
 

Supplemental Table 1.  TIMELINE OF PRODUCT MODIFICATION PROGRAM 1950 – 1980s 

 

 

Year 

 

BROADER U.S. & U.K. PUBLIC 
HEALTH OPINION 

 

U.K. GOVERNMENT 
ACTIVITY 

 

INDUSTRY 
ACTIVITY 

 

ISCSH 

 

1950s 

 

Cigarette usage normalized. 
Approximately half the British 
population smokes. Risk framed as an 
individual choice.  

 

1956: Doll and Hill link tobacco 
smoking to an increased risk of lung 
cancer, myocardial infarction and 
respiratory disease.[1]  

 

Filtered cigarettes introduced in the 
early 1950s, come to constitute over 
50 percent of the market within ten 
years of their introduction. [2] 

 

Tobacco industry almost 
entirely self-regulated. 
Tobacco taxes constitute 
16 percent UK’s central 
revenue.[3] Such 
economic dependence 
discourages strong 
governmental regulation 
of industry as health 
concerns begin to 
develop.[4]  

 

Scientific and 
governmental 
uncertainty remains 
about the dangers of 
smoking, leading to no 
robust governmental 
action, instead letting 
individuals make up 
their mind about 
continuing or quitting 
smoking. [5] 

 

 

Companies introduce 
filtered cigarettes amid 
growing health 
fears.[6]  
Simultaneously, 
tobacco companies 
conduct internal 
research in attempt to 
lower cigarettes’ 
toxicity.[6]  

 

As early as 1952, 
tobacco industry 
researchers were aware 
filtered cigarettes “do 
not really take anything 
out of the cigarette.”[2] 

 

Not yet convened. 

 

1960s 

 

Cigarettes and smoking still 
normalized in social settings and 
allowed in public spaces. [7] 

 

Medical consensus is to recommend 
that smokers who can’t quit should at 
least switch to lower-tar, lower 
nicotine cigarettes [8]. 

 

1962: Royal College of Physicians 

 

In response to the Royal 
College of Physicians’ 
Report, government 
approves policy to 
reduce smoking harms 
[12]. Policy efforts 
included health 
education campaigns 
stressing prevention and 
the switch to healthier 
forms of tobacco (e.g. 
pipe tobacco).[5] 

 

The tobacco industry is 
convinced it can make 
cigarettes safe.[6] To 
isolate toxic elements, 
the industry began 
painting cigarette tar on 
mice skins to test 
carcinogenicity. 
Publicly, however, the 
industry denied that 
these tests proved 
tobacco was harmful to 
humans.[6] 

Not yet convened. 



publishes landmark report “Smoking 
and Health calling on government to: 
develop more effective restrictions on 
advertising, taxing, sales, and smoking 
in public places; to publish tar and 
nicotine tables; to educate children on 
the dangers of smoking; and to 
establish anti-smoking clinics to help 
people quit [9]. 

 

Limited available evidence suggests 
that compensation does not occur, 
rendering low-tar cigarettes safer. [10] 

 

1964: U.S. Surgeon General’s report 
links smoking with cancer; promotes 
filtered cigarettes as a promising 
avenue in creating a safer cigarette. 
[11] 

 

1966: U.S. Surgeon General 
recommends that tar and nicotine 
content of cigarettes be lowered to 
make cigarettes safer. [8] 

 

1968: U.S. government convenes 
“Tobacco Working Group” to develop 
a safer cigarette in collaboration with 
the tobacco industry. 

 

 

1964: Television Act 
bans cigarette 
commercials from 
television. [13] 

 

1962: BAT creates a 
cigarette with low 
levels of 
benzo(a)pyrene, then 
considered cigarettes’ 
major carcinogen. BAT 
does not market the 
cigarette for fear its 
health claims would 
indict other products. 
Internal documents 
show BAT 
contemplating product 
innovation for  reasons 
of both public relations 
and actual reduced 
harm.[6]   

 

Liggett suppresses its 
safer cigarette research 
on the grounds that it 
would open the 
company to litigation 
over its other brands. 
[11] 

 

Early 
1970s 

 

1971: Royal College of Physicians 
publishes “Smoking and Health Now” 
demanding government takes even 
greater steps to challenge smoking’s 
widespread use and cultural 
normalization. 

