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Table 1  The key informants 

Country Key Informant Position / Affiliation 

France Sylviane Ratte 

 
National Cancer Institution, Prevention 
Department, Tobacco Control Union 
 

Germany Martina Pötschke-Langer 

 
Head of the Cancer Prevention Unit and the WHO 
Collaborating Centre for Tobacco Control, German 
Cancer Research Centre