions on youth access. Be-
cause many students begin using tobacco before high school and impressions
about tobacco use are formed even eatlier, tobacco use prevention education
must be provided in elementary school and continued through middle and high
school grades. Methods for strengthening school programs include:

* Implementing the US CDC’s Guidelines for School Health Programs
to Prevent Tobacco Use and Addiction, including tobacco-free polices,
evidence-based curricula, teacher training, parental involvement,
and cessation services

* Linking school-based efforts with local community coalitions and
national counteradvertising programs.

Countermarketing Activities

Tobacco countermarketing attempts use marketing techniques to negate pro-
tobacco influences and increase pro-health messages and influences through-
out a jurisdiction or region. Convincing evidence from several countries
indicates that sustained and well-funded education and public information
campaigns in the context of a comprehensive approach to tobacco control
can reduce smoking prevalence substantially.

Background and Evidence Regarding Tobacco
Countermarketing Campaigns

A growing number of tobacco control programs around the world have conduct-
ed countermarketing campaigns as part of their comprehensive efforts to reduce
tobacco use, with some of these campaigns in the field for many years. Evalua-
tions of these efforts and evaluations of the overall tobacco control programs

have indicated that such campaigns can indeed build knowledge and change key

77



beliefs and attitudes related to smoking and secondhand smoke, increase calls to
quit lines, and contribute (along with other tobacco control program elements) to
overall decreases in tobacco consumption, increases in cessation among smokers,
and reductions in exposure to secondhand smoke among nonsmokers.

In addition to paid mass media campaigns, other marketing interventions have
been used to improve the results of cessation campaigns, such as earned me-
dia/news coverage, public relations, grass-roots efforts, communication with
healthcare professionals, and posters, brochures, and other collateral material.

Previous reviews relevant to this topic include the following:

* In 2001, the Guide to Community Preventive Services reviewed the
published literature on tobacco countermarketing and, based on its rules
of evidence, strongly recommended the use of mass media campaigns,
both to reduce initiation and to increase cessation of tobacco use.

* In 2001, CDC and WHO released a review conducted to summatize
lessons learned from smoking cessation media campaigns around
the world. The report provided conclusions and recommendations
about targeting, message content and tone, media presence, and
campaign measurement. Countries included in the analysis were
Australia, Canada, France, Iceland, New Zealand, Philippines,
Poland, Singapore, UK, and US.

* The 2000 US Surgeon General’s Report Reducing Tobacco Use
summarized the current evidence of the effectiveness of
countermarketing as part of a multifaceted tobacco control program
that included educational, clinical, regulatory, economic, and social
approaches.

* In 1999, CDC published Best Practices for Comprebensive Tobacco Control
Programs to help US states plan and establish effective tobacco control
programs. The document provides a brief justification for tobacco
countermarketing as a key program component and recommends funding
levels for a moderately intense countermarketing campaign (US$1-$3 per
capita per year).

*  Other evidence-based review documents focusing on broader issues
on tobacco control and health promotion include Tobacco Control in

Developing Countries (Jha and Chaloupka, 2000) and The Evidence of
Health Promotion Effectiveness TUHPE, 1999).

In addition, US national and state studies from California, Florida, and Minne-
sota, as well as studies from England, confirmed that mass media campaigns

were responsible for a significant portion of their overall tobacco control pro-
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grams’ positive results (Balbach E, Glantz S, 1998; Pierce, et al., 1998; Glantz,
1993; Hu, Sung, Keeler, 1995; Sly DF, Heald G, Ray S, 2001; Sly DF, Trapido
E, Ray S, 2002; Centers for Disease Control and Prevention, 2002, 2003; Ergo
International, 2001; BMRB, 2004).

Countermarket Messages

Countermarketing activities can promote smoking cessation and decrease the
likelihood of youth initiation. Countermarketing messages can also have a pow-
erful influence on public support for tobacco control interventions and smoke-
free workplace policies, and set a supportive climate for school and community
efforts. Countermarketing consists of a wide range of efforts, including:

* Paid television, radio, billboard, print, and Internet counter-
advertising

* Earned media efforts in which tobacco control advocates work with
the news media to communicate key messages to advance policy
change (media advocacy), influence community norms, or publicize
the efforts of the tobacco control program in the community. Tactics
include press releases, press conferences, local events, editorial board
briefings, letters to the editor, and health promotion activities.

* Grass-roots activities to build momentum among the local
community, create a strong coalition of tobacco control advocates,
and support and reinforce the national campaign

* Direct marketing or other innovative non-mass-media marketing
elements

* Efforts to reduce or replace tobacco industry sponsorship and
promotions

Tobacco countermarketing efforts should be developed to:
* reduce youth initiation of tobacco use;
* reduce exposure to secondhand smoke; and

* increase smoking cessation.

While each of these goals requires selection of priority target audiences, some
countermarketing messages can be efficiently used for several audiences. For
example, many adult-focused smoking cessation messages providing reasons
to quit are also effective in motivating youth not to initiate smoking. And
many messages about the negative effects of secondhand smoke also moti-
vate smokers to want to quit, so as not to harm their loved ones.
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Countermarketing campaigns should involve local stakeholders in the commmunity so as to
influence policy change and raise public awareness of the dangers of smoking

Additional Considerations in Countermarketing Activities
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Priority audiences should be selected for each goal, and then messages
should be developed to specifically target each selected population. For
example, reducing youth initiation typically requires targeting of youth,
young adults, and influencers of youth. Increasing smoking cessation
typically requires targeting of smokers as well as their family members
and friends. And reducing exposure to secondhand smoke typically
requires targeting the general population as well as policymakers.

Campaign efforts should work to influence both individual behavior
and public policies. Mass media campaigns can be extremely effective
at both, changing individual attitudes and behaviors and changing
community norms. These campaigns can also set the stage for policy
changes, such as youth access laws, smoke-free workplace laws, etc.

The number, variety, and novelty of messages should be maximized,
rather than communicating a few messages repeatedly, to keep the
campaign interesting and appeal to a diverse range of people.

Use nonauthoritarian appeals that avoid direct exhortations not to
smoke. Never tell people what to do, but instead show them in credible,
relevant, emotional ways, and they’ll draw the conclusions themselves.



* Place messages with enough reach, frequency, and duration to be
successful. Ad agencies can provide counsel on sufficient levels of
exposure to build awareness and knowledge and change attitudes
and behaviors.

* Setaside enough funds to research and evaluate the countermarketing
program. Formative research and evaluation, process evaluation,
and outcome evaluation are necessary to qualify campaign materials
and determine whether the campaign is progressing toward
reaching campaign goals. Evaluation results can also provide key
decision makers with the evidence needed to continue the program
or increase its funding. Researchers can provide assistance in
developing comprehensive research plans.

World Health Organization Scientific Advisory Committee on
Tobacco Product Regulation

Tobacco product regulation is an important aspect of any comprehensive to-
bacco control strategy aimed at reducing the mortality and morbidity associ-
ated with tobacco use.

The World Health Organization’s (WHO) Scientific Advisory Committee on
Tobacco Product Regulation (SACTob), composed of national and internation-
al experts on product regulation, smoking cessation, and policymaking, guides
international policy development in the area of regulating tobacco products
and facilitates access to scientific information needed for tobacco regulation.

Based on the existing science, SACTob makes the following conclusions and
recommendations:

1. Tar, nicotine, and CO numerical ratings based upon current ISO/FTC
methods and presented on cigarette packages and in adpertising as single numerical
values are misleading and should not be displayed.

2. All misleading health and exposure claims should be banned.

3. The ban should apply to packaging, brand names, advertising, and other

promotional activities.

4. Banned terms should include “light”, “ultralight”, “mild”, and “low tar”

and may be extended to other misleading terms. The ban should include not only
misleading terms and claims but also names, trademarks, imagery, and other means
to convey the impression that the product provides a health benefit.
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The NCI monograph (number 13, 2001) Risks Associated with Smoking Cigarettes
with Low Machine-Measured Yields of "Tar and Nicotine presented the following five

main conclusions:

1. “Epideniological and other scientific evidence, including patterns of mortality
[from smoking-cansed diseases, does not indicate a benefit to public health from
changes in cigarette design and manufacturing over the last fifty years.”

2. “For spontaneons brand switchers, there appears to be complete compensation for
nicotine delivery, reflecting more intensive smoking of lower-yield cigarettes.”

3. “Widespread adoption of lower-yield cigarettes in the United States has not
prevented the sustained increase in lung cancer among older smofkers.”

4. “Many smokers switch to lower-yield cigarettes out of concern for their health,
believing these cigarettes to be less risky or to be a step toward quitting. Advertising
and marketing of lower-yield cigarettes may promote initiation and impede
cessation, more important determinants of smoking-related diseases.”

5. “Measurements of tar and nicotine yields using the FI'C method do not offer
smokers meaningful information on the amount of tar and nicotine they will receive
from a cigarette. The measurements also do not offer meaningful information on the
relative amounts of tfar and nicotine exposure likely to be received from smoking
different brands of cigarettes.”

Reduced Ignition Propensity (RIP) Cigarettes

Cigarettes and other lighted tobacco products are a leading cause of fire
deaths and fire-related injuries in the US, most European countries, and in
countries throughout the world. In 2003, 25,600 cigarette-induced fires oc-
curred in the US, resulting in an estimated 760 deaths, 1,520 injuries, and $481
million in direct property damage. A survey of 14 European Union member
states and Norway carried out in 2005-2006 by the European Commission
found that the countries that responded had approximately 11,000 cigarette-
caused fires, 520 deaths, 1,600 injuries, and €13 million in material damages
each year. (Vogelgesang) Extrapolating to the 25 countries of the European
Union and Norway, 12,900 fires, 650 deaths, 2,400 injuries, and €48 million
in material damages could be prevented. In New South Wales, 32 out of 233
fire deaths were directly attributed to cigarettes, with an additional 63 possibly
attributable to cigarettes. Annually, cigarettes cause 4,574 fires across Australia
and may be responsible for up to 78,894 more. Australia’s National Coroners
Information system identified 67 out of 678 fire deaths directly attributable
to cigarettes in the period 2000—2005. Further, an estimated 7% of all bush
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fires in Australia are attributable to discarded cigarettes. Cigarette-related fires
caused Australia an estimated A$124 million in 2006. In Canada, 3,000 fires
are started by smokers’ articles annually, which are responsible for 70 fatalities,

300 injuries, and C$40 million in property damage.

Two out of five victims of cigarette-induced fires are not the smokers them-
selves but people who live in the same building. These victims often include
young children or older persons who are less able to respond to and escape
the fire. Total annual economic loss due to cigarette-caused fires in the US has
been estimated to be nearly $4 billion, including healthcare costs, lost produc-
tivity, and use of fire and emergency services.

A significant proportion of the deaths, injuries, and destruction of property
could be prevented through the introduction of fire safety standards for ciga-
rettes that either would result in cigarettes that were self-extinguishing, i.e., go
out when not actively puffed, or would alter the way the cigarettes smoldered,
making a fire less likely. Cigarettes designed to comply with these standards
are commonly referred to as fire-safe cigarettes or reduced ignition propensity
(RIP) cigarettes. The tobacco industry publicly claimed for years that RIP cig-
arettes were not feasible, even funding fire service organizations to thwart pas-
sage of federal and state laws. Internally, the tobacco industry demonstrated
the opposite with years of research that established that RIP cigarettes were
feasible and that their RIP performance could be evaluated by standards.

In 2000, the state of New York passed legislation requiring all manufac-
tured cigarettes sold in the state to meet minimal fire safety standards. The
New York standard (NYS), which went into effect in 2004, called for ciga-
rette ignition strength to be reduced as determined by a test method is-
sued by the American Society of Testing and Materials (ASTM). The test
method requires a lit cigarette to be placed on 10 layers of filter paper in a
draft-free chamber. The filter paper itself is unable to ignite, but it draws
heat from the smoldering cigarette, and the persistence of the cigarette
smoldering reflects the amount of heat generated by the cigarette to poten-
tially ignite materials such as those used in upholstered furniture. The NYS
requires that no more than 25% of 40 individual cigarettes burn full length
for each brand tested. Cigarettes meeting this standard are less likely than
conventional cigarettes to ignite household furnishings or textile substrates,
which are involved in cigarette-related residential fires and most fire fatali-
ties. These cigarettes therefore have a reduced ignition propensity (RIP).

Al 50 US states have now adopted the New York RIP standard, with implenta-

tion of the standard in states set for July 1, 2011. In 2005, Canada became the
first country to require RIP cigarettes nationwide. Australia and Finland have
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also recently implemented national RIP cigarette requirements, and South Af-
rica has passed legislation requiring the sale of RIP cigarettes at a future date.
In addition, a WHO Study Group has recommended that RIP cigarettes be
mandatory in all WHO member countries. A WHO Working Group made
the following five recommendations regarding cigarette ignition propensity:

1. Fires and fire deaths are caused by cigarettes.

2. Cigarettes with reduced ignition propensity should be mandatory.
3. No risk claims are permissible.
4

The effectiveness of reduced ignition propensity cigarettes must
be monitored.