 

Public health agencies retains a 
limited understanding of nicotine 
addiction, lacking evidence to 
characterize its role in dependence and 
compensation behaviors and how that 
might affect low-tar cigarettes’ health 
claims.[8] [14] 

 

In response to “Smoking 
and Health Now”, 
government and industry 
reach first “Voluntary 
Agreement” (on warning 
labels), as part of which 
the Standing Scientific 
Liaison Committee 
(SSLC) is established to 
determine the best way 
to notify the public of 
different cigarette 
brands’ tar yields.  

 

 

Several tobacco 
companies begin 
investigating using 
tobacco substitutes to 
reduce the toxicity of 
cigarettes.[6] 

 

Products containing 
tobacco substitutes 
were briefly marketed 
in Germany and the 
UK, where they suffer 
from low popularity.[6] 

 

1972: The SSLC – composed of 
half governmental, half industry 
scientists – recommends the 
publication of the tar and 
nicotine yields of all cigarettes 
sold in the UK.[19]  Warns that 
compensation could “nullify any 
beneficial effects from a change 
to lower-tar yield cigarettes” and 
hopes government publications 
will “give warning of this.”[19] 
No such warnings are issued. 

 

 



 

Public health characterizes smoking 
dependence predominantly as a 
psychological and social problem, 
rather than a biological one.[8, 14] 

 

 

 

 

 

 

 

1971: First voluntary 
agreement: health 
warnings mandated on 
cigarette packs; posters, 
newspapers and 
magazine 
advertisements must 
mention that packs 
carried such warnings. 
First warning reads: 
“Warning by HM 
Government: Smoking 
can damage your 
health.” In exchange for 
this first agreement, the 
government agreed to 
temporarily not 
introduce harsher 
legislative controls on 
tobacco.[12] 

 

1974: Second 
voluntary agreement: 
mandates warnings on 
all print advertisements, 
and circular letters. 

 

1975: Third voluntary 
agreement: mandates 
tar yields appear on 
packs and in advertising, 
moves the Code of 
Advertising Practice 
from the industry’s 
authority to the 
Advertising Standards 
Authority (ASA). 

 

Imperial Tobacco, 
controlling two-thirds of 
the U.K. market, 
unilaterally removes 
brand names and logos 
from cars taking part in 
U.K. races. 

 

 

Internal industry 
documents discuss how 
cigarettes that are 
perceived as healthier 
(filtered, or low-tar)  
appeal to smokers 
eager for healthier 
alternatives, despite 
lacking explicit health 
claims from the 
companies.[15-17]  

 

 

1975: Earliest 
documented reference 
of Phillip Morris 
internal 
acknowledgement of  
compensation.[18] 

 

 

1973: Following the SSLC’s 
planned dissolution, the 
Independent Scientific 
Committee on Smoking and 
Health (ISCSH) is formed with 
the task of investigating “safer” 
smoking and advising best 
practices for testing tobacco 
related harms. Chaired by Robert 
Hunter, the Committee 
collaborates extensively with the 
tobacco industry’s chief 
lobbying organization – the 
Tobacco Advisory Council – as 
per its “terms of reference.”[20] 

 

1975: ISCSH gives tobacco 
substitutes a lukewarm 
endorsement in its first report, 
detailing guidelines for the 
testing of cigarettes with tobacco 
substitutes in response to the 
industry’s expressed interest in 
introducing these products.[20] 



Industry agrees to 
withdraw tobacco 
advertising in family-
rated films.  

 

 

Late 
1970s 

 

Addiction researchers drawing from 
knowledge of other forms of drug 
abuse to study smoking. Smoking 
recast as a biological problem 
treatable  pharmacologically.[8] 

 

Concerns about health effects of 
secondhand tobacco smoke exposure 
shifts the focus to promote the 
protection of nonsmoking bystanders.  

[11] 

 

Amid the discovery of compensation 
and a growing understanding of 
nicotine addiction and smoking 
behavior, public health begins shifting 
focus from product modification to 
prevention and cessation.[10, 11]  

 

Action on Smoking and Health (ASH) 
and the Health Education council 
(HEC) lead campaign against product 
modification in favor of a focus on 
prevention and cessation. Both push 
for harsher fiscal measures, controlled 
advertising and the use of mass media 
for health campaigns.[5] 

 

 

1979 : U.S. Surgeon General’s report 
continues to endorse tar and nicotine 
reduction, featuring little discussion of 
smoking dependence, the role of 
nicotine or compensation. [8]  

 

