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ABSTRACT
Adoption of smoke- free measures has been one of the 
central elements of tobacco control activity over the past 
30 years. The past decade has seen an increasing number 
of countries and proportion of the global population 
covered by smoke- free policies to some extent. Despite 
reductions in global smoking prevalence, population 
growth means that the number of non- smokers exposed 
to the harms caused by secondhand smoke remains 
high. Smoke- free policy measures have been shown to 
be useful in protecting non- smokers from secondhand 
smoke, and can additionally increase cessation and 
reduce smoking initiation. Policies tend to be aimed 
primarily at enclosed public or workplace settings with 
very few countries attempting to control exposure in 
private or semiprivate spaces such as homes and cars, 
and, as a result, children may be benefiting less from 
smoke- free measures than adults. Compliance with 
legislation also varies by country and there is a need for 
education and empowerment together with guidance 
and changing social norms to help deliver the full 
benefits that smoke- free spaces can bring. Restrictions 
and policies on use of electronic cigarettes (e- cigarettes) 
in smoke- free settings require more research to 
determine the benefits and implications of bystanders’ 
exposure to secondhand e- cigarette aerosol, dual use 
and smoking cessation.

INTRODUCTION
An important part of the 30- year history of this 
journal centres on publishing research dedicated 
to understanding how best to protect non- smokers 
from the harms posed by breathing secondhand 
tobacco smoke (SHS) or environmental tobacco 
smoke, as it was commonly referred to during 
1990s and early 2000s. A quick search of the journal 
website for the term ‘smoke- free’ returns over 1700 
articles with 145 of these using the phrase in the 
title. The research has been important, varied and 
cross- disciplinary: from examining the impacts 
of smoke- free policies on mortality1 and hospital 
admissions,2 through to the macro- economics of 
cities3 and levels of betting at individual venues.4 
Work has also covered a wide range of settings 
from hospitals5 and homes,6 to airports,7 pagodas,8 
parks and beaches.9 The journal has built on epide-
miological work that has identified links between 
inhaling SHS and increased risk of disease10 and 
developmental problems in children including low 
birth weight,11 reduced lung function12 and exac-
erbation of asthma.13 These findings have led to 
or supported important developments in delivery, 
policy and practice; helped define or evaluate a 

specific section (Article 8) of the WHO Framework 
Convention on Tobacco Control (FCTC) in 200314; 
and the consequent MPOWER policy strategy 
approach published in 2009.15

In tandem with the increasing recognition of 
the need to better understand the health effects of 
SHS, there have also been significant advances in 
scientific methods of measuring and quantifying 
exposure to SHS. Simple metrics or proxies of 
exposure such as living with a smoker or working 
in a smoking- permitted workplace have progressed 
to methods involving real- time measurements of 
tobacco- generated concentrations of fine particu-
late matter (PM2.5),

16 nicotine in air17 or biomarkers 
of nicotine intake18 including salivary cotinine. 
Interest in more refined and lower cost exposure 
assessment techniques has increased as part of eval-
uations of policies to reduce SHS, with the tobacco 
control community embracing methods from both 
air pollution science19 and industrial hygiene disci-
plines where expertise in aerosol measurement has 
an even longer history.20

The use of electronic cigarettes (e- cigarettes) 
has also become increasingly common as smokers 
look for ways to stop smoking and/or to consume 
nicotine in settings where smoking is no longer 
permitted. Public health experts continue to 
debate the effects of secondhand e- cigarette aero-
sols (SHAs) on bystanders, the need to control 
e- cigarette use and whether policy restrictions to 
limit exposure to SHA are required.21 22 Measure-
ment of SHA is complex and the methods used to 
quantify bystander exposure are currently poorly 
developed.23 Policies on e- cigarette use are much 
more fragmented reflecting the tobacco control 
community’s mixed views on the benefits of using 
e- cigarettes to tackle the tobacco epidemic versus 
the potential harms of a new generation of nicotine 
users, dual use and the impact of SHA exposure.24 25