5. International collaboration between interested institutions and
authorities is needed to coordinate education, advocacy, testing,
research, and evaluation of reduced ignition propensity cigarettes
and for implementation of such measures in all WHO regions.

Package Labeling

The cigarette package is a critical communication device for creating and
reinforcing brand imagery, and is the link between other forms of tobacco
advertising and the uptake of the addictive drug nicotine from a cigarette. Us-
ing striking colors, distinctive fonts, and carefully crafted materials, cigarette
packaging is defined to be highly attractive, especially among young people.
On the other hand, cigarette pack warnings are able to disrupt brand imagery,
an important factor for tobacco trial and use.

Package warnings are unique among tobacco control initiatives implemented
to educate smokers and prevent smoking initiation as they cost little to pro-
duce and can be integrated with larger interventions such as mass media cam-
paigns. Reminders from health providers to their patients about the hazards
of smoking and the benefits of quitting have been found to reduce smoking,
and cigarette pack warnings work in a similar way, even among populations in
which language is a barrier.

Large comprehensive graphic warnings—that combine a picture embedded
with a text message relevant to the depicted picture—are effective in increas-
ing adult awareness of the dangers of smoking, aiding smoking cessation,
and are more likely to be noticed and rated as effective by adult smokers in
comparison to plain text-only messages, while their size and emotional impact
also play a vital role in their effectiveness.
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Research among Greek adolescents has identified a similar response. Accord-
ing to results published in 2009 in the European Journal of Public Health by Vat-
davas et al., nonsmoking adolescents rated the suggested EU graphic labels
as more effective in preventing them from smoking in comparison with the
existing EU text-only warnings. Controlling for gender, age, current smok-
ing status, and number of cigarettes smoked per month, younger adolescents
were found to opt for graphic warnings more often and also perceive graphic
warning labels as a more effective means of preventing them from smoking,
in comparison with their elder peers (p<0.001).

Currently, EU member states have the option of introducing the readily
available 42 different graphic warnings that cover 14 themes (EU Directive
2003/641/EC). These warnings cover 43% of the front and 53% of the back
of the cigarette packs in comparison with the 30% and 40% respectively of
the current EU text-only messages.

Based on national research performed in Greece, the proposed EU graphic
warning labels may play an important role in preventing smoking initiation
during the crucial years of eatly adolescence, during which smoking experi-
mentation among Greek children takes place.

Comparison of Current Greek Warning Labels with Foreign
Labels

The pictures below compare warning labels on Greek Marlboro cigarette
packs with similar brands in Australia and the UK as well as Camel brands in
Canada, and illustrate the absence of pictorial warning labels on Greek brands
as well as differences in warning label text size and positioning,
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Research in Greece has shown that graphic warning labels could deter youth snoking
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Treating Tobacco Dependence in Greece

Programs that successfully assist young and adult smokers in quitting can pro-
duce a quicker and probably larger short-term public health benefit than any
other component of a comprehensive tobacco control program. Treatment to
help dependent smokers stop is effective as well as cost effective. Some gov-
ernments now provide treatment through their healthcare systems. Although
treatment policies will have a relatively small effect on prevalence reductions
(about 1%—-2%), this effect may grow over time and may be important in
helping those heavier smokers who have the most difficulty cutting back or
quitting smoking,

Many smokers want to stop but need help to do so because they are de-
pendent. Evidence shows that brief advice from medical professionals and
behavioral support are effective in motivating smokers to quit, and telephone
quit lines and medications including nicotine-replacement therapy (NRT) and
bupropion increase the rate of success. Smokers who quit smoking before
age 50 cut in half their risk of dying in the next 15 years. In addition, the cost
savings from reduced tobacco use resulting from the implementation of mod-
erately priced, effective smoking cessation interventions would more than pay
for these interventions within three to four years.

According to the 2010 KEELPNO nationwide representative survey, 57.5%
of Greek smokers have attempted to quit in the past, indicating the necessity
to support smoking cessation activities within Greece. This study also indi-
cated that 2 out of 3 smokers regard themselves to be substantially or very
dependent on tobacco. When asked which of the below methods have you
used in the past to try to quit, less than 20% reported the use of pharmaco-
therapy (NRT or other medication), while only 3% reported ever visiting a
smoking cessation office, indicating the need to notify the Greek population
of the existence of smoking cessation clinics that operate within the national
healthcare service. When asked “What are the three main reasons you would
quit,” the responses were: “the concern for their personal health” by 68.4%
of the population, “the cost of smoking.” by 36.6% and “so as not to feel
dependent on tobacco” by 30.6% of the population.

The nationwide household survey (Hellas Tobacco Survey) conducted from
October 1 to October 21, 2010, also assessed whether smokers who visited
a healthcare provider during the last 12 months recalled receiving antismok-
ing advice and whether physicians’ advice motivated them to quit smoking,
According to the respondents, 52% of smokers who visited a healthcare pro-
vider in the past year recalled receiving advice against smoking;
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From a public health perspective, there are many windows of opportunity to
help adults stop smoking, especially among young females of reproductive
age. Pregnancy presents ideal timing, Research performed in Crete, through
the FETAL Study, has indicated that while 32% of pregnant women smoke
during pregnancy at any time, half of them, 17% of all expecting women, will
quit once pregnant, indicating a teachable moment and a window of opportu-
nity to aid cessation and promote the adoption of a smoke-free household for
the protection of the unborn fetus and the future infant. Moreover, the same
study indicated that among pregnant Greek women, those who quit smok-
ing during the first three months of pregnancy give birth to infants similar in
weight to those of women who never smoked. Recognizing the importance
of this problem, the issue of aiding or promoting smoking cessation duting
pregnancy is critical.

Health professionals play a key role as role models, and through counsel-
ing and aiding cessation. However, to be able to formally provide patients
with the needed information to quit, it is important that health professionals
receive formal training on smoking cessation techniques either during their
undergraduate years or during continued professional educational programs.
Research performed in 2009 among undergraduate university-degree nursing
students in Greece indicated that in comparison with students who had not
received training on the importance of asking patients about their smoking
habits, those who did were more likely to believe that nurses should have a
role in smoking cessation and should act as role models for their patients. The
main shortfalls in training include the reasons that make people start to smoke
(less than half of the sample had ever discussed this issue during their stud-
ies), smoking cessation techniques (only 14.8% reported ever receiving such
training), and the use of antidepressants in smoking cessation (19.5% of the
population). Furthermore, students who were taught about the importance of
providing material on smoking cessation to patients were more likely to report
that nurses have an important role in smoking cessation (OR: 2.2) and act as
role models toward their patients (OR: 2.1).

Educational institutes, public health organizations, and education officials in
Greece should discourage tobacco use among health-profession students and
work together to design and implement programs that train all health profes-
sionals on tobacco control and on effective cessation counseling techniques.
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WHO Framework Convention on Tobacco Control (WHO FCTC)
Obligations:

Proposed Legal Text I'V: Articles to advance the legislative approaches

1. Each party should design and implement effective programs aimed at
promoting the cessation of tobacco use, in such locations as educational
institutions, healthcare facilities, workplaces, and sporting environments.

2. Include diagnosis and treatment of tobacco dependence and
counseling services on cessation of tobacco use in national health and
education programs, plans, and strategies, with the participation of
health workers, community workers, and social workers as appropriate.

3. Establish in healthcare facilities and rehabilitation centers programs
for diagnosing, counseling, preventing, and treating tobacco dependence.

4. The US Agency for Healthcare Policy and Research (AHCPR)
evidence-based clinical practice guidelines on cessation state that brief
advice by medical providers to quit smoking is effective, and that more
intensive interventions (individual, group, or telephone counseling) that
provide social support and training in problem-solving skills are even
more effective. FDA-approved pharmacotherapy (e.g., nicotine patch,
gum, nasal spray, and inhaler, bupropion hydrochloride) can also help
people quit smoking, particularly when combined with counseling
and other interventions. Bupropion hydrochloride has not yet been
registered. The AHCPR-sponsored guideline stresses that system
changes (e.g., implementing a tobacco-use screening system, providing
clinician training and feedback, designating staff to be responsible
for the treatment program, and providing insurance coverage for
proven treatments) are critical to the broad-based success of cessation
interventions. Other action recommended for tobacco-use treatment
includes establishing population-based counseling and treatment
programs, such as cessation help lines.
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Tobacco-Free Schools

Schools are a significant part of the community and an essential element of a
comprehensive tobacco control program. Schools can constitute areas where
students’ will could be reinforced and their ability to resist, avoid, or quit
smoking cultivated.

The following needs to be taken into consideration:
* Children spend a significant amount of time at school.

* Students are at an age where values and attitudes are still being
formed.

* DMost people start smoking before age 18, while in school.

* Taking into account the fact that schools—as public institutions—
have the power to convey messages to a broad range of groups
related to them (parents, guardians, community, private services),
it is all the more clear that schools provide the ideal opportunity to
implement antismoking policies and cultivate antismoking messages.

The term “smoke-free schools” refers to the total of procedures or interven-
tions that aim to ban smoking from all school premises (such as classrooms,
yards, stadiums, parking spaces) even when school is closed and during events
that take place outside of the school premises, but are related to it. The term
“smoke-free schools” refers to the adoption of a systematic antismoking ap-
proach in the form of a continuous procedure, with the ultimate goal to ensure
a total nonsmoking environment. This approach does not focus on chang-
ing the behavior of smokers who are probably on school premises, based on
the speculation that they are responsible for the existence of smoking in the
school. On the contrary, it aims to show certain levels of responsibility (fam-
ily, school, community, state, etc.) that are involved in ensuring a smoke-free
school environment.

Therefore, “smoke-free school” does not restrict itself to dealing with the
phenomenon by using precautionary interventions with the students during
teaching hours. On the contrary, it includes a holistic approach by the school
unit with actions pertaining to the development, application, and monitoring
of the school’s antismoking policy, as well as actions concerning the preven-
tion and quitting of smoking by parents, students, and teachers. Interventions
and actions pertain to all school programs (breaks, events, student gatherings,
field trips, extracurricular activities). The methodological context of smoke-
free schools is based on indications provided by school health researchers.
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Schools provide the ideal opportunity to implement smokefree environments and futures for our

children

The antismoking policy of smoke-free schools:

It is developed and applied by representatives of all school groups
(students, parents, personnel).

It arises from the needs of people who are involved in school
premises and around them (students, teachers, parents).

Gives opportunities of involvement and cooperation of other
factors (i.e., parents association, community agencies, police, and
local government, etc.).

Aims at taking action through several levels of responsibility (family,
school, community).

It is based on the active participation toward decision making,
implementation, and evaluation.

Achieving the final goal may seem difficult and the course to it long and inac-
cessible. Surely, there will be significant resistance. What we aim at, though, is
not unachievable. The schools that have succeeded are many, in countries and
environments with similar resistance.
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Tobacco-Free Healthcare Services

Although smoking in hospitals and other health services is banned in Greece, a recent study
inducated that up to 70% of nonsmoking medical personnel are exposed to secondhand smoke
daily at work

In the constant battle against tobacco, health services have a major role. Their
most obvious contribution is medication-assisted smoking cessation. Brief ad-
vice interventions by health professionals are equally important, since it has been
found that they can motivate a significant proportion of patients who smoke
to try to quit. Nevertheless, according to the Global Network for Tobacco Free
Healthcare Services, a healthcare service should guarantee not only the provision
of organized cessation services, but also the education and training of health
professionals, the education of the general public, and, of course, the implemen-
tation of a total ban on tobacco product use on its premises. Only then can it
fulfill its mission, being in the forefront of the efforts to improve public health.

In Greece, legislation regarding smoking bans inside hospitals and other health
services is in place since 2002, in accordance with European Union directives;
similar bans were included in all subsequent tobacco control laws. According
to the most recent tobacco control legislation (3868/2010), consumption, sale,
and advertising of tobacco products is prohibited in all healthcare services.
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Despite that, smoking has not been eliminated in Greek hospitals. Vardavas
et al. reported that 70% of a major Greek hospital’s medical and nursing staff
who don’t smoke are exposed on a daily or almost daily basis to secondhand
smoke while they work. Even after the implementation of more strict legisla-
tion in 2009 and 2010, the hot line for information and support on smoking
has received dozens of complaints regarding violations in hospitals and other
healthcare services.

In addition to the already known problems of inadequate inspection and weak
enforcement of the recent law, there is one more important obstacle in imple-
menting smoking bans in healthcare services: the high prevalence of smoking
among healthcare workers. All relevant surveys in Greek hospitals indicate
that the proportion of doctors, nurses, and other health professionals who
smoke is usually higher than 40% and in some cases higher than 50%. That
is as high as in the general population—if not higher—whereas health pro-
fessionals who smoke regularly are only a small minority in most European
and North American countries. This situation causes strong opposition within
hospitals; additionally, it reflects negatively on society. Health professionals are
role models for the general public when it comes to health-related behaviors.
Therefore, their high rate of smoking hinders the effort to denormalize smok-
ing in Greece.