Tobacco Working Group (the U.S. 
analogue to the ISCSH) shut down by 
the government in favor of research on 

 

The government-funded 
Health Education 
Council portrays safer 
smoking as equivalent to 
“jumping off the thirty-
sixth rather than thirty-
ninth floor of a 
building.”[14] 

 

1977: “The House of 
Commons Expenditure 
Committee’s 
investigation into 
preventative medicine  
recommends an 
advertising ban, annual 
price increases, the 
abolition of cigarette 
coupons, restrictions on 
cigarette machines, a 
stronger health warning 
on cigarette packs, more 
nonsmoking areas, 
targeted health 
education, and more 
research into the 
problem of 
physiological 
addiction.”[5] 

 

1977: Fourth voluntary 
agreement. Slightly 
strengthened health 
warnings on packs and 
in advertisements; 
prohibits advertising of 
high-tar brands, and of 
middle to high-tar 
brands by 1978; 
prohibits any new 
brands in these 
categories.  

 

The tobacco industry 
largely abandoned the 
search for a safer 
cigarette, focusing 
more on defending 
traditional  cigarettes 
from claims that they 
cause cancer and are 
addictive.[6] 

 

1979: ISCSH issues its second 
report which revises the 
guidelines for substitute and 
additives testing and outlines the 
industry’s early progress in 
manufacturing low-tar cigarettes.  

 

Initial proposal of 
10mg/cigarette goal rejected by 
the TAC. ISCSH report thus 
recommends a tar reduction 
target of 15mg/cigarette by 
1983.[21] ISCSH member 
Donald Ball issues a minority 
report decrying the ISCSH’s 
pace and philosophy, arguing 
that the “only adequate response 
to the tobacco disease problem is 
preventative; this requires 
measures which stop people 
smoking or prevent them 
starting.[22] 

 

The ISCSH continues to promote 
safer smoking despite the 
leading  public health  agencies’, 
most notably ASH’s emphasis 
on prevention and cessation.[23] 

 



smoking prevention and cessation.  

 

 

 

“In return for these 
minor concessions, the 
Government agreed to a 
moratorium on further 
controls for  the space of 
at least three years.”[12] 

 

 

Early 
1980’s 

 

1981: British government approves 
Nicorette as a nicotine 
substitute/cessation product. Its 
success helps public health re-
conceptualize smoking as a chronic 
disease. 

 

Independent scientists conclude 
studies which challenge assumptions 
behind the low-tar, low-nicotine 
strategy.[8]  That compensation occurs 
is proven definitively.[8] 

 

 

1981: U.S. Surgeon General’s report 
encourages smokers who are unwilling 
or unable to quit to switch to 
lower‘tar’ and nicotine cigarettes, 
provided compensation does not 
occur; [8] warns that the “benefits are 
[nonetheless] minimal” for those who 
switch to lower-tar cigarettes.[10] 

 

1981: Papers by Takeshi Hirayama 
and others in the British Medical 
Journal show that the nonsmoking 
wives of smoking men had a higher 
risk of lung cancer. [24] 

 

Government continues 
basing policy on the 
negotiation of voluntary 
agreements, ignoring 
public health’s calls for 
more comprehensive 
regulations. 

 

Government-assisted 
establishment of the 
Health Promotion 
Research Trust (HPRT) 
– an industry-funded 
nonprofit organization 
researching illnesses 
unrelated to smoking 
awarding 11 million 
pounds over three years. 
Reaction to the HPRT 
by public health journals 
and organizations are 
overwhelmingly 
negative.  

 

Government still frames 
risk of smoking as 
voluntary with smokers 
free to smoke or not. [5] 

 

 

 

 

 

 

1982: Tobacco 
Products Research 
Trust (TPRT) begins, 
funded by £3 million 
from the industry, 
established with under 
the 1980 and 1984 
agreements, with the 
goal of monitoring the 
long-term effects of 
low tar cigarette 
use.[25] Active until 
1995, the TPRT 
focused on the 
association of tar with 
smoking-related 
conditions, on 
compensatory 
smoking, and on how 
best to reduce the ratio 
of tar to nicotine in 
designing a safer 
cigarette.  

 

 

1980: Peter Froggatt replaces 
Robert Hunter as ISCSH 
Chairman, ISCSH’s focus turns 
entirely to low-tar cigarettes and 
gradually lowering existing 
cigarettes’ tar yields. 