Reductions in global smoking prevalence figures26 
and smoke- free policies becoming more commonly 
adopted have meant that the age- standardised risk 
of being exposed to SHS has reduced by about 20% 
between 1990 and 2016.27 However, most recent 
figures indicate that about 19% of men and 33% of 
women worldwide continue to be exposed to SHS.27 
Taking into account global population growth and 
increasing proportion of smokers in low/middle- 
income countries (LMICs) (which now account for 
80% of smokers), there are now about 150 million 
more people who smoke than there were in 1990: 
an estimated 1.14 billion smokers on the planet in 
2019.26 It is thus likely that more people than ever 
are impacted by exposure to SHS with an estimated 
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800 000 premature deaths per year as a result of non- smokers’ 
exposure to SHS.28 Estimates suggest the number of non- 
smokers exposed to SHS is between 1.5 and 1.9 billion—with 
evidence suggesting that 508 million children under 15 years 
were exposed to SHS at home across just 21 countries studied in 
2015.29 This is despite the fact that 180 countries are parties to 
the WHO FCTC, with moderate or complete smoke- free poli-
cies in accordance with Article 8 of the WHO FCTC now imple-
mented in 96 countries.

There is also strong evidence that protection from SHS is 
unequal by income, gender, age and country, and contributes 
significantly to global health inequality.30 Those living in affluent 
areas of high- income countries are much less likely to experience 
exposure to SHS than poorer populations in LMICs. Women are 
much more likely to live with a smoker compared with men28: 
this is particularly true across many LMICs where gender differ-
ences in smoking prevalence are significant. Even in high- income 
countries, there is evidence (presented later in this paper) that 
non- smoking adults are better protected from SHS than children.

This commentary builds on an extended review published in 
2011,31 considers changes in the past decade and reflects on the 
current state of smoke- free policies globally, before examining 
how smoke- free policies are developing with reference to e- cig-
arettes and vaping, and how we can expect the policy landscape 
to change as we progress towards the tobacco endgame.

Smoke-free policies globally
Hyland and colleagues provide a detailed review of the devel-
opment of smoke- free policies in their 2011 review.31 Smoking 
restrictions began to be introduced in a piece- meal fashion 
in high- income countries during the 1970s and 1980s, with 
‘no- smoking’ areas of restaurants or ‘no smoking’ seats in partic-
ular sections of public transport. While many of these measures 
may have provided non- smokers with the option of not sitting 
directly next to someone who was smoking, they did little or 
nothing to reduce exposure to SHS and could certainly not 
be classified as ‘smoke- free’ policies. The US Surgeon General 
reports and increasing evidence of harm from SHS built 
momentum through the late 1980s to early 2000s32 33 with Cali-
fornia implementing smoke- free bars and restaurants in 1998.34 
Ireland is credited with implementing the first comprehensive 
national smoke- free measures protecting non- smokers from SHS 
in enclosed public spaces in 2004. This bold measure included 
prohibiting smoking in pubs and bars, and was influential in 
setting the direction of travel for many other European countries 
to follow suit. Smoke- free policies and restrictions in many states 
in the USA, Australia and New Zealand are broadly similar and 
protect many people at work, on public transport and in leisure 
settings including bars, restaurants and nightclubs.

Smoke- free laws have been shown to have immediate and 
sustained positive health benefits in many of the jurisdictions 
where they have been applied: for example, a pooled analysis 
from 31 global studies suggests about a 12% reduction in cardio-
vascular events immediately following smoke- free legislation.35 
Analysis extending to 10 years post- legislation in Scotland 
suggests these effects are sustained for at least some parts of the 
population.36