In spite of this unfavorable environment, there have been several remarkable
initiatives to improve antitobacco policies in Greek health services. The num-
ber of smoking cessation clinics is rising, despite fiscal limitations and staff
shortages; organizations such as the Greek Network of Health Promoting
Hospitals and Health Services and the Hellenic Thoracic Society implement
education and training programs for healthcare workers on cessation tech-
niques that can be integrated in everyday practice. Moreover, the formation of
the Greek branch of the Global Network for Tobacco Free Healthcare Ser-
vices is under way. The network’s goals will be to coordinate existing services
and to strengthen tobacco control policies in Greek hospitals.

Hospitals and healthcare services should be integral parts of tobacco control

efforts. The more efficient they are, the greater social impact these efforts will
have, not only on a practical, but also on a symbolic level.
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HIGHLIGHTS

Misleading terms such as “light,”
“ultra-light,” “mild,” and “low tar,”
as well as names, trademarks, imag-
ery, and other means to convey the
impression that tobacco products
provide a health benefit should be
banned, according to SACTob recom-
mendations.

Smoking prevalence among health
professionals in Greece is as high as
40%—50%. This impedes implemen-
tation of smoke-free medical facilities.

Package labels, particularly large com-
prehensive graphic warnings—that
combine a picture embedded with a
text message relevant to the depicted
picture—are effective in increasing
adult awareness of the dangers of
smoking and aiding smoking cessa-
tion, and are more likely to be noticed
and rated as effective by adult smok-
ers in comparison with plain text-only
messages.
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The Greek Tobacco Epidemic

PART IV:
RESEARCH, EVALUATION,
AND KNOWLEDGE
TRANSLATION
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The Greek Tobacco Epidemic

Secondhand Smoke Exposure

To compare the levels of exposure to SHS within the hospitality industry in
Greece after the implementation of the smoke-free legislation in cafes, bars, and
restaurants and to compare the measurements with previous data collected dur-
ing May 2010 (when a partial ban was in place) and in 2006 (when no ban was
in place), the Hellenic Air Monitoring Study was conducted by a consortium of
clinical and research centers in Greece and the Harvard School of Public Health.
It was a national longitudinal cohort of hospitality venues within five regions of
Greece, within which indoor air pollution attributable to SHS was assessed at
six-month intervals (waves). Five urban areas were sampled: Thessaloniki and
Serres in northern Greece, Larissa in central Greece, and Athens and Heraklion
in southern Greece, with a convenience sample of 150 venues (30 from each
area) based on ease of access and popularity selected, as a comprehensive list of
hospitality venues in each city could not be obtained. Wave 1 was completed in
April and May 2010 (during the partial ban) and Wave 2 from October to De-
cember 2010 (one month after the enactment of the complete smoking ban). A
map indicating the location of the study sites is provided below.

Location of the study sites in the Hellenic Air Monitoring Study
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During waves 1 and 2, air measurements were performed using the TSI Side-
pack AM510 according to standardized methodology for monitoring indoor
air pollution attributable to secondhand smoke (calibration factor 0.32, flow
rate 1.7 L./min) that has been used previously to assess indoor PM, , attribut-
able to SHS in numerous studies. Field researchers were trained together dur-
ing which a number of pilot venues were simultaneously assessed for descrip-
tive characteristics and PM, , concentrations. During the fieldwork, sampling
was discreet to avoid alterlng occupants’ normal behavior. Data was collected
on number of cigarettes smoked, number of people, air volume, and other
factors that might affect the data (e.g., candles or cooking in area). The re-
searchers also noted open windows and doors or sliding walls, which are com-
mon in the Greek hospitality industry due to the mild Mediterranean climate.

In addition to the above two waves assessed in the study, comparison was
made with data collected in 2006 (Wave 0), when no ban was in place. Thus
the PM, _ concentrations corresponding to three unique stages in policy im-
plementann (no ban in 2006 vs. a partial ban in 2010 vs. a complete ban in
2010) were compared to determine the effect of legislation in reducing SHS
concentrations.

Results from the study indicated a 34% reduction in indoor SHS exposure
within the hospitality industry in Greece after the transition from a partial to
a complete ban, with the largest reduction noted in cafes and bars. In com-
parison with research performed five years ago, when no legislation existed,
SHS concentrations fell by approximately 67%, suggesting a change in the
social acceptability of SHS exposure within certain areas of the hospitality
industry, especially the restaurant business. This reduction could possibly be
attributable to population support. Research among the Greek population has
indicated that nonsmokers before the ban started to be more likely to support
adoption of complete smoke-free legislation either by voicing discontent to
the identified smoker or employee or by notifying officials.
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Figure 7, Fitted values with 95% confidence intervals showing temporal decline in PM, ;
levels (g/ n?) with increased tightening of smofking laws in Greece
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Figure 8, Trends in change of PM, _ levels (ug/n7’) from Wave 1 to Wave 2 corresponding

1o partial and complete bans on smoking respectively
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Above fignre shows changes in PM,, ; levels (ug/ n7’) from 2009 to 2010 in three venue tpes:
bars, cafes, and restaurants (top to bottom fitted lines respectively). The figure shows that the
change in P, _ levels was most significant in bars and least in restaurants.
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Figure 9, Comparison of PM, _ levels (ug/ n7) found in open- vs. closed-air vennes at waves
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Figure above shows that after implementation of complete bans (Wave 2), overall there was an
approxcimate 35% decrease in PM., ; levels (ug/ n7’) compared with Wave 1 (partial bans)

Figure 10, Comparison of PM, , levels (ug/ n7’) with o bans and after complete ban in Greece
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Figure above shows that after implementation of complete bans (Wave 2), there was an
approximate 65% decrease in PM, _ levels (ug/ n7) compared with Wave O (no bans)
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Determinants of SHS Concentration

The Hellenic Air Monitoring Study found that the strongest determinant of
the concentrations of indoor air pollution attributable to SHS was the exis-
tence of open doors and windows, which would increase indoor air ventila-
tion, and which was inversely associated with SHS concentrations when open.
While the existence of open doors and/or windows did reduce, it did not
eliminate SHS exposure. Venue type was related to indoor air pollution, with
cafes being more heavily polluted than other venue types. Similatly, the aver-
age number of people in the venue (a proxy of the number of smokers) was
also a significant determinant of indoor air pollution attributable to SHS—2.0
ug/m?’ per person pre-ban and 0.7 ug/m?’ per person post-ban.

Despite the complete indoor ban, a number of smoke-free venues in Greece
had slightly elevated indoor PM, , levels attributable to SHS from adjacent
outdoor areas. Researchers have noted this phenomenon before and classi-
fied it as secondhand smoke drift. Doors and windows facing these outdoor
smoking areas can be a source of SHS. Legislative action is needed to regulate
smoking in such areas so as to eliminate patron and employee exposure to
SHS. Furthermote, it is of interest to note that the reductions were noted
to be higher in Athens and in Heraklion, two cities in central and southern
Greece, in comparison to the participating cities in northern and north-cen-
tral Greece. Such differences could be attributable to either climate changes
(doors and windows may be more likely to be open) or enforcement. Further
research is needed to investigate the variation.

Pre-ban Occupational Exposure to SHS among Bar Workers
in Greece

A study conducted in Greece before the adoption of the smoke-free legisla-
tion among 50 semi-open-air venues indicated that nonsmoking employees
had elevated post-shift cotinine concentrations, an indicator of their expo-
sure to SHS. Indeed within these 50 open-air venues in the greater area of
Athens, indoor PM, , concentrations were elevated and increased proportion-
ately to the density of smoking. Moreover, indoor PM, , levels were strongly
correlated with urinary cotinine concentrations (spearman’s 1=0.914). Linear
regression analyses indicated that when taking into account the time of the
measurement, the day of the week, for each 1 cigarette/100m’, the indoor
PM, . concentrations increased by 26.6 ug/m’ [95% confidence interval (CI):
7.6-45.7 pg/m’, p=0.007 and urinary cotinine levels of nonsmoking workers
increased by 5.0 ng/mL (95% CI: 0.4 to 9.6, p=0.034). Conclusively, open
windows and doors and the existence of sliding walls do not protect workers
from exposure to secondhand smoke and should not be used as an excuse to
allow smoking in such premises.
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Public Health Implications

The benefits of smoke-free legislation are not limited to the workforce. Re-
ducing SHS exposure reduces the impact of cardiovascular disease, angina,
stroke, and asthma, and further denormalizes smoking—a key point in sus-
taining a reduction in tobacco use. Taking into account the dire financial situa-
tion and current austerity measures implemented in Greece, the improvement
in public health and the subsequent reduction of healthcare utilization would
ease pressures on the ailing Greek economy. Coupled with the fact that nu-
merous studies have shown that smoke-free legislation does not impact bar
revenue and hospitality venues despite spurious arguments to the contrary, the
economic benefits of eradicating SHS exposure and denormalizing smoking
in Greece are revealed to be substantial.

The Role of the Nonsmoker in Enforcing Smoke-Free Laws

Greek policymakers must evaluate how nonsmokers could actively support
smoke-free laws through reporting of violations using media campaigns that
inform them of their rights, and other measures. Research has indicated that
people become less tolerant of exposure to SHS as they get used to smoke-
free environments.

On the other hand, stronger secondhand smoke policies are associated with
strongest support. While compliance with laws making certain environments
smoke-free has focused mainly on smokers’ behavior, a cross-sectional study
conducted in Greece and involving 4,043 adults (2,037 smokers and 2,006
nonsmokers) in the general population during April 2009 showed that non-
smokers reported that they would actively support compliance with the law.
The nonsmokers were older, more educated (OR 1.4), and were more likely
to be annoyed by the smell of SHS (OR 2.4) or report that it irritated their
eyes (OR 1.8). This finding may indicate that the odor or eye irtitation from
SHS may act as a sensory cue that possibly reminds the nonsmoker of the
dangers of SHS exposure, and this might be taken into account when de-
signing tobacco control policies. As more educated nonsmokers are likely to
actively support smoke-free laws, such a perspective should be further culti-
vated as a way of increasing population compliance to smoke-free laws. Thus,
it becomes imperative that media- and school-based educational campaigns
stress the health effects of SHS exposure. This will increase the percentage
of nonsmokers who are educated about the detrimental effects of SHS ex-
posure, encouraging them to actively protect smoke-free legislation, and thus
also their personal health.
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Exposure to SHS

Exposure to secondhand smoke (SHS) is a significant public health issue. It
is a potent mixture of thousands of chemicals, 200 of which are classified
as toxic substances, and more than 50 are classified carcinogens. Exposure to
SHS can lead to cardiovascular disease, cancer, chronic obstructive pulmonary
disease, and respiratory problems and has been associated with lung func-
tion. An additional constituent of SHS is particulate matter (PM, ,), which is
commonly used as a proxy for SHS exposure in air monitoring studies and
routinely used as an index of impact of a smoke-free legislation.

Given the deleterious effects of acute and chronic exposure to SHS and public
support for smoke-free legislation, many countries have moved to ban smok-
ing in public places. These bans result in substantial gains in occupational and
public health such as reductions in respiratory symptoms among bar work-
ers and incidence of asthma and coronary heart disease among children and
adults respectively.

SHS Exposure among Vulnerable Populations: Children and
Pregnant Women

A national survey of 5,179 adolescents ages 11-17 from 100 high schools in
Greece using the Global Youth Tobacco Survey (GYTS) between 2004 and
2005 showed that about 3 in 4 responders (76.8%) were exposed to SHS at
home, and 38.5% were exposed to SHS outside of the home. Female gender,
age group <14, and having parents or peers who are current smokers were
all shown to be significant predictors of exposure to SHS among Greek ado-
lescents. A parallel study (The Healthy Lifestyle in Europe by Nutrition in
Adolescence [HELENA] Study), conducted in 2006 to quantify Greek ado-
lescents’ exposure to SHS using serum cotinine levels, indicated that 97.7%
of nonsmoker adolescents were found to have measureable levels of serum
cotinine, indicating exposure to SHS. As in the GY'TS, parental smoking status
was one of the main modifiers of SHS exposure during adolescence. How-
ever, almost all of the measured Greek adolescents were exposed to SHS,
even when their parents were nonsmokers. These findings indicate the need
for both community- and school-based educational programs along with the
effective enforcement of bans on smoking in public places. Educational in-
terventions targeting parents—especially those who are smokers—could sub-
stantially reduce the exposure of adolescents to secondhand smoke at home.