 

 

1983: ISCSH issues its third 
report focusing chiefly on the 
low-tar cigarettes, most notably 
calling for reductions in the tar 
delivery of cigarettes to 
13mg/cigarette by 1987, setting 
no such limits for nicotine.  

 

Callls for CO yields to be 
reduced to the lowest possible 
levels. New tar branding to begin 
in 1985: 

 

Low tar = Less than 
10mg/cigarette 

Low to Middle tar = 10mg but 
less than 15mg 

Middle tar = 15mg but less than 
18mg 

High Tar = 18mg and above 

 

 

 



 

1980: Fifth voluntary 
agreement: 15mg sales-
weighted average tar 
yield (SWAT) per 
cigarette to be achieved 
by the end of 1983. 

 

1982: Sixth voluntary 
agreement: Prize 
money in sporting 
events limited to £6 
million and 
advertisements for 
sponsored events must 
carry a health warning. 

 

1983: Seventh 
voluntary agreement: 
Industry must reduce its 
expenditures on 
advertising, increase 
space for government 
health warnings in press 
and poster advertising, 
prohibited advertising 
on videos for sale or 
rent; new restrictions on 
advertisement content. 

 

 

 

Third report also features 
ISCSH’s first stance on passive 
smoking. The Committee 
believes ‘many of the reported 
associations including that 
between passive smoking and 
lung cancer, have not been 
established unequivocally: 
rigorously planned 
epidemiological and other 
studies are needed…”[26] 

 

ISCSH “advises” the industry to 
research this link and provide 
any findings it has on the 
issue.[26]   

 

 

 

Late 
1980s 

 

Passive smoking risks established 
conclusively.[5] 

 

Leading public health organizations 
adopt new set of priorities focusing on 
large-scale smoking prevention and 
cessation programs, pharmacologic 
interventions.[8] 

 

1987-1988: Internal industry 
documents began to come to light, 
revealing a long history of deception 
and manipulation on the part of the 
industry regarding the safety of 

 

Government fails to 
enact comprehensive 
limits on secondhand 
smoke exposure despite 
proof of second-hand 
smoke’s harms.[5] 

 

1986: Eighth voluntary 
agreement: New 
warning phrases 
introduced; female-
oriented advertising 
limited. 

 

 

The industry continues 
to publicly deny that 
environmental tobacco 
smoke is dangerous, 
that smoking causes 
cancer and that nicotine 
is addictive.[6] 

 

1987: ISCSH issues an interim 
statement affirming a link 
between second-hand smoke and 
lung cancer, increasing the risk 
“possibly between 10 and 30 
percent.”[27] 

 

1988: ISCSH issues its fourth 
and final report advocating for 
12mg/cigarette average tar yield 
by the end of 1991, and claiming 
a link between both second-hand 
smoke and lung cancer and 
respiratory diseases in 
children[28]. Chairman Froggatt 



cigarettes.[11] Support for “safer” 
cigarettes drops irrevocably among 
leading public health organizations. 

 

1989: U.S. Surgeon General’s Report 
calls nicotine addictive and frames 
smoking cessation and reduced 
initiation as public health goals, over 
reduced consumption and/or the 
consumption of alternative products. 

Low-tar cigarettes recognized as 
unsafe; acknowledges the public 
continues to believe they are 
“safer.”[11]  

 

 

1987: Following the 
ISCSH’s admittance of a 
link between lung cancer 
and exposure to passive 
smoking, the 
government’s Health 
Education Council runs 
nationwide 
advertisements against 
smoking around non-
smokers.  

The industry agreed to 
spend £1 million a year 
in publicity to make it 
clear that children under 
sixteen must not be sold 
cigarettes.  

 

 

later comments that “the 
argument that smokers poison 
only themselves (or their unborn 
children) can no longer be 
convincingly sustained. The 
conceptual framework within 
which government, industry and 
the profession have worked is 
fundamentally changed.”[29] 

 

 

  



Supplemental Table 2:  Tobacco Harm Reduction in the UK: Then and Now 

 

 

Baseline  Premise 

 

Product Modification 

(1973-1991) 

 

Tobacco Harm 
Reduction 

 (2013-Present) 

 

 

Shortcomings of this 
Assumption 

 

Reduced toxicity is predictive 
of improved health outcomes 

 

 

 

ISCSH Chairman 
Robert Hunter: 
“…the practical way 
of diminishing the risk 
is to produce smoking 
material which is less 
damaging and perhaps 
less addictive.”[30] 