The approval and adoption of the WHO FCTC has led to 
a significant shift in the consensus about how to protect non- 
smokers from SHS over the past 15 years. Prior to adoption, 
there tended to be debate about how voluntary measures 
could be a sufficient framework for protection. However, 
once the guidelines to Article 8 of the WHO FCTC outlining 

governmental duty and responsibility to provide protection 
were approved in 2007, the concept of relying on voluntary 
restrictions for workplace and public places became mute in 
policy discussions in most countries. This was a turning point 
in the adoption of smoke- free policies and now an estimated 
1.8 billion people live in countries where comprehensive smoke- 
free policies are enshrined in law.37 The type of settings covered, 
exemptions and the level of compliance and/or enforcement vary 
considerably by country. The most recent WHO Report on the 
Global Tobacco Epidemic (2021)37 indicates that 67 countries 
are classified as having ‘complete’ smoke- free policies (defined 
as all public places completely smoke- free–or at least 90% of 
the population covered by complete subnational legislation), 29 
with moderate restrictions covering 6–7 types of public places, 
43 with minimal policies in a small number of settings, and some 
56 countries with either weak or no smoke- free policies or not 
reporting any data. The proportions of countries in each classi-
fication are broadly similar across high- income, middle- income 
and low- income nation categories: a significant change in the 
past decade with LMICs catching up with high- income coun-
tries in being equally likely to have laws to protect their popu-
lations from SHS. Research has examined country- level factors 
that influence implementation of tobacco control policies, with 
results suggesting that strong and transparent governance is key 
to ensuring that effective tobacco control policies are imple-
mented.38 A recent ecological study assessed the association 
between country- level socioeconomic status and the implemen-
tation level of tobacco control policies in 31 European countries 
and found no association between socioeconomic status factors 
and the level of implementation of tobacco control policies indi-
cating that, despite socioeconomic differences at country level, 
tobacco control policies can be successfully implemented, at 
least among high and upper middle- income countries.39

While it is an incredible achievement that comprehensive 
protection from SHS has increased from just 10 countries with 
a population of 0.2 billion in 2007 to cover 1.8 billion people or 
23% of the global population in 2020,37 the fact that over three 
in four people on the planet are likely to be exposed to SHS at 
some stage in their daily working, travel or leisure activity clearly 
presents the tobacco control community with a significant and 
continuing challenge.

However, figures on workplace and enclosed public space 
smoke- free legislation and policies tell only part of the story in 
relation to SHS exposure. Three other important factors should 
be considered: compliance with legislation; exposure in outdoor 
spaces and exposure in private settings (homes and cars).

Compliance varies markedly, the 2019 WHO report provides 
details of local assessors rating overall compliance across various 
types of public spaces (on a score of 0–10) and indicated only 24 
countries (eg, UK, Uruguay, Norway, Canada and New Zealand) 
achieved high levels of compliance at 9–10 on the scale. In 
contrast, low levels of compliance (rating 0–3) was identified in 
32 countries.40 These included Vietnam, Pakistan, Egypt, Bolivia 
and Chad. These data call into question the idea that smoke- 
free laws tend to be self- enforcing in countries with smoke- 
free laws of similar strength: such a notion may have arisen 
from early adoption in high- income countries with decreasing 
smoking prevalence and a long history in tobacco control. This 
evidence indicates that comprehensive smoke- free laws may face 
enforcement challenges resulting in suboptimal compliance in 
particular venues of some countries. Increasing use of e- ciga-
rettes and heated tobacco products (HTPs) may also undermine 
compliance even after the establishment of robust legislation 
as reported in a study in Guatemala.41 Understanding how to 
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improve compliance in these settings represents a research chal-
lenge for the tobacco control community.

While there is some evidence that the existence of laws and 
regulations does not always transfer across to behaviour change 
and actual protection from SHS,38 there are also studies using 
the Tobacco Control Scale (which includes smoke- free measures) 
that demonstrate links to voluntary home smoking bans42 and 
cessation.43 Suboptimal compliance in countries that have 
enacted national smoke- free measures is a concern: simply 
passing legislation is not enough.44 Governments need to estab-
lish coordinated education and enforcement systems with well- 
defined and simple regulations to facilitate compliance.