Findings from the FETAL study, for which information was obtained from

1,291 pregnant women (Greeks and immigrants) from Crete, showed that al-
most all nonsmoker pregnant women (94%, n = 780) are exposed to SHS at
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some point during pregnancy, with the majority exposed at home (72%) or
in public places (64%). Less-educated women and younger women were sig-
nificantly exposed more often than their better-educated and older peers. The
main mediators of exposure to SHS during pregnancy were parental level of
education, age, and ethnicity. Considering that exposure to SHS is a significant
threat to prenatal health, the necessity of developing educational awareness
programs is undeniable, taking into account the elevated percentage of moth-
ers exposed to SHS in Greece. Such educational campaigns, provided either
during obstetrical visits or via a mass media intervention campaign, should
focus particularly on younger, less-educated mothers and their spouses, who
were identified in the study as more likely to be smokers before conception.

Findings from the FETAL study from Crete showed that almost all nonsmoker pregnant
women (94%) are exposed to SHS at some point during pregnancy, potentially harming the
mother and child
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Legislative Measures

On May 31, 2010, Greece announced the adoption of a comprehensive ban
on smoking in public places (two-phased), the first phase of which came into
force on September 1, 2010. Within this first phase, smoking indoors in all
hospitality venues under 300 square meters (cafes, bars, restaurants—includ-
ing outdoor areas) was prohibited. During the second phase of implementa-
tion, the law banned indoor smoking as of June 1, 2011, in casinos and large
music halls in excess of 300 square meters. The law was met with skepticism
by the media, in part because the previous partial laws adopted in 2009 (based
on the “Spanish model”) were not enforced and completely ignored by the
public.

An excample of a tobacco advertisement on a billboard before the implementation of the 2009
adyertising restrictions

We are making progress, but more must be done.
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HEART-Funded Clinical Research Projects

Clinical Research

Over the past two years through the HEART (Hellenic Action through Re-
search against Tobacco) Project, a number of basic and clinical research proj-
ects have been developed to provide clinical evidence of the detrimental ef-
fects of smoking and passive smoking on human health, and how smoking
cessation can alleviate these prominent issues.

Below is a list of groundbreaking clinical research performed under the
HEART Project to date:

1.
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The impact smoking one cigarette has on pulmonary mechanics,
including respiratory flow assessment and exhaled nitric oxide
production.

Assessment of the clinical impact of exposure to secondhand smoke
(SHS) at levels commonly found in Greek bars and cafes on the
respiratory system of patrons and employees in an experimental
setting. Specifically, the levels that ate being used are 100pg/m’,
250pug/m’ and 500ug/m’, while it is of interest to note that different
time frames are taken into account, indicating the time it takes a
patron to drink a quick coffee (5-10 minutes), or have a longer drink
(30 minutes).

Assessment of the clinical impact of exposure to SHS at levels
commonly found in cars when a smoker lights up. During this study
protocol, exposures of 5000ug/m?, with respiratory flow assessment
and exhaled nitric oxide production, were assessed for a subject sitting
in a passenger seat.

Assessment of whether having open doors and windows does eliminate
exposure to SHS within Greek bars and cafes, a position brought
forward during debates due to Greece’s mild Mediterranean climate.
Our findings indicated that indoor PM, ;| concentrations are elevated
among bar workers and increase proportionately to the density of
smoking, Cotinine levels of nonsmoking employees were also found
to increase with indoor PM, , concentrations, and also with the density
of smoking, Our research indicated that open windows and doors do
not protect workers from exposure to secondhand smoke.

The clinical impact of smoking a cigar or a water pipe on respiratory
mechanics and oxidative stress.



0. Debate exists as to the scientific evidence for claims that e-cigarettes
have no health-related ramifications. Our aim was to assess whether
using an e-cigarette for five minutes has an impact on pulmonary
function tests and exhaled nitric oxide (FeNO) among healthy adult
smokers. In our laboratory-based experimental vs. control group study,
using an e-cigarette for five minutes was found to lead to an immediate
decrease in exhaled FeNO, while regression analyses controlling for
base line measurements also indicated statistically significant decrease
in FeNO and an increase in impedance and overall peripheral airway
resistance after using an e-cigarette.

7. Investigation of the effect of bans on smoking in restaurants and bars
on the exposure, and the cardio-respiratory health of nonsmoking
hospitality workers after implementation of smoking bans.

8. Assessment of the role of the nasal cavity in modifying the perception
of exposure to SHS and also the effect of body position on respiratory
mechanics.

9. 'The physiology of quiet breathing through a spectrum analysis.

10. The role of smoking among patients with chronic obstructive
pulmonary disease, and how smoking cessation for six months
improves quality of life.

11. The impact of a low- vs. a high-intensity intervention for smoking
cessation during pregnancy on smoking at birth, birth outcomes, and
continued abstinence in the postpartum period. Tobacco-specific
carcinogens are also assessed before and after smoking cessation
in this randomized control trial so as to assess the role of smoking
cessation during pregnancy on circulating tobacco carcinogens.

12. The role of different sources of exposure to secondhand smoke in
a community-based setting on overall exposure and cotinine levels.

The majority of clinical research of the HEART Project is performed within
the Smoking and Lung Cancer Research Center of the Hellenic Anti-Cancer
Society. Based in Athens, Greece, the lab is 120m? in size (courtesy of the Hel-
lenic Anti-Cancer Society), has four testing rooms, a smoking room/chamber,
a subject waiting area, two bathrooms, and lab storage/handling room with a
-20°C deep freeze. Storage of samples that need -80°C is performed in the ad-
jacent Kyanous Stavros Hospital. The lab is a certified patient respiratory lab,
and we have the capacity to perform blood aspiration. During testing hours,
at least two on-site physicians are available to perform the tests and biological
sampling. A nurse and lab technician are usually present, and during office
hours, a secretary is also available.
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The capacity of the lab at its current state is as follows:

Smoking room with the capacity to maintain PM, . attributable to
SHS at a steady concentration by regulating ventilation and the
smoking machine.

Exhaled nitric oxide (FeNo) using an Eco Medics” CLD 88 Series
chemiluminescence analyzer equipped with a Spiroware 3.0 software
program.

Dynamic lung volumes: using a Jaeger MasterScreen spirometry
system.

Assessing control of breathing with the use of a Viasys V, . 22 system.

Total respiratory resistances with the use of an Impulse Oscillometry
System (IOS) Viasys Jaeger MasterScreen 1OS system.

Anterior rhinomanometry (aR).

Impulse-oscillometric (IOS) rhinomanometry.

A Smokerlyzer (Bedfont) to measure exhaled carbon monoxide.
Exhaled-breath condensate sampler. Viasys EcoScreen Turbo.
Blood centrifuges and analyzers.

Holter ECG available for use from the adjacent hospital clinic.

We have included below a list of publications conducted through the HEART
Project:

Peer - Reviewed Scientific Publications

1.

108

Vatrdavas CI, Behrakis P. Greece: Action at last. Tobacco Control. 2009;
18(2): 79-80.

Loukopoulou A, Evangelopoulou V, Behrakis P. Smoking and
Pregnancy. Preummn. 2010; 23(2): 153-159.

Vardavas CI, Mancariama G, Behrakis P. “Environmentally friendly”
brand promotion activities: Cigarette butt clean up campaigns. Tobacco
Control 20105 19(3): 259.

Vardavas CI, Dimitrakaki C, Schoretsaniti S, Patelarou E, Fillipides
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smoke free laws. Journal of Public Health Policy 2011; 32(1): 46-59.
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cotinine levels among non smoking bar workers. Journal of Aerosol
Medicine and Pulmonary Drug Delivery. 2011; 24(1): 35-41.



10.

11.

12.

13.

14.

Papadopoulos G, Vardavas CI, Limperi M, Linardis A, Georgoudis G
and Behrakis P. Smoking cessation can improve quality of life among
COPD patients: Translation and validation of the clinical COPD
questionnaire into Greek. BMC Pulmonary Medicine 2011; 3:7.

Patelarou E, Vardavas C, Ntzilepi P, Warren C, Barbouni A,
Kremastinou ], Connolly G, Behrakis P. Nursing education and beliefs
towards tobacco cessation and control: a cross-sectional national

survey (GHPSS) among nursing students in Greece. Tobacco Induced
Diseases 2011; 9:4.

Vardavas C, Behrakis P, Connolly G. Beware tobacco companies’
spurious financial arguments. BM] 2011; 342:d1145.

Avlonitou E, Kapsimalis F, Varouchakis G, Vardavas C, Behrakis
P. The Role of Compliant CPAP Therapy on Quality of Life and
Symptoms among Patients with Obstructive Sleep Apnea Syndrome.
Sleep and Breathing 2011.

Loukopoulou A, Vardavas CI, Farmakides G, Rossolymos C, Chrelias
C, Tzatzarakis M, Tsatsakis A, Lymberi M, Connolly GN, Behrakis P.
Design and study protocol of the Maternal Smoking Cessation during
Pregnancy study (M-SCOPE). BMC Public Health 2011 (in press).

Vardavas C, Fthenou E, Patelarou E, Bagkeris E, Murphy S, Hecht S,
Connolly G, Chatzi L, Kogevinas M. Exposure to different sources of
second-hand smoke (SHS) during pregnancy and its effect on urinary

cotinine and tobacco specific nitrosamine (NNAL) concentrations.
Tobacco Control 2011 (in press).

Vardavas C, Anagnostopoulos N, Kougias M, Evangelopoulou
V, Connolly G, Behrakis P. Acute pulmonary effects of using an
e-cigarette: impact on respiratory flow resistance, impedance and
exhaled nitric oxide. Chesz 2011 (in press).

Vardavas C, Behrakis P. Greece: consumption down at last. Tobacco
Control 2011 (in press).

Vardavas C, Anagnostopoulos N, Minas M, Nakou C, Dramba V,
Patelarou E, Giourgouli G, Bagkeris E, Gourgoulianis K, Pattaka P,
Antoniadis A, Lionis C, Bertic M, Dockery D, Connolly G and Behrakis
P. Five year trends of second-hand smoke exposure in Greece: A
comparison between complete, partial and pre legislation levels. Journal

of Aerosol Medicine and Pulnonary Drug Delivery 2011 (in press).
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Abstracts in International Conferences
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The Cyprus Success Story in Tobacco Control: Lessons Learned for Greece

The government of the Republic of Cyprus introduced a complete smoking
ban in all public places on January 1, 2010. To assess the effectiveness of the
smoking ban on reduction in secondhand smoke exposure, the Cyprus Inter-
national Institute for Environmental and Public Health in association with the
Harvard School of Public Health conducted a study to measure the levels of
particulate matter less than 2.5 um in diameter (PM, ) in hospitality venues
in Cyprus and to assess their indoor air quality before and after the introduc-
tion of the smoking ban. Twenty-one venues from the hospitality industry in
Cyprus (including cafes, hotels, restaurants, nightclubs) were sampled between
April 2007 and January 2008, and resampled between March and May 2010
after the smoking ban went into effect. The levels of PM, . in the selected lo-
cations were measured by the use of a TSI SidePak Personal Aerosol Monitor
and a standard protocol was applied to monitor the indoor air quality.

Results from the study indicated that the pre-ban levels of PM,  exceeded
the US EPA’s average daily standard (35 pg/m’) in all venues. The mean level
of PM,, in these 21 venues was 277 pg/m’ pre-ban (a level dangerous to
health); in some venues, there were extremely high levels of PM,,—one had
average levels of 841 pg/m’. In post ban-measurements, PM, _ levels in all
venues dropped significantly, with a decline in mean PM, levels to 28 ug/m’
post-ban (below the EPAs standard of 35 pg/m?), indicating much cleaner
and healthier air (Figure 11). This corresponds to a 90% drop in the levels of
PM, ,, a statistically highly significant change, with a p-value of <0.001. The
highest reduction in PM, ; levels after the introduction of the ban was ob-
served in cafes, followed by restaurants and bars, and then restaurants/cafes.

Figure 11, Comparison of PM,, ; levels (1ng/ 77°) with no bans and after complete ban in Cyprus
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Figure 12 presents graphically the values of PM, , observed before and after
the smoking ban at the corresponding places.