 

ISCSH: “We believe 
that further reductions 
in the tar delivery of 
cigarettes should 
maintain the 
downward trends in 
lung cancer 
mortality…”[26] 

 

ISCSH: “Since it was 
recognized that many 
would not [quit]… it 
was therefore also 
essential to ensure that 
the toxicity of 
cigarettes was 
systematically 
reduced.”[31]  

 

 

 

BAT: “Many people 
are unaware that it’s 
largely the toxicants in 
cigarette smoke which 
causes the harm – not 
the nicotine itself. Of 
course, Vapor Products 
are not totally without 
risk, but they are 
widely considered to 
be significantly less 
risky than 
smoking.”[32] 

 

RCP: “The main 
culprit is smoke and, if 
nicotine could be 
delivered effectively 
and acceptably to 
smokers without 
smoke, most if not all 
of the harm of smoking 
could probably be 
avoided.”[33]  

 

 

WHO: “Given the relatively 
recently entry of Electronic 
Nicotine Delivery Systems 
(ENDS) into the market and the 
lengthy lag time for the onset of 
many diseases of interest, such 
as cancer, conclusive evidence 
about the association of ENDS 
use with such diseases will not 
be available for years or even 
decades.”[34] 

 

WHO: “The aerosol usually 
contains some carcinogenic 
compounds and other toxicants 
found in tobacco smoke at 
average levels of 1-2 orders of 
magnitude lower than in 
tobacco smoke, but higher than 
in a nicotine inhaler. For some 
brands, the level of some of 
these cancer causing agents, 
such as formaldehyde and other 
toxicants like acrolein have 
been found to be as high as in 
the smoke produced by some 
cigarettes.”[34] 

 

WHO: “In fact, exhaled 
aerosol is likely to increase 
above background levels the 
risk of disease to bystanders, 
especially in the case of some 
ENDS that produce toxicant 
levels in the range of that 
produced by some 
cigarettes.”[34] 



 

 

 

 

 

The industry can be a 
public health partner 
without undermining 
tobacco control. 

 

Hunter: “[F]ilters 
were introduced by the 
industry and with 
modern filters…the 
incidence of cancer of 
the lung in man is 
being reduced…It was 
industry with its 
powerful propaganda 
machine, aided by 
price, which produced 
a situation where 80% 
of the cigarettes now 
smoked are filter 
cigarettes. It was not 
the effect of anti-
smoking propaganda. 
We are trying to use 
this powerful machine 
to ensure that less 
noxious materials are 
presented to people 
and hopefully they 
will suffer less damage 
if they insist on going 
on smoking.”[30] 

 

ISCSH: “[The 
industry’s] 
reservations…need to 
be taken into account 
in determining future 
progress.”[35] 

 

ISCSH: “…I am 
pleased to say that we 
maintain a fruitful 
working relationship 
with the industry and 
derive great benefit 
from our continuing 
discussions both with 

 

MHRA: In 2013, the 
UK Medicines and 
Healthcare Products 
Regulatory Agency 
(MHRA) deemed long-
term nicotine use 
acceptable.[36] Since 
then, the government 
has given two such 
nicotine cessation 
product licenses to 
Nicoventures, a BAT 
subsidiary, for their 
nicotine inhaler voke 
in 2014, and e-cigarette 
e-Voke in 2015.[33] 

 

RCP: “Puritane e-
cigarettes, owned by 
the Imperial Tobacco 
subsidiary Fontem, are 
exclusively available in 
Boots[Pharmacy]…and 
bring reputational 
benefits of association 
with prominent high-
street chemists and 
create strategic 
opportunities [for the 
tobacco industry]. 
Puritane’s deal with 
Boots is seen as 
leaving it well placed 
to benefit from any 
reclassification of e-
cigarettes to ‘directly 
rival smoking cessation 
aids.’”[33] 

 

RCP: “It may be that 
corporate actors 
acquire some perverse 

 

WHO: “There is a fundamental 
and irreconcilable conflict 
between the tobacco industry’s 
interests and public health 
policy interests.”[37] 

 

WHO: “[Parties should] 
denormalize and, to the extent 
possible, regulate activities 
described as “socially 
responsible” by the tobacco 
industry…[which] the tobacco 
industry conducts….to distance 
its image from the lethal nature 
of the product it produces and 
sells or to interfere with the 
setting and implementation of 
public health policies.”[37] 