Outdoor settings such as parks and beaches, and semienclosed 
outdoor settings like bar terraces are another part of under-
standing population exposure to SHS.45 The 2011 review by 
Hyland and colleagues31 observed an expansion of smoke- free 
policies to cover outdoor eating and drinking areas of bars or 
restaurants and entryways to buildings. This tendency is now 
consolidated and the  tobaccocontrollaws. org database reports 
that smoke- free legislation for some outdoor workplaces and 
public places is in place in 86 countries.46 The precise definition 
of these open or semiopen spaces has become a key enforcement 
issue of smoke- free laws in these places because of the difficul-
ties in interpreting and implementing the law around smoking 
in such outdoor areas.47 Nicotine and PM2.5 concentrations in 
these settings48 are usually significantly lower than in indoor 
settings due to air movement and dilution, and there are poten-
tially major differences globally: walking past a smoker on a 
windswept Scottish beach may lead to considerably lower expo-
sure when compared with sitting next to a group of smokers on 
a terrace outside on a still, warm evening in a Mediterranean 
country.

As exposure to SHS in public spaces has declined, emphasis 
or attention has shifted towards private spaces where smoking 
still occurs, such as homes and cars. The use of policy levers to 
reduce smoking in these environments has become a central goal 
of public policy in the past decade.

Improvements for many but are we leaving particular groups 
behind?
While the WHO FCTC Article 8 focuses on protecting non- 
smokers from SHS at work and in public spaces, it does not call 
for restrictions in the private setting of the home or the highly 
regulated semiprivate environment found inside cars. It is in 
these spaces that family members, particularly children, are most 
commonly exposed to SHS generated by the smokers they live 
with.49 The small volume and poor ventilation rates in such envi-
ronments can lead to concentrations of SHS that can be many 
times higher50 than have been measured in bars or workplaces. 
Some countries have moved to implement smoke- free cars, 
particularly those carrying children, but no country has proposed 
comprehensive measures to restrict smoking in the home beyond 
some measures around multi- unit, government- funded housing 
in the USA51 or restrictions on balcony smoking applied by some 
housing associations and landlords. As a result, children, who 
spend a greater proportion of their day at home compared with 
a working adult, are likely to have been left behind in terms of 
the protection offered by WHO FCTC Article 8 and MPOWER.

Figure 1 provides a previously unpublished comparison of the 
proportion of non- smoking adults and children in the UK who 
show detectable salivary cotinine (a marker of SHS exposure) 
between 1998 and 2016. While adults have benefited most by 
becoming nearly seven times less likely to be exposed to SHS 

with 19% having detectable cotinine by 2016, the protection 
afforded to children by smoke- free laws in the UK has seen a 
smaller improvement, and by 2018 there are still nearly one- 
third of children with detectable levels of salivary cotinine indi-
cating SHS exposure. On a global scale, it is important to note 
that large numbers of children continue to be exposed to SHS 
with estimates of 430 million children exposed to SHS across 
China, India, Bangladesh, Indonesia and the Philippines29 where 
male smoking prevalence is high and smoke- free homes are 
uncommon.

Private and semiprivate spaces
The past decade has seen moves to legislate to restrict smoking in 
private cars. A small number of countries and subnational states 
or regions have introduced mandatory restrictions including in 
Scotland, England, Italy, France and New Zealand, with varying 
regulations by different states in parts of the USA, Australia and 
Canada. These measures have been based on data showing air 
quality can deteriorate markedly when smoking takes place 
during a car journey with peaks in concentrations of PM2.5 
reaching values that are often worse than those found in work 
spaces when smoking was permitted.52 The smoke- free focus in 
cars is on protecting children (and in Italy, pregnant women) 
from SHS, with the defined upper age of the child varying by 
country from 12 to 18 years. Recent analysis from England, 
Scotland and Wales suggests a 22% reduction in the proportion 
of children reporting exposure to SHS in vehicles as a result 
of implementation of smoke- free cars legislation enacted in 
2015/2016.53