Figure 12, PM, | levels pre- and post- smoking ban at respective sites
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The difference in the two time points is overwhelming (except for venue #1
in the figure that is the one venue that was nonsmoking before the ban). In
all other venues, the pre-ban levels of PM, . exceeded the EPA’s average daily
standard. In some venues, there were extremely high levels of PM, , pre-law,
as for example the 15" one, which had an average level of 841 pg/m”. In post-
ban measurements, PM, , levels dropped significantly in all venues, except
again for Venue 1 in Figure 12, for the reason mentioned above. Venue 18 had
the highest levels of PM, , during the follow-up measurements, because the
law was not enforced and several people were actually smoking,

Public Health Implications

Overall, the results indicate that the implementation of the comprehensive
smoking ban policy in Cyprus resulted in dramatic improvement on the in-
door air quality of hospitality venues. These findings thus underscore the im-
portance of enforcing these smoke-free laws, and demonstrate that banning
smoking completely in public places is highly effective in reducing the levels
of indoor PM, , thus improving the health of people working in these previ-

2.5
ously smoking environments.
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Monitoring and Surveillance Activities

Point of Purchase Advertisement Monitoring

Advertisement and marketing activities of the tobacco industry have been
shown to influence youths to start smoking, encourage current smokers to
continue smoking, and influence former smokers to relapse. Studies have
shown that teenage smokers prefer the cigarette brand most heavily advertised
in the convenience store closest to their school. Even in the face of increas-
ing regulations banning advertising on television, radio, and in print, tobacco
companies adapt, develop innovative marketing strategies, and continue to
market their products successfully. A strategy that has become more prevalent
in tobacco marketing in Greece is to make tobacco products very appealing
to youths to replenish and maintain the pool of current smokers. Advertising
through points of purchase (POPs) plays a crucial role in adolescent seduction
by the tobacco industry, whereas subsequent tobacco experimentation is the
next perilous step toward nicotine addiction, on which the tobacco industry’s
future prosperity depends. After the partial tobacco advertising ban of EU
Directive 2003/33/EC, the tobacco industry shifted toward heavy advertising
at POP, exploiting in Greece the exempted (by the previous directive) kiosks,
as seen ubiquitously at the local level and clearly documented through tobacco
industry internal reports. Already a transition toward the creation of “power
walls” on both the interior and exterior of points of purchase has been noted,
while industry-owned kiosks are appearing one after the other.

This shift of the majority of the tobacco industry’s marketing dollars to facili-
tating the sale of cigarettes by point of purchase advertisement or influencing
product placement in retail stores has not been without some political will
and support. Internal tobacco industry documents have illustrated that EU
Directive 98/43 /EC, which proposed bans on all forms of direct and indirect
tobacco advertising, was severely undermined at the EU and local levels.

Tobacco companies with huge clout and strong presence are thus using more
direct-to-consumer marketing, sometimes employing subtle forms of adver-
tisements such as placement of brand logos next to a cash register, illuminated
internal adverts, illuminated external adverts, advertisements on the door, and
sales counter with brand logo selectively targeting youths. All of this can nor-
malize tobacco use and reinforce brand identity.

A 2009 study conducted by the Harvard Center for Global Tobacco Control
in collaboration with the University of Crete used the geographical informa-
tion systems (GIS) approach to evaluate and interpret the spatial density and
intensity of POP and tobacco industry advertisements within 300 meters of
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high schools in Greece. This research identified 133 POP and 44 billboards
within 300 meters of the gates of Heraklion schools (Figure 13). On aver-
age, 13 POPs (range 4-21) and 4.4 billboards (range 1-9) were located per
school, and all had at least 1 POP within 20 meters of the school gate. On
average (SD), 9 (6) tobacco advertisements per POP (range 0—25) were noted,
and 80% of them were below child height. The GIS protocol identified that
kiosks, which were excepted from the Greek ban on tobacco advertising, in
comparison with other POPs, were found not only to be closer and visible
from the school gates (44.1% vs. 10.8%), but were found also to have more
external advertisements [8 (5) vs. 5 (3)]. When taking into account the fact that
every school was found to have a POP for tobacco products within 20 meters
of its gates and that 44% of all kiosk POPs within the 300-meter radius of the
school could be seen from the school playground, one can comprehend the
level of tobacco industry advertisements Greek adolescents are exposed to.

Preschool and primary-school children living in the area are also exposed to
this high level of tobacco marketing, and research has shown that they too are
affected and are able to recall tobacco advertisements and familiarize them-
selves with tobacco products. According to the 2004 Greek Global Youth To-
bacco Survey (GY'TS) results, more than 70% of adolescents reported seeing
a pro-cigarette advertisement on a billboard over the past 30 days, but firstly
we find this number to be quite modest, and secondly it does not include ex-
tensive POP advertising,

Cigarette pack displays were found in the study to play a central role in inte-
rior POP advertising and are recognized as crucial communication devices
for creating and reinforcing brand imagery, as also seen by the recent intro-
duction of power walls in Greece. It is of interest to state that although only
approximately 8% of Greek adult smokers consume Matlboros, 47.8% of
smoking adolescents smoke Marlboros, a fact that might be attributed to ag-
gressive advertising campaigns and marketing strategies, a significant amount
of which is centered on POPs and Marlbotro stores around Greek schools,
as depicted by the study. Almost 90% of POPs in the study were found to
have shelving with brand logos next to the cash register. Indisputable research
has shown that youth are especially susceptible to such POP marketing dis-
plays. POP advertisements have been rated by smokers as a reason for im-
pulse purchase and noted as a hindrance to their quitting attempts. Younger
smokers are more likely to notice these cigarette displays and tend to be more
likely to purchase on impulse at the same time as shopping for other
goods. Current legislation in Greece permits POP advertising, however,
billboard advertising and the free promotional distribution of tobacco

products in cafes, bars, and nightclubs officially ceased from July 1, 2009.
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The effect of the community’s, and particularly youths’, exposure to tobacco
industry activities, such as POP advertising and promotional activities, can be
likened to exposure from environmental pollutants or infectious agents: The
more an individual is exposed to a pollutant or source of disease, the more
likely (s)he will suffer from the consequence of that exposure. Similarly, the
higher the exposure to tobacco advertising, the higher the chance that the
adolescent will experiment with smoking, Consequently, public health policies
in Greece must take this into account in a bid toward primary prevention of
smoking initiation among adolescents.

Figure 13, Points of purchase (POP) and tobacco advertising billboards within 300 meters
of the second and fourth high school complex: of Heraklion
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Education in Schools

Educational activities in schools nust involve children in achieving a smoke~free environment

The implementation of a complete smoke-banning policy in schools is the
most essential precautionary action toward eliminating smoking on school
premises. Educational courses regarding health education or specialized top-
ics related to smoking are supplementary actions that cannot bring satisfac-
tory results by themselves. Students cannot be educated in the classtoom for
a smoke-free society if they do not experience their own school as a public
place free of smoke. It is important to understand that knowledge appre-
hended in the classroom can be either reinforced or cancelled by occurrences
that take place in the school environment.

The school’s educational activities should support the nonsmoking policy of
the school. The students must have the opportunity through their educational
activities not only to analyze the need to establish a nonsmoking policy, but
also to actively participate to the decisions concerning its development and
implementation. In other words, the educational activities in the classroom
should not be confined to the physical consequences of smoking, or the de-
velopment of social skills that relate to smoking (i.e., learning to say no under
peer pressure). Educational activities must actively support the development
and application of environmental interventions at school regarding smoking,
This way, the student is not considered just as an individual responsible for his
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behavior, but as an individual able to collaborate with others (people or fac-
tors) and act collectively to claim a smoke-free environment. The individual’s
role is not overlooked, but placed in a broader social context. This way, we
contribute in creating a new norm, that of an active citizen who claims and
contributes in the making of a smoke-free community. This is the theoreti-
cal framework according to which the Ministry of Education and Culture of
Cyprus prepared its analytical program of health education.

Involvement of Youth in Change

' [}
> \
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A tobacco-free futnre for Greek youth

Youth play a unique and important policy advocacy role that contributes to an
effective, comprehensive tobacco control program. Initiation and addiction to
tobacco use often occurs before young people are legally able to buy tobacco
products—an age when they are also highly targeted by the tobacco industry.
Because they are targets, young people must be engaged in tobacco control
efforts. Youth are powerful allies in the fight against pro-tobacco influences,
key partners in denormalizing tobacco use, and important levers in determin-
ing the future of tobacco control policy.
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The Power of Youth

Advocate for policy change. Young people can be effective at
garnering support for policy development and change. They capture
the attention of political leaders and the media, making them important
partners in policy advocacy.

Project a powerful voice. The young have credibility with peers and
community members. This allows them to help educate the community
to reduce pro-tobacco influences and increase healthier norms and
behaviors.

Expose tobacco industry tactics. Young people can be effective
partners in the fight against the tobacco industry by exposing its
manipulative tactics and undermining its efforts.

Offer energy and vitality. The young bring energy to activities and
events. Tobacco control programs should work to channel this energy
into action, resulting in increased awareness and policy change.

Reflect genuine concern. Young people generally volunteer their time
to be involved in tobacco control efforts. They do this because of the
stake they have in their own future.

Bring diverse representation and provide generational insight. The
young can provide important insight about their generation. Involving
them in tobacco control efforts ensures the design of effective,
population-specific policies.

Invoke creativity and innovation. Young people naturally challenge
the traditional attitudes that may restrict and limit how adults think and
act. They add innovation and creativity to any program, making it more
attractive to other youth and policymakers. Their novel ideas for policy
advocacy strategies help push efforts forward.

Mobilize their peers. The young can mobilize their peers for activities
and facilitate access to many arenas. These actions add strength to
tobacco control policy efforts while also broadening the type and
number of venues involved in message delivery.
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HIGHLIGHTS

On May 31, 2010, Greece announced
the adoption of a comprehensive ban
on smoking in public places (two-
phased), the first phase of which
came into force on September 1,
2010. Within this first phase, smoking
indoors in all hospitality venues (cafes,
bars, restaurants—including covered
outdoor areas) under 300 square me-
ters was prohibited. During the sec-
ond phase of implementation, the law
banned indoor smoking as of June 1,
2011, in casinos and large music halls
in excess of 300 square meters.

Following the implementation of
a complete smoking ban in public
places, studies demonstrated a marked
reduction in SHS exposure as mea-
sured by PM, ; levels in public places;
a decrease of over 67% and 34%
compared with measurements taken
during periods of no bans and partial
bans respectively.

However, much stronger enforcement
of the law is needed if we are to halt

the smoking epidemic.



The Greek Tobacco Epidemic
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The Greek Tobacco Epidemic

APPENDIX

Adult and youth smoking prevalence in Greece

Greece has one of the highest adult smoking rates in the world. The Workd
Health Statistics 2070 report estimates the smoking prevalence of males and
females = 15 years as 63.4% and 39% respectively.

Dr. Costas Stefanis, Greek Minister of Health and Welfare, signing WHO Framework
Convention on 1obacco Control
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Fignre A

Prevalence of smoking any tobacco Prevalence of smoking any tobacco
product among male adults product among female adults
aged 215 years aged 215 years

Prevalence of current tobacco use Prevalence of current tobacco use
among female adolescents among male adolescents
aged 13-15 years aged 13-15 years

Source: World Health Statistics 2010, World Health Organization

A comparison of Greece with other European countries in relation to youth
smoking in 2007 shows that current cigarette use (use within the last 30 days)
is relatively low (22%), but still higher than just a handful of other European
countries. Furthermore, the proportion of Greek adolescents experimenting
with cigarette smoking at age 13 or younger is lowest among European coun-
tries, second only to Armenia.
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Table A
Cigarette use during the last 30 days by gender. 1995-2007. Percentages.

Boys Gitls All Students

Countty 1995 1999 2003 2007 1995 1999 2003 2007 1995 1999 2003 2007
Austtia - - 48 42 - - 56 48 - - 49 45
Belgium (Flanders) - - 33 24 - - 30 23 - - 32 23
Bulgaria - 48 42 36 - 51 50 44 - 50 46 40
Croatia 34 40 36 38 28 36 37 38 32 38 36 38
Cyprus 32 25 33 29 15 9 18 17 23 16 25 23
Czech Republic 37 46 43 36 31 43 43 45 34 44 43 4
Denmark 24 34 27 - 32 4 32 - 28 38 30 -
Estonia 37 41 40 32 22 24 33 27 28 32 37 29
Faroe Islands 40 42 42 31 43 41 41 34 42 41 4 33
Finland 36 44 35 29 39 43 41 31 37 43 38 30
France - 41 3129 - 47 36 31 - 4 33 30
Germany (6 Bundesl) - - 43 31 - - 46 35 - - 45 33
Greece - 34 27 23 - 36 30 21 - 35 29 22
Greenland - 62 56 - - 7165 - - 67 60 -
Hungary 36 37 39 31 32 35 40 34 34 3 39 33
Iceland 30 26 20 15 33 30 20 18 32 28 20 16
Ireland 37 32 28 19 45 42 37 27 41 37 33 23
Isle of Man - - 23 19 - - 36 28 - - 30 24
Ttaly 36 37 35 34 37 43 40 39 36 40 38 37
Latvia - 48 46 44 - 34 36 39 - 40 40 41
Lithuania 34 49 49 39 18 30 33 29 25 40 41 34
Malta 33 29 28 26 30 34 26 26 31 32 27 26
Nethetlands - - 32 27 - - 31 33 - - 31 30
Norway 33 36 24 17 39 4 32 22 36 40 28 19
Poland 34 39 35 22 23 28 27 20 28 33 31 21
Portugal 22 32 28 20 25 30 27 18 24 31 28 19
Romania - 31 32 26 - 20 26 23 - 24 28 25
Russia (Moscow) - 48 44 38 - 42 4 36 - 45 44 37
Slovak Republic 34 40 39 35 20 34 36 38 27 37 37 37
Slovenia 26 36 35 28 27 38 38 31 26 36 36 29
Sweden 28 29 20 19 33 32 26 24 30 30 23 21
Switzetland - - 33 30 - - 34 29 - - 34 29
Ukraine 51 50 49 38 28 29 28 24 38 40 39 31
United kingdom 32 31 25 17 40 37 34 25 36 34 29 22
Average (unw.) all 34 39 35 29 30 37 3 30 32 38 3 29
Average (unw) 20 countries 34 37 34 28 30 34 33 28 32 35 33 28
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Table B
Frequency of lifetime cigarette use by gender. 2007. Percentages.