 

WHO: “No matter what role 
the tobacco industry plays in 
the production, distribution and 
sale of ENDS [electronic 
nicotine delivery systems], this 
industry, its allies and front-
groups can never be considered 
to be a legitimate public health 
partner or stakeholder while it 
continues to profit from 
tobacco and its products or 
represents the interests of the 
industry. Article 5.3 of the 
WHO FCTC should be 
respected when developing and 
implementing ENDS legislation 
and regulations.”[34] 

 

 

WHO: “The future role of 
ENDS is strongly determined 



the industry as a whole 
and with individual 
companies.”[26]  

 

 

 

benefit from such 
engagement: by 
appearing responsible 
in one area (the 
provision of reduced-
harm products) they 
might be able to claim 
a good reputation in 
other areas, however 
undeservedly…[T]hese 
factors must be 
considered, but these 
harms may be inchoate 
and hard to 
measure.”[33] 

 

by the commercial interests of 
the industry that manufactures 
and sells ENDS…if prior 
interest of the tobacco industry 
in reduced-risk products serves 
as a precedent, their interest lies 
in maintaining the status quo in 
favor of cigarettes for as long 
as possible, while 
simultaneously providing a 
longer-term source of profit 
should the cigarette model 
prove unsustainable…ENDS 
may follow the trend of 
smokeless tobacco wherein the 
industry’s historic interest in 
smokeless tobacco 
products…was both because 
they could be used in smoke-
free environments and because 
they could be promoted to 
young, non-tobacco users to 
create a new form of tobacco 
use.”[34] 

 

RCP: “The engagement of the 
tobacco industry in the e-
cigarette market thus represents 
a significant potential threat to 
UK national and global tobacco 
control.”[33] 

 

 

RCP: Public health must 
“strengthen and broaden 
protections against conflicts of 
interest, protecting ‘tobacco 
control activities from all 
commercial and other vested 
interests related to [e-
cigarettes.]”[33]  

 

 

 



 

 

Nicotine addiction is 
inevitable and so tobacco 
control solutions must include 
ongoing nicotine addiction. 

 

 

SSLC: “[T]here 
would be merit in 
encouraging smokers 
to change to lower tar-
yield cigarettes if the 
risks of continuing to 
smoke are made clear 
to them and if they 
cannot stop smoking 
altogether.”[19] 

 

ISCSH: “The 
Committee is 
unequivocally of the 
view that smoking 
should be discouraged. 
We recognize, 
however, that despite 
advice some people 
will take up smoking 
and some smokers will 
continue to smoke and 
we therefore believe it 
is important that such 
people should be 
enabled and 
encouraged to smoke 
less harmfully….”[26] 

 

 

RCP: “Smoking is 
completely 
preventable, yet, more 
than half a century 
after the health harm of 
smoking first became 
widely known, almost 
1 billion people 
worldwide still 
smoke...although 
smoking prevalence in 
the UK is now down to 
18%, this figure 
translates into around 
8.7 million current 
smokers sustaining 
significant harm from 
smoking. Harm 
reduction provides an 
additional strategy to 
protect this 
group…”[33] 

 

BAT: “For tobacco, 
[harm reduction] 
means offering less 
risky alternatives to 
regular cigarettes for 
those smokers who 
cannot, or choose not 
to, give up… an 
increasing number of 
people in the scientific 
and public health 
community are now 
advocating harm 
reduction as the way 
forward for helping the 
1.3 billion people 
worldwide who 
continue to smoke 
despite the known 
health risks.”[38] 

 

 

WHO: “Areas of legitimate 
concern include avoiding 
nicotine initiation among non-
smokers and particularly youth 
while maximizing potential 
benefits of smokers…The 
gateway effect refers to two 
potential circumstances: the 
possibility that children (and 
generally non-smokers) will 
initiate nicotine use with ENDS 
at a rate greater than expected if 
ENDS did not exist; and the 
possibility that once addicted to 
nicotine through ENDS 
children will switch to cigarette 
smoking. The renormalization 
effect refers to the possibility 
that everything that makes 
ENDS attractive to smokers 
may enhance the attractiveness 
of smoking itself and 
perpetuate the smoking 
epidemic. ENDS mimic the 
personal experience and public 
performance of smoking and 
their market growth requires 
marketing that is challenging 
commercial communication 
barriers erected to prevent the 
promotion of tobacco 
products.”[34] 

 

 

 

 

 



 

To curtail cigarette use, only 
consumer-approved (i.e. 
profitable) solutions are 

feasible. 