One of the primary gaps in scientific understanding of the 
impacts of SHS is our imperfect knowledge of who smokes, 
when and where. To tackle exposure to SHS and to target and 
enforce smoke- free policies effectively, we need to know the 
‘when’, ‘where’, ‘why’ and ‘how’ people are exposed.54 Timing 
and place of smoking are likely to be important in generating 
exposure: a parent who smokes in the living room while the chil-
dren are asleep at home may be causing greater health harm than 
the same parent who chooses to smoke the same cigarette on the 
walk from work to home. Messages around timing of smoking 
are further complicated by the evidence that SHS can remain in 
the air for many hours after a cigarette is smoked and also leads 
to tobacco smoke deposition on home surfaces generating expo-
sure to ‘third- hand smoke’.55 So having a quick smoke indoors 

Figure 1 Proportion of children (age <16) and adult (16+) non- 
smokers with detectable cotinine (data taken from the Scottish Health 
Survey and the Health Survey of England between 1998 and 2016).
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before the children come back from school is not an effective 
harm reduction solution.

While many workplaces no longer permit smoking globally, 
there are exceptions. Until recently in the UK prisons were 
one of the small number of workplaces where workers were 
exposed to SHS during the course of their daily activity, due to 
prisoners’ cells being considered a home setting and thus falling 
outside smoke- free regulations. This has now changed, partly 
due to measurement activity demonstrating staff exposure to 
SHS.56 However, workers who have roles that involve outdoor 
tasks within hospitality settings57 or those involved in entering 
other people’s home are likely to continue to experience expo-
sure to SHS. A job- exposure matrix for the UK population 
concluded that over 1 million workers are likely to experience 
non- negligible exposure to SHS in terms of concentration and 
frequency of contact.58 The COVID- 19- induced shift to ‘home 
working’ for many knowledge sector workers raises important 
questions about how employers protect their workforce from 
other people’s smoke when they do not have control of the 
workspace where they carry out their work. Related to this, the 
COVID- 19 pandemic has led to various types of lockdowns in 
various countries, necessitating the need to ‘stay home’. This has 
led to children and adults spending more time in homes with the 
potential for increases in SHS exposure particularly in families 
from low- income households due to smaller living spaces and 
less access to private outdoor space such as gardens.59 60 Even 
pre- COVID- 19, there was evidence that children living in flats 
tend to have higher cotinine levels than those in detached houses, 
perhaps from SHS ingress through walls and shared ventilation 
systems.61

Smoke- free policies have generally been considered to be 
effective levers in reducing health inequalities. In countries in 
the later stages of the tobacco epidemic, exposure to SHS is 
more common in areas of socioeconomic deprivation. Data show 
that workers in poorer paid jobs are more likely to be exposed 
to SHS,62 and similarly children living in poorer communities 
or poorer households are more likely to live with at least one 
smoking parent.63 This perpetuates a cycle of inequality, with 
poorer children suffering more lower respiratory infections, 
asthma attacks and episodes of otitis media as well as more 
serious acute diseases such as meningitis or sudden infant death 
syndrome.33 These poor health outcomes continue throughout 
the life course and even beyond it—children who grow up 
exposed to smoking in the home are more likely to become 
smokers themselves,64 potentially repeating the cycle with the 
next generation. Smoke- free policies, particularly those targeted 
to reduce children’s exposure to SHS, can break this cycle and 
improve health equity across a population.

What do smoke-free policies aim to achieve?
It is worth considering what smoke- free policies may also 
achieve beyond the primary aim of protecting non- smokers 
from SHS within that setting. They undoubtedly change social 
norms around smoking—making it less acceptable to smoke and 
reducing the visibility of smoking. Calls for smoke- free poli-
cies in children’s parks and outside schools may thus be less to 
do with exposure to SHS and more to prevent children from 
seeing smoking adults and modelling their smoking behaviour.65 
Certainly, this is the argument for such measures highlighted in 
the 2021 UK Royal College of Physicians report.66 Smoke- free 
workplaces and bars are also likely to encourage smoke- free 
homes and change smokers’ behaviours in relation to exposing 
other people and family to SHS. There is also evidence that 

increasing smoke- free spaces (and the consequent reduction in 
opportunities to smoke) can be an important stepping- stone or 
driver to smoking cessation efforts.67 68 Lastly, it is a common 
misconception that smoke- free laws only protect non- smokers. 
They do, of course, also protect smokers from SHS: an inter-
esting finding from the evaluation of Scotland’s smoke- free 
laws was that smokers saw a reduction in cardiovascular events 
comparable with that experienced by non- smokers. SHS harms 
and kills smokers too.69