Number of occasions No response
0 1-2 3-5 6-9 10-19 20-39 40+

Country Boys Gitls  BoysGitls  Boys Gitls  Boys Gitls  Boys Gitls ~ Boys Gitls  Boys Gitls  Boys Girls
Armenia 53 92 19 6 701 4 0 2 0 10 0 10

Austria 26 24 17 12 8 7 5 5 6 7 5 7 33 38 0 0
Belgium (Flanders) 52 54 14 12 5 6 3 4 5 5 3 4 17 16 1 1
Bulgaria 37 33 17 14 7 8 5 4 5 5 3 5 26 32 0 1
Croatia 36 31 14 16 7 8 4 5 5 7 5 6 30 27 0 0
Cyprus 47 62 16 13 6 4 3 3 4 3 4 3 21 12 1 0
Czech Republic 24 20 19 17 9 9 5 6 6 5 5 6 32 37 0 1
Estonia 20 30 20 18 9 11 76 78 5 6 32 22 10
Faroe Islands 25 28 16 18 8 7 7 4 7 5 4 5 33 33 0 1
Finland 40 40 14 12 6 6 4 5 4 7 4 5 27 25 0 0
France 42 38 17 17 77 4 5 6 6 4 6 200 20 0 0
Germany (7 Bundesl) 31 31 17 14 8 7 5 5 7 8 6 8 27 28 0 0
Greece 54 55 15 15 6 6 2 3 3 4 3 4 16 13 0 0
Hungary 37 34 20 20 6 6 5 5 5 5 4 6 24 24 1 1
Iceland 65 62 10 7 4 5 3 4 33 2 4 13 15 10
Ireland 50 47 18 14 6 6 5 5 6 5 3 4 13 18 0 0
Isle of Man 55 40 12 14 6 7 4 5 49 4 5 16 21 0 0
Italy 41 36 15 13 7 8 5 6 5 7 4 6 24 24 1 1
Latvia 15 24 19 18 11 10 7 8 76 4 5 37 28 10
Lithuania 24 34 17 19 10 10 7 6 6 6 5 5 31 20 1 1
Malta 55 53 1 11 5 6 3 5 4 5 5 4 16 15 0 0
Monaco 55 39 16 12 8 1 3 5 4 3 2 4 1126 0 0
Netherlands 48 44 14 12 5 5 3 5 4 5 3 4 2226 0 0
Norway 57 51 14 14 5 6 4 5 4 4 33 12 16 11
Poland 42 46 20 17 8 9 5 5 4 5 2 3 18 15 1 0
Portugal 47 48 18 18 6 9 5 6 6 5 4 4 15 10 0 0
Romania 4250 19 18 8 5 5 6 3 3 3 18 14 10
Russia 27 43 15 16 9 7 4 4 5 4 4 4 37 22 1 1
Slovak Republic 26 27 16 16 10 9 5 7 8 7 4 6 30 28 10
Slovenia 39 39 19 17 77 5 5 5 5 4 4 21 23 0 0
Sweden 52 47 15 12 5 7 4 5 4 6 3 5 17 18 0 0
Switzerland 40 41 15 16 10 10 5 6 5 6 4 5 20 15 1 1
United Kingdom 54 43 17 15 5 9 5 5 4 6 3 6 13 18 0 0
Average (unw.) 41 42 16 15 7 7 B 8 5 5 4 5 22 21 0 0
Denmatk 38 42 16 8 7 8 5 4 76 3 4 24 27 0 0
Spain 59 49 8 12 6 7 33 3 4 33 17 23 - -
USA 65 66 18 17 - - - - 17a) 17a) - - - - - -
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Table C
Age of onset for cigarette use. Proportion (%0) of boys and gitls having tried cig-
arettes and having smoked cigarettes on a daily basis at the age of 13 or younger.

First cigarette Daily smoking
First cigarette, Daily smoking,
no response 1o response

Country Boys Girls  All Boys Girls  All (AlL) (Al
Armenia 24 5 13 4 0 2 0 4
Austria 52 49 50 10 9 10 1 1
Belgium (Flanders) 26 25 25 4 6 5 1 2
Bulgaria 34 32 33 7 8 7 1 2
Croatia 39 31 35 11 6 9 0 1
Cyprus 28 16 22 8 5 6 1 2
Czech Republic 58 56 57 14 12 13 0 2
Estonia 66 50 58 17 8 12 1 3
Faroe Islands 46 47 47 1 12 1 1 7
Finland 42 37 39 9 7 8 0 1
France 34 33 34 7 7 7 0 1
Germany (7 Bundesl) 50 45 47 9 11 10 0 1
Greece 21 12 16 3 1 2 0 2
Hungary 40 40 40 7 6 7 1 2
Iceland 21 18 20 4 5 0 1
Treland 31 33 32 6 10 8 0 3
Isle of Man 33 41 37 8 11 10 0 1
Ttaly 30 27 28 6 5 5 1 2
Latvia 67 52 59 16 8 12 1 4
Lithuania 59 43 51 10 4 7 1 4
Malta 22 26 24 6 6 6 0 1
Monaco 18 36 27 1 7 4 0 1
Netherlands 31 31 31 5 8 6 0 1
Norway 28 29 28 5 6 5 1 4
Poland 36 26 31 7 4 6 1 4
Portugal 36 32 34 5 5 5 0 1
Romania 36 22 29 6 2 4 1 3
Russia 54 31 43 14 7 10 1 4
Slovak Republic 55 45 50 16 12 14 0 2
Slovenia 39 33 36 6 5 5 0 2
Sweden 30 29 29 6 7 6 1 6
Switzetland 38 32 35 6 5 5 1 2
Ukraine 47 27 37 11 5 8 1 3
United Kingdom 29 36 32 7 11 9 0 2
Average (unw.) 38 33 36 8 7 1 2

Denmark 34 28 31 6 8 7 1 6
Spain 26 28 27 6 7 6 - -
USA - - 16 - - 2 - -
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Tobacco Agriculture

The EU has been supporting tobacco cultivation since 1970 through a Com-
mon Market Organization (CMO) with an annual budget of some €1 billion.
The market has been substantially reformed, initially in 1992, then again in
1998 and most recently in 2004. The total value of the tobacco crop in 2000,
which is the total amount paid to the farmers by the processors, was €269
million. The total amount paid to the farmers in premiums was €953 million.
Put simply, a crop worth €269 million cost European taxpayers €953 million
to grow.

The Commission’s response at the time was to strengthen its commitment
to finding a sustainable policy approach for the tobacco regime, based on an
assessment of the economic, social, and environmental aspects of the sector.
Thus, in May 2002, in its Legislative and Work Programme for 2003, the Com-
mission decided to subject its policy reflections on the tobacco sector to an
Extended Impact Assessment (EIA), in accordance with its “sustainable and
inclusive economy priority.” The Commission’s principal conclusion, from the
EIA for the tobacco sector, was that a stepwise decoupling of the existing
tobacco premium, accompanied by a phasing out of the Tobacco Fund and
the setting up, within the second pillar of the CAP, of a financial envelope for
restructuring tobacco-producing areas, would provide the most sustainable
policy for the tobacco sector in the future. This option was found to balance
adequately the need to break the link between supporting individual producer
incomes and the growing of tobacco, while providing funding to reorient the
sector toward other sources of income. The 2005 CAP reform for tobacco
aimed to phase out the subsidy. From 2006 to 2009, a decoupled payment was
provided under the Single Farm Payment Scheme. This has had a great impact
on tobacco growers’ income and employment.
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Table D

Decoupling of Tobacco Production
According to the CAP Reform of Tobacco

Country Decoupling Article 69 Application
Austria 100% None
Belgium 100% None
Germany 40% None
Greece 100% = 2% of the ceiling for the tobacco sector
France 40% None
40% (for the
Italy region of None
Puglia=100%)
Portugal 50% None
Spain 40% = 5% of the ceiling for the tobacco sector
Source: DG AGR
Table E
Tobacco Cugi\ézted Prf)duction Sub.sidies
Year ptoducets (in 1,000 (in 1,000 (1n €
stremmas) tons) millions)
1970 - 983 95 -
1980 - 893 117 -
1990 - 788 136 -
1995 - 652 148 -
1997 64,393 627.5 123 311.42
1998 63,647 620.71 123 331.81
1999 63,161 599.96 124 358.03
2000 60,828 569.20 122 3606.61
2001 58,704 547.69 118 361.46
2002 54,963 527.33 116 360.27
2003 51,312 507.91 111 344.01
2004 49,769 560 112 349.45
2005 47,796 545 108 334.17
2006 n/a 234 37 340
2007 14,701 185 31 340
2008 14,000 160 21 340
2009 n/a 161 n/a 340

Source: Ministry of Agrienlture, Hellenic Statistical Authority & own caleulations
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Multinational Tobacco Industries

Philip Morris International-PMI dominates domestic cigarette manufacturing
with =58% of the industry sales. Karelia Tobacco Co. and SEKAP S.A. share
the remainder (Table F).

Table F
Company Cigarette industry sales share (2008)
PMI Papastratos SA =58%
Karelia Tobacco Co. =31%
SEKAP SA =9%

Source: ICAP SA

The cigarette import market is dominated by ] T International Hellas SA,
Imperial Tobacco Hellas SA, and British American Tobacco (BAT) Hellas SA,
which control 80% of the market. Karelia Tobacco Co. and SEKAP SA share
the rest of the industry sales (Table G).

Table G

Cigarette Import Companies’ Sales

Company Cigarette Industry Sales Share (2008)
J T International Hellas SA =32%
Imperial Tobacco Hellas SA ~26%

British American Tobacco ~22V
(BAT) Hellas SA Tearn

Athanassiou SA ~12%
Source: ICAP SA

Cigarette Prices and Taxation

Tax increases serve as a deterrent for smoking since youths and people from
low socioeconomic status are price-sensitive. Continuous increases in ciga-
rette taxes since 2000 have increased retail prices of cigarettes by more than
€1.20. However, the inflation-adjusted retail MPPC price has declined through
the review period (Figure B).

The structure of the excise tax in vatious tobacco products (cigars and cigaril-
los, fine-cut smoking tobacco, and other tobacco) in EU27 is presented (in

Tables I-K).
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Table H

MPPC Real Price Evolution

Year Retail MPPC price Inflation-adjusted MPPC price

(in €) (in €) (base year=2009)
2000 1.9076 3.0241
2001 2.0543 3.0047
2002 2.3478 3.1852
2003 2.5000 3.2514
2004 2.5000 3.0956
2005 2.7000 3.2827
2006 2.7000 3.0871
2007 2.8000 2.9911
2008 3.0000 3.1632
2009 3.0000 3.0000
2010 3.2000 2.7766
Source: Ministry of Finance, Hellenic Statistical Authority
Figure B
MPPC Real Price Evolution
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Table 1

MPPC Real Price Evolution Excise Duty Table for Cigars
and Cigarillos (As of July 2011)

Specific Excise Ad VAT % Ad Valor- Minimum duty
Valorem em Excise  (Article 3.1 Dir.
Excise + VAT 92/80)
MS 1 2 3 4 5 6

AT n/a 13.00% 16.67% 29.67% 40.00

BE n/a 10.00% 17.36% 27.36% 64.40
BG 270.00 138.05 n/a 16.67% n/a
CY 90.00 n/a 15.00% n/a
CZ 1150.00 47.09 n/a 16.67% n/a

DE 14.00 1.47% 15.97% 17.44% &
DK 198.00 26.54 10.00% 20.00% 30.00%
EE 191.73 n/a 16.67% n/a
EL n/a 34.00% 18.70% 52.70%
ES n/a 15.80% 15.25% 31.05%
FI n/a 25.00% 18.70% 43.70%

FR n/a 27.57% 16.39% 43.96% 89.00
HU n/a n/a 28.50% 20.00% 48.50%
IE 261.066 n/a 17.36% n/a

IT n/a 23.00% 16.67% 39.67% 19.55(%)
LT 80.00 23.17 n/a 17.36% n/a

LU n/a 10.00% 13.04% 23.04% 15.00
LV 26.00 36.63 n/a 18.03% n/a
MT 16.90 n/a 15.25% n/a
NL n/a 5.00% 15.97% 20.97%
PL 244.40 62.08 n/a 18.70% n/a
PT n/a 13% 18.70% 31.70%
RO 273.00 64.00 n/a 19.35% n/a
SE 1120.00 121.50 n/a 20.00% n/a
ST n/a 5.00% 16.67% 21.67%
SK 72.86 n/a 16.97% n/a
UK 193.29 222.79 n/a 16.67% 16.67%

Source: Enropean Commission (Directorate General, Taxation and Customs Union)
This table has been modified to take account of the new provisions contained in Conncil
Directive 2010/ 12/ EU, which went into effect January 1, 2011.