 

TAC: “[A] practicable 
rate for this reduction 
must be related 
directly to the rate at 
which consumers can 
adapt to decreasing 
yields, otherwise 
consumer resistance 
will negate the 
benefits that some 
authorities believe 
could be obtained.” 
[39] 

 

 

TAC: “[T]he rate of 
tar reduction is 
determined by 
consumer choice, 
and…further progress 
is accordingly outside 
the control of the 
industry, a fixed target 
for tar reductions is 
therefore an 
illusion”[40]. 

 

TAC: “The rate and 
timing of any tar 
reductions…[are] 
primarily political and 
commercial.”[41] 

 

ISCSH: While “rapid 
changes [in 
manufacturing] are 
highly desirable for 
health reasons… 
[because 
manufacturers] are 
engaged in a 
commercial enterprise 
which depends greatly 
on the acceptability of 
their products to the 
consumer…there has 
to be an 

 

BAT: On whether e-
cigarettes will replace 
cigarettes as the 
industry’s primary 
product: “Essentially, 
we want to give 
consumers a choice of 
a range of different 
products – from 
traditional cigarettes to 
less risky alternatives. 
So ultimately it is the 
consumer who will 
decide.”[32]  

 

BAT: “The public and 
private sectors need to 
work together to 
clearly communicate 
the benefits of lower-
risk products so 
consumers can make 
informed 
decisions.”[32] 

 

RCP: “The popularity 
of e-cigarettes has thus 
resulted in a substantial 
increase in the 
proportion of smokers 
using effective help to 
quit.”[33] 

 

RCP: “E-cigarettes are 
marketed as consumer 
products and are 
proving much more 
popular than NRT as a 
substitute and 
competitor for tobacco 
cigarettes…e-cigarettes 
appear to be effective 
when used by smokers 
as an aid to quit 
smoking.”[33] 

 

 

Examples of evidence-based 
tobacco control strategies that 
do NOT require consumer 
approval: 

WHO: “There is clear 
evidence that reducing the 
nicotine content of cigarettes to 
a very low level can reduce 
their dependence potential…At 
present, that level would appear 
to be 0.4 mg nicotine per gram 
of cigarette tobacco filler…the 
evidence indicates that setting a 
maximum allowable nicotine 
content for all cigarettes could 
reduce acquisition of smoking 
and progression to 
addiction…[and] increase the 
rate of quitting and reduce the 
number of smokers who 
relapse…”[42]  

 

 WHO: “In most cases, higher 
taxes on tobacco products lead 
to higher prices which, in turn, 
lead to lower consumption and 
prevalence and result in a 
reduction of mortality and 
morbidity and thus in the 
improved health of the 
population. The inverse 
relationship between price and 
tobacco use has been 
demonstrated by numerous 
studies and is not contested… 
Increasing tobacco taxes is 
particularly important for 
protecting young people from 
initiating or continuing 
consumption… Higher taxes 
and prices reduce the demand 
for tobacco most sharply in 
lower-income population 
groups…thereby contributing 
to the fight against health 
inequalities.”[43] 

 

 



accommodation 
between these two 
points of view [i.e. 
health and 
profit].”[22] 

 

 

 WHO: “Tobacco products are 
commonly made to be 
attractive in order to encourage 
their use. From the perspective 
of public health, there is no 
justification for permitting the 
use of ingredients, such as 
flavouring agent, which help 
make tobacco products 
attractive…Parties should 
regulate, by prohibiting or 
restricting, ingredients that may 
be used to increase palatability 
in tobacco products.”[44] 

 

WHO: “It is essential to 
change social, environmental 
and cultural norms and 
perceptions regarding the 
acceptability of the 
consumption of tobacco 
products, exposure to tobacco 
smoke and aspects of the 
growing, manufacturing, 
marketing and sale of tobacco 
and tobacco 
products…Education, 
communication and training are 
the means of raising public 
awareness and achieving social 
change on tobacco use and 
exposure to tobacco smoke. To 
achieve the highest level of 
attainable health in all 
populations, social norms 
should provide enabling 
environments which protect 
against exposure to tobacco 
smoke, promote tobacco-free 
lifestyles, help tobacco users to 
quit tobacco use and prevent 
others, particularly young 
people, from starting.”[45] 
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