Policies are not just about laws
There is a danger of assuming that smoke- free policies are just 
about legislation and formal laws to restrict smoking within 
specific settings, and certainly much of the WHO analysis of 
national progress focuses on the existence or adoption of legal 
measures. Smoke- free policies also include guidance and encour-
agement to implement voluntary smoking restrictions in settings 
where regulation by law is not appropriate or expectations of 
privacy would render enforcement impossible. One example of 
policy in relation to protecting children from SHS comes from 
the Scottish government’s example of implementing a national 
target of reducing the proportion of children exposed to SHS at 
home by 50% between 2012 and 2020.70 This policy measure 
helped drive a government- backed mass- media campaign around 
the benefits of parents protecting their child from SHS and prac-
tical steps that could help households become smoke- free spaces. 
Smoke- free policies in the workplace can also help influence 
behaviour: data from Malaysia show that people employed in 
smoke- free workplaces are about two times more likely to imple-
ment a smoke- free home.71

Where are we now?
The extent of benefits from smoke- free policies is difficult to 
disentangle from other tobacco control measures particularly 
given the indirect effects of smoke- free measures on cessation 
and reduced uptake. The American Cancer Society Cancer 
Action Network has provided state- by- state estimates of lives and 
financial benefits of smoke- free laws in the USA,72 while histor-
ical literature is also available detailing the burden of exposure 
to SHS that can be used to gauge potential benefits of smoke- free 
regulation.73 Given that SHS exposure is still estimated to lead to 
the premature deaths of 800 000 people and that approximately 
one- quarter of the world’s population on non- smokers continue 
to be exposed, the health and economic costs of global failure 
to implement smoke- free environments are clearly substantial.

Figure 2 shows the number of annual publications using 
the term ‘smoke- free’ across all journals listed in the PubMed 
database between 1976 and 2020. There is a clear increase in 
scientific activity on this topic during this time, with sustained 
growth between 2000 and 2015. It is worth noting however 
that numbers of publications on this topic have now levelled 
and show signs of falling in recent years. There is a danger that 
the tobacco control community begin to think that SHS expo-
sure is a ‘thing of the past’ and that smoke- free measures have 
achieved the desired aim of protecting non- smokers around the 
world. Data showing reductions of 97% in population- level 
non- smokers’ salivary cotinine concentrations over the past 20 
years in countries with comprehensive smoke- free laws and high 
levels of compliance74 should be recognised as success stories, 
but should not stand in the way of encouraging new thinking and 
new policies required globally.

The extent to which smoke- free policies should also apply to 
e- cigarettes and HTPs is something that is increasingly under 
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scrutiny.21 Data from Japan75 suggest that workplace policies 
that permit the use of e- cigarettes and HTPs may be associated 
with increased levels of smoking normalisation.

The tobacco industry: a threat to smoke-free policies
Ever since Hirayama first demonstrated the link between living 
with a smoker and lung cancer,76 the tobacco industry has 
orchestrated efforts to obscure, deny and downplay the harm 
caused by SHS.77 78 These efforts have included campaigns 
against smoke- free public places’ policies, including efforts to 
persuade the hospitality industry to stop smoke- free bars, restau-
rants and pubs.79 While these efforts have largely been defeated 
in high- income countries, sustained opposition may continue to 
frustrate campaigners and legislators in LMICs, where govern-
ments can ill- afford industry lawsuits. In Uganda, implementa-
tion of smoke- free legislation was alleged to be complicated by 
tobacco industry ‘misinformation’, with relationships between 
the industry and the government singled out as a matter of 
concern.80 In 2020, Matthes and colleagues81 identified needs 
for better access to information, policymakers and the media as 
crucial in interviews with tobacco control advocates in LMICs, 
and highlighted risks associated with tobacco industry access to 
policymakers (in contravention of FCTC Article 5.3).14