TIRSP = Tax-included retail selling price (retail selling price, all taxes included)
(*) for cigarillos
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Table J
MPPC Real Price Evolution Excise Duty Table for Fine-Cut Smoking

Tobacco (As of July 2011)

Specific Excise Ad VAT% Ad Current WAP per kg Minimum
Valorem Valorem duty (Ar-
Excise Excise + ticle 3.1 Dir.
VAT 92/80)

(as %o of  (as % of  (as % of
NatCurr ~ EUR TIRSP)  TIRSP)  TIRSP) NatCurr EUR EUR/kg

MS 1 2 3 4 5 6 7 8

AT n/a  50.00% 16.67%  66.67% 96.40 47.50
BE 7.9610  31.50%  17.36%  48.86% 81.7937 43.13
BG 130.00 66.47 n/a  16.67% n/a

CY 60.00 n/a  15.00% n/a

CZ 1134.00 54.87 n/a  16.67% n/a

DE 41.65 14.30% 1597%  30.27% 101.33 *
DK 652.50 87.56 n/a  20.00% n/a

EE 55.79 n/a  16.67% n/a

EL n/a  67.00% 18.70%  85.70% 144.77  108.5775
ES 8.00 41.50% 1525%  56.75% 90.11 75.00
FI 10.00  52.00%  18.70%  70.70% 123.17 68.50
FR n/a  5857% 16.39% = 74.96% 170.28 105
HU n/a n/a  52.00% 20.00%  72.00% 13463.00 49.16 28.70
IE 220.301 n/a  17.36% n/a

IT n/a  56.00% 16.67%  72.67% 79.35
LT 139.00 40.26 n/a  17.36% n/a

LU 5.60 31.50% 13.04%  44.54% 60.26 24.82
LV 34.00 47.90 n/a  18.03% n/a

MT 75.40 n/a  15.25% n/a

NL 50.45 13.00%  15.97%  28.97% 116.12 65.54
PL 102.32 2599  31.41% 1870%  50.11% 291.06 73.93

PT n/a 60%  18.70%  78.70% 85.74

RO 345.50 81.00 n/a  19.35% n/a

SE 1560.00  169.23 n/a  20.00% n/a

SI 40.00 n/a  16.67% n/a

SK 66.96 n/a  16.97% n/a

UK 151.90 175.08 n/a  16.67%  16.67%

Source: European Commission (Directorate General, Taxation and Customs Union)
This table has been modified to take account of the new provisions contained in Council
Directive 2010/ 12/ EU, which went into effect January 1, 2071.

TIRSP = Tax-included retail selling price (retail selling price, @l taxes included)

WAP = Weighted average price
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Table K

Excise Duty Table for Other Smoking Tobaccos

Specific Excise Ad VAT % Ad Valor- Minimum duty
Valorem em Excise (Article 3.1 of
Excise + VAT Dir. 92/80)
IR S (;;gglg)f (;lfljg}s)f ﬁlfgg EUR/kg
MS 1 2 3 4 5 6

AT n/a 34.00% 16.67% 50.67% 64.40
BE 7.9610 31.50% 17.36% 48.86% 43.13
BG 130.00 66.47 n/a 16.67% n/a
CY 60.00 n/a 15.00% n/a
CZ 1340.00 54.87 n/a 16.67% n/a &
DE 15.66 13.13% 15.97% 29.10% 22.00
DK 602.50 80.85 n/a 20.00% n/a
EE 55.79 n/a 16.67% n/a
EL n/a 67.00% 18.70% 85.70% 122.8875
ES n/a 28.40% 15.25% 43.65%
FI 8.50 48.00% 18.70% 66.70% 89.00
FR n/a 52.42% 16.39% 68.81% 60.00
HU n/a n/a 32.50% 20.00% 52.50% 28.70
1E 181.117 n/a 17.36% n/a 19.55(*)
IT n/a 24.78% 16.67% 41.45%
LT 139.00 40.26 n/a 17.36% n/a 15.00
LU 5.60 31.50% 13.04% 44.54% 24.82
LV 34.00 47.90 n/a 18.03% n/a
MT 75.40 n/a 15.25% n/a
NL 50.45 13.00% 15.97% 28.97% 65.54
PL 102.32 25.99 31.41% 18.70% 50.11%
PT n/a 45% 18.70% 63.70%
RO 345.50 81.00 n/a 19.35% n/a
SE 1560.00 169.23 n/a 20.00% n/a
ST 25.00 n/a 16.67% n/a
SK 66.96 n/a 16.97% n/a
UK 84.98 97.95 n/a 16.67% 16.67%

Source: European Commission (Directorate General, 1axation and Customs Union)
This table has been modified to take acconnt of the new provisions contained in Council
Directive 2010/ 12/ EU, which went into effect January 1, 2071.

TIRSP = Tax-included retail selling price (retail selling price, @l taxes included)
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Tobacco Products Releases and Tax Revenues

ces keep rising, Greek smok-

igarette pri

Although tobacco-specific taxes and ¢

RYO

ers were not greatly deterred, at least till 2007. Shifting from cigarettes to
tobacco looks like an easy and economical way to continue smoking (Table L).
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Table N

Tax from Cigarette Releases 19982010 (In millions €)

Yewr Vil Excewax VAT
(in millions €) (in millions €) (in millions €)
1998 2,483 1,426 353
1999 2,827 1,636 397
2000 3,010 1,727 406
2001 3,399 1,952 553
2002 3,569 2,037 486
2003 3,759 2,156 515
2004 3,810 2,185 535
2005 3,804 2,223 563
2006 3,920 2,314 593
2007 4,317 2,538 619
2008 3,857 2,260 574
2009 4,551 2,666 691
2010 3,758 2,465 636
Source: Ministry of Finance, Hellenic Statistical Authority
Table O
Year Value Excise tax VAT
(in millions €) (in millions €) (in millions €)
1998 n/a 5 2
1999 25 7 4
2000 37 10 6
2001 38 10 6
2002 42 10 6
2003 39 10 6
2004 45 11 7
2005 49 12 7
2006 50 13 8
2007 53 14 9
2008 56 14 9
2009 56 14 9
2010 54 17 10

Source: Ministry of Finance, Hellenic Statistical Authority
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Table P

Tax from Fine-Cut Smoking Tobacco 1998-2010 (In millions €)

Year Value Excise tax VAT
(in millions €) (in millions €) (in millions €)
1998 15 9 2
1999 43 26 7
2000 50 29 8
2001 97 41 11
2002 86 5il 13
2003 n/a n/a n/a
2004 n/a n/a n/a
2005 n/a n/a n/a
2006 148 86 23
2007 163 95 26
2008 170 100 27
2009 202 118 32
2010 317 213 57

Source: Ministry of Finance, Hellenic Statistical Authority

Table Q
Tax Revenue from Other Smoking Tobaccos 1998—2010 (in millions €)
Year Value Excise tax VAT
(in millions €) (in millions €) (in millions €)

1998 19 11 3

1999 48 29 8

2000 55 32 9

2001 102 60 12

2002 92 55 14

2003 101 61 15

2004 117 67 17

2005 127 75 20

2006 153 89 24

2007 167 97 27

2008 176 103 28

2009 207 122 33

2010 323 217 58

Source: Ministry of Finance, Hellenic Statistical Authority

Increases in taxes on and prices of tobacco products are by far the best buys
in tobacco control because they can significantly reduce tobacco use through
lower initiation and increased cessation, especially among young people and
the poor. Increases in tobacco excise taxes increase prices and reduce the
prevalence of adult tobacco use. The effectiveness of tax and price policies in
tobacco control has been recently documented in detail.
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Cigarette Pack (MPPC) Breakdown: Retail Value RSP - € - Current Prices
Table R

Cigarette Pack (MPPC) Breakdown: Retail Value RSP 1992-2011 (in €)

%
% Share of  Tobacco % : %
Year MPPC :Total 13X total tax industry e Share of Retailer Share of
(inc. VAT) . tobacco  revenue revenue :
(inc. VAT)  revenue wholesaler retailer

industry
1992 0.5869 0.424  72.25% 0.098  16.76% 0.015 2.58% 0.049 8.41%
1993 0.7337 0.530  72.25% 0.123  16.76% 0.019 2.58% 0.062 8.41%
1994 1.1739 0854  72.75% 0.193  16.46% 0.030 2.59% 0.096 8.20%
1995 1.4087 1.025  72.75% 0.232  16.46% 0.036 2.59% 0.116 8.20%
1996 1.4674 1.067  72.75% 0242 16.46% 0.038 2.59% 0.120 8.20%
1997 1.6141 1174 72.75% 0.266  16.46% 0.042 2.59% 0.132 8.20%
1998 1.7608 1.281  72.75% 0.290  16.46% 0.046 2.59% 0.144 8.20%
1999 1.9076 1.388  72.75% 0.314  16.46% 0.049 2.59% 0.157 8.20%
2000 1.9076 1.388  72.75% 0.314  16.46% 0.049 2.59% 0.157 8.20%
2001 2.0543 1.494  72.75% 0.338  16.46% 0.053 2.59% 0.169 8.20%

2002 23477 1708 72.75% 039 16.46% 006  2.59% 019 820%
2003 250 1826 73.04% 041 16.28% 006  2.59% 020  8.09%
2004 250 1826 73.04% 041 16.28% 006  2.59% 020  8.09%
2}’;’3' 270 1964 72.75% 044 16.46% 0.07  2.59% 022 820%
Zggf' 270 1.984 73.47% 043 16.02% 007 2.60% 021 7.91%
2006 270 1984  T3.47% 043 16.02% 007 2.60% 021 791%
2007 280 2053 73.34% 045  16.10% 0.07  259% 022 7.96%
2008 300 2204 73.47% 048 16.02% 0.08  2.60% 024 7.91%
2009 300 2211 7371% 048 15.88% 0.08  2.60% 023 7.81%
ZJO;I?' 320 2527 78.97% 041 1270% 0.09  2.66% 018  5.67%
2000- 320 2635 8235% 034  10.66% 009  2.70% 014 429%
%&1@{; 320 2742 85.70% 028  8.64% 009  2.74% 009  2.93%
2011 320 2670 83.43% 032 10.01% 009  2.71% 012 3.85%

Source: Ministry of Finance, Hellenic Statistical Authority & own calenlations (fignres
may not sum up to 100% due to rounding)

In an attempt to react to the increased taxation of tobacco products, many
manufacturers also include a cheaper brand in their portfolio to meet the
needs of Greek consumers or absorb a proportion of the tax.
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Tobacco Taxes’ Contribution to the Greek Economy

Table S

Tobacco Tax Revenues Contribution to Total & Indirect Tax

Revenues 2001-2010 (in millions €)

Tobacco tax

revenues % (;on.tribution % Contribution
Year (inc. VAT) to indirect tax to total tax
(in millions €) revenues revenues
2001 2.505 12.83% 7.55%
2002 2.523 12.45% 7.30%
2003 2.672 12.85% 7.61%
2004 2.722 12.61% 7.30%
2005 2.788 12.25% 6.92%
2006 2.908 11.35% 6.65%
2007 3.191 11.36% 6.72%
2008 2.835 9.97% 5.82%
2009 3.358 13.09% 7.21%
2010 3.102 9.99%* 5.509%0*

Source: Ministry of Finance, Hellenic Statistical Authority, Enrostsat & own calcnlations

* estimations
The RSP of the MPPC should be almost €4.40 euros and the per MPPC total

tax €3.694, so as the total tax revenues in 2010 reach the percentage revenue
level of 2003.
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Cigarette Pack (MPPC) Breakdown - Retail Value RSP - € - Current Prices
Table T

Cigarette Pack (MPPC) Breakdown: Retail Value RSP 19922011 (in €)