Tobacco industry tactics continue to evolve in response to 
regulation, circumstance and public opinion.82 Newer industry 
efforts may include the promotion of e- cigarettes or HTPs as 
alternatives to smoking, framing e- cigarettes and HTPs as funda-
mentally different from combustible tobacco in attempts to 
avoid regulation and persuade the public that the industry shares 
the goal of helping people quit.83

Even the term ‘smoke- free’ is not safe from industry interfer-
ence. The Philip Morris International- funded ‘Foundation for a 
Smoke- Free World’ claims to support tobacco harm reduction 
measures with an eventual goal of a world without combustible 
tobacco. But the foundation’s independence from its parent 
company has been questioned84 and its efforts have been widely 
rejected by tobacco control researchers and advocates, who have 
largely refused its funding.85

THE FUTURE
There is a tendency to focus on smoking cessation and 
preventing uptake as the most direct pathway to tackling the 
harms of tobacco, but it is important to remember the benefits 
that smoke- free policies can play both in assisting cessation and 
prevention of uptake, and in tackling the immediate and urgent 

need to protect everyone from the harmful effects of SHS. As we 
move towards a tobacco endgame, smoke- free environments can 
also play a fundamental role in the denormalisation of smoking 
across society.

Support for smoke- free measures is strong in many coun-
tries and communities. There is a need for policymakers to be 
bold and to push for measures that realise the potential bene-
fits of extending smoke- free policies—both formal legisla-
tion and public health guidance—beyond the ‘enclosed public 
space’ approach of the past two decades. Policies that seek to 
restrict smoking in outdoor settings and protect people within 
private spaces including the home will be key to addressing the 
tobacco epidemic. Governments and the WHO should look at 
measuring the proportion of people who are protected from 
SHS exposure across all parts of their daily life and not just 
within workplace or public space environments, and setting 
national targets to reduce, year on year, the number of children 
and adult non- smokers who have measurable levels of salivary 
cotinine as ascertained by a standard methodology with iden-
tical limits of detection.

There are important questions around the limits that society 
wants to place on e- cigarette use at work, leisure, outdoor 
and home settings and whether vape- free policies should be 
applied where smoke- free measures are implemented. The 
benefits and drawbacks of e- cigarettes are complex86 and 
aligning vape- free spaces with smoke- free measures requires 
further research. Use of e- cigarettes at home is undoubtedly 
less harmful when compared with smoking traditional ciga-
rettes within the home but it is not risk- free to bystanders and 
those exposed to SHA, and there are concerns that children 
seeing parents vape will be more likely to mimic the hand- 
to- mouth action of using vapes. Similarly, there are concerns 
that making spaces vape- free could encourage smokers who 
are trying to quit using e- cigarettes to have to move to outdoor 
spaces shared with smokers, with the potential for increased 
relapse in quitting attempts.

Post- COVID- 19 there are major challenges to how we shape 
smoke- free policies particularly around home working and 
protecting people from SHS and SHA in spaces that become a 
mix of private living and shared work space at different stages 
of the day. Education and empowerment, together with govern-
ment- led guidance and policies to produce cultural changes 
around protecting our families, colleagues and communities from 
exposure to smoke, will be key in this journey. The potential for 
gains to global public health is large. The ‘P’ task in MPOWER 
has never been more important for more people, and the tobacco 
control community has a job to do in the next decade. We should 
not lose sight of the importance of ‘smoke- free’.

What this paper adds

 ► Smoke- free policies cover an increasing proportion of global 
population.

 ► Policies tend to focus on enclosed public and workspaces but 
tend not to tackle home and car settings.

 ► Children are being left behind in terms of protection from 
secondhand smoke: with adults benefiting proportionately 
more than children from smoke- free policies.

 ► Governments and the WHO should set objective targets to 
reduce the proportion of children exposed to secondhand 
smoke.

Twitter Rachel O’Donnell @Rachel0Donnell and Esteve Fernández @stvfdz

Figure 2 Scientific publications in PubMed containing the term 
‘smoke- free’ between 1976 and 2020.
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