%
% Share of ~ Tobacco % ; %
Year MPPC (I:::ta{,::% total tax  industry ?2;;2:: eréoleensaler Share of :{eet::lleé Share of
' (inc. VAT)  revenue Ve wholesaler venu retailer

industry
1992 0.5869 0.424  72.25% 0.098  16.76% 0.015  2.58% 0.049 8.41%
1993 0.7337 0.530  72.25% 0.123  16.76% 0.019  2.58% 0.062  8.41%
1994 1.1739 0.854  72.75% 0.193  16.46% 0.030  2.59% 0.096 8.20%
1995 1.4087 1.025  72.75% 0.232 16.46% 0.036  2.59% 0.116 8.20%
1996 1.4674 1.067  72.75% 0.242  16.46% 0.038  2.59% 0.120  8.20%
1997 1.6141 1174 72.75% 0.266  16.46% 0.042  2.59% 0.132  8.20%
1998 1.7608 1.281  72.75% 0.290  16.46% 0.046  2.59% 0.144  8.20%
1999 1.9076 1.388  72.75% 0.314  16.46% 0.049  2.59% 0.157 8.20%
2000 1.9076 1.388  72.75% 0.314  16.46% 0.049  2.59% 0.157 8.20%
2001 2.0543 1.494  72.75% 0.338  16.46% 0.053  2.59% 0.169 8.20%

2002 23477 1708 72.75% 039 16.46% 006  2.59% 019 820%
2003 250 1826 73.04% 041 16.28% 006  2.59% 020  8.09%
2004 250 1826 73.04% 041 16.28% 006  2.59% 020  8.09%
2}’;’3' 270 1964 72.75% 0.44  16.46% 007  2.59% 022 820%
Zggi' 270 1984 73.47% 043 16.02% 007 2.60% 021 7.91%
2006 270 1984 T3.47% 043 16.02% 007 2.60% 021 7.91%
2007 280 2053 73.34% 045  16.10% 0.07  259% 022 7.96%
2008 300 2204 73.47% 048  16.02% 0.08  2.60% 024 7.91%
2009 300 2211 7371% 048  15.88% 0.08  2.60% 023 7.81%
Zj"gg' 320 2527 78.97% 041 12.70% 009  2.66% 018  5.67%
2010- 320 2635 82.35% 034 10.66% 009  2.70% 014 429%
i?llaoy' 320 2742 85.70% 028  8.64% 009  2.74% 009  2.93%
2011 320 2670 83.43% 032 10.01% 009  271% 012 3.85%

Source: Ministry of Finance, Hellenic Statistical Authority & own calenlations
(Fignres may not sum up to 100% due to rounding)
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958

agas

Source: Ministry of Finance, Hellenic Statistical Authority & own calculations

We can notice a sharp decline in the consumption of cigarettes in the years

1981,

1992-1993, and from 2007 onward. These can be exlained by the fol-

lowing measures:

The ministerial decree on the prohibition of smoking in public
hospitals and private clinics (effective May 28, 1979)

1980: Adoption of the Common European Policy for tobacco
(Directive 1075/78)

The ministerial decree on the prohibition of smoking in closed
public areas (effective May 25, 1980)

1989: Obligatory health warnings on cigarette packs and labels with
the amount of tar, nicotine, and carbon monoxide

The decree on rules and requirements for tobacco products
advertising (effective May 29, 1989) restricts tobacco advertising
during films targeting children

January 1, 1989—January 1, 1993: Significant RSP increase (MPPC
= +150%)

1992: Revision of the Common European Policy for tobacco
(Ditective 2075/92)

The ministerial decision banning smoking in healthcare facilities
(effective October 22, 1993)

Recent declines could be attributed to repeating tax increase, clean
air policy, and the HEART Project

In an attempt to react to the increased taxation of tobacco products, many
manufacturers also include a cheaper brand in their portfolio to meet the
needs of Greek consumers or absorb a proportion of the tax.
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Household Cigarette Consumption per Income Class at Current Prices

Table U

Av. Monthly Household Tobacco Products Purchases per Income
Class 2004 & 2008 (In € & as % of Total Purchases)

Household Monthly Income

Year Hou;:l:m]ds <o TIF1100  1101-  1451-  1801-  2201-  2801-  Over
€ 1450€ 1800€ 2200€ 2800€ 3500€  3501€

2004 5913 19.33 3098  47.81 5794 6875  79.15 8216  90.09
330% 291% 339% 3.89%  3.83% 3.82% 365% 320%  251%

2008 54.65 2198 2565 3938 4228 6356  58.89  69.50  72.96

2.58%  3.16%  2.82% = 3.13%  291%  3.59%  2.85%  2.67%  1.96%

2008/2004
percentage -7.58% 13.71% -17.20% -17.63% -27.03%  -7.55% -25.60% -15.41% -19.01%
change

Source: National Housebold Surveys, Hellenic Statistical Authority & own calenlations

Per Capita Cigarette Consumption per Income Class at Current Prices

Table V

Av. Monthly per Capita Tobacco Products Purchases — Per Income
Class 2004 &2008 (In € & as% of Total Purchases)

Per Capita Household Monthly Income
Year inall <pspe 7511100 101-  1451-  1801- 2201~ 2801~  Over
households € 1450€ 1800€ 2200€ 2800€ 3500€ 3501€
2004 21.659 12.887 16.220 19.356  21.301 22.765 24.058 23.209  25.521
121% 1.94% 1.77% 1.58% 1.41% 126% 111%  090%  0.71%
2008 20.468 17.444 16234 18.842 17.117 23.197 19.895 21.994  21.714

097%  251%  1.79%  1.50%  1.18%  1.31%  0.96%  0.85%  0.58%

2008/2004
percentage  -5.82% 26.13% = 0.09% -2.73% -24.44%  1.86% -20.92% -5.53% -17.53%
change

Source: National Housebold Surveys, Hellenic Statistical Authority & own calenlations

The economic burden from smoking is not equally distributed. The most
sensitive and vulnerable to price increases are low-income households, which
tend to spend a higher percentage of their income for purchasing cigarettes,
as we can see from the Tables U and V above.
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Annual Household Cigarette Consumption — in € — Current Prices

Table W
Annual Household Expenses for Cigarettes
1997-2010 (In €)

Year Annual household expenses (in €)
1997 998
1998 1.001
1999 1.016
2000 994
2001 1.055
2002 1.082
2003 1.096
2004 1.104
2005 1.138
2006 1.180
2007 1.154
2008 1.176
2009 1.159
2010 998

Source: Enromonitor International

Table X
Tobacco Cultivation Data 1997-2009
. . Estimation

Year S(Eizle go‘gg?:;t;ss E(\;idle(()lot)azes of illicit trade

WU P ) ’ ) penetration%
2004 310,962 31,736 5.2
2005 258,444 23,895 5.2
2006 222,805 27,064 5.0
2007 148,637 18,831 4.8
2008 216,445 29,447 4.8
2009 242962 36,885 5.0
2010 543,951 88,413 6.0

Source: Ministry of Finance-Financial and Economic Crime Unit (S,D,0,E) & own
estimates
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Table Y

Advertisement Expenses for Tobacco Products 2005-2009 (in €)

Media 2005 2006 2007 2008 2009
TV 0 0 0 0 0
Magazines 15,395,671 57,154 5,325 19,899 16,273
Press 4,023,248 10,433 71,329 15,876 0
Radio 0 0 0 0 0

Total 19,418,919 67,587 76,654 35,775 16,273
Source: Media Services S A

Proven Health Effects of Tobacco

Evidence that secondhand smoke causes

Adults

Lung cancer

Coronary heart disease

Onset of symptoms of heart disease
Asthma attacks in those already affected
Worsening of symptoms of bronchitis
Stroke

Reduced fetal growth (low-birth-weight baby)
Premature birth

Children

Cot death (Sudden Infant Death Syndrome)
Middle-ear disease (ear infections)
Respiratory infections

Development of asthma in those previously unaffected
Asthma attacks in those already affected

Other proven health effects of secondhand smoke
Shortness of breath

Nausea

Airway irritation

Headache

Coughing

Eye irritation
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Hellas Tobacco Survey

The study was conducted in October 2010 among 694 participants ranging
in age from 18 to 89 with a median age of 45. Of the participants, 323 were

female and 371 male. More than two-thirds (505) were urban dwellers and 189
were rural residents.

More than half of the participants (57.49%) supported fines for violation of
smoke-free laws and 321 (46.25%) supported an increase in taxation on tobac-
co products. Support of both policies was comparable in both rural and urban
areas; 00.57% of rural and 60.29% of urban dwellers supported fines for
violation of secondhand smoke policies. About 64% of the participants said
they were exposed to high levels of secondhand smoke at bars and more than
a third (35.85%) reported smoking a cigarette indoors at a bar during their last
visit. More than a third (39%) of the participants were current smokers. Close
to one-fifth (17.81%) of the participants were dissatisfied with the current
policies about smoking at their workplaces and 12.96% indicated preference
for a stronger workplace smoking policy, whereas 74.08% preferred either
a weaker policy or no change in policy. Regarding enforcement of smoking
policies at workplaces, 59.51% indicated that existing policies were completely
enforced while 9.31% said they were partially enforced and 31.17% thought
they were not enforced at all or there were no policies.

The main outcomes of interest were two self-reported measures of support
for tobacco control legislation: support of fines for violations of smoke-free
laws and support of increased tax on tobacco products. Potential predict-
ing variables explored included gender, residence (rural vs. urban), socioeco-
nomic status, educational status, smoking status, age, nicotine dependence (in
smokers) assessed by the Fagerstrém Nicotine Dependence Scale (FNDS),
intention to quit, individual perception of the harm from secondhand smoke
exposure, attitude toward smoke-free policy, perception of the efficacy of the
enforcement of current smoking regulation, presence of smoking regulation
at home, and family members’/co-workers’ smoking status (proxies for the
social acceptability of smoking).

Predictors of support for tax increase on tobacco products included FNDS
scores, perception of the efficacy of the enforcement of current smoking
regulation, perception of harm arising from secondhand smoke exposure,
and age. Support for tax increase on tobacco products was strongly associated
with FNDS scores (P=0.025). In the same vein, FNDS scores (p=0.049) and
attitude toward smoke-free policies (P=0.0001) were significant predictors of
support of fines for violation of smoke-free laws.

156



Characteristics of Study Participants

Socio-demographic
Gender

Male

Female

Residence

Rural

Urban

Age

<30 years

>3() years
Education

<12 years of formal education
>12 yeats of formal education
SES

A/B

C1/C2

D/E

Marital Status
Matried

Single
Divorced/widowed
Parity

Nulliparous

At least one child

Smoking Exposure

Smoking status

Ever smokers’

Current smokers

Current Nonsmokers

Never smokers’

Intention to quit

Yes

No

Nicotine Dependence (Fagerstrom Dependence Scale)
Moderate (<5)

Significant (=5)

Smoking status of family members

At least one family member smokes

None smokes

Smoking status of workmates

At least one workmates smokes

None smokes

Presence of smoking regulation at home
Presence of some regulation at home for smoking
None

Perception of harm from SHS

Harmful

Not harmful

Smoking Policy Perception

Attitude toward smoke-free policy

Favorable

Unfavorable

Perception of the efficacy of current smoking laws
Poortly enforced

Well-enforced

Support of
increased tax
on tobacco
products

% (n)

46.39% (167)
49.84% (154)

46.93% (34)
48.37% (237)

37.50% (54)
50.86% (267)

42.47% (79)
50.10% (241)

59.18% (29)
44.91% (172)
50.63% (120)

51.22% (210)
42.56% (83)
42.86% (27)

41.60% (99)
51.51% (222)

31.92% (128)
20.44% (56)
67.09% (265)
72.01% (193)

26.72% (31)
15.85% (25)

27.87% (34)
14.38% (22)

34.0% (68)
53.94% (253)

27.14% (19)
48.24% (82)

54.24% (211)
39.07% (109)

53.92% (296)
15.84% (16)

41.44% (75)
66.57% (20)

41.81% (176)
58.47% (145)

P-value

0.373

0.741

0.005

0.077

0.309

0.047

<0.001

<0.001
<0.001
<0.001
<0.001
0.027

0.006

<0.001

0.003

<0.001

<0.001

0.010

<0.001

Support of
ﬁ?lgs for
violations of
smoke-free
policies
%(n)

58.89% (208)
62.42% (191)

60.57% (106)
60.29% (293)

55.17% (80)
61.82% (319)

62.37% (116)
59.41% (281)

71.43% (35)
58.45% (218)
61.09% (146)

62.53% (252)
57.22% (111)
55.56% (35)

57.02% (134)
62.21% (265)

60.36% (175)
33.71% (89)
78.09% (310)
82.96% (224)

44.55% (49)
25.97% (40)

44.54% (53)
24.66% (36)

47.24% (94)
66.02% (305)

44.12% (30)
65.27% (109)

67.44% (261)
50.18% (137)

66.79% (364)
25.51% (25)

55.06% (98)
83.87% (26)

57.89% (242)
64.61% (157)

P-value

0.320

0.950

0.148

0.077

0.770

0.213

0.190

<0.001
<0.001
<0.001
<0.001
0.002

0.006

<0.001

0.003

<0.001

<0.001

<0.001

0.089

157






100y e

For more information or to contact us, please consult:

www.smokefreegreece.org

info@smokefreegreece.org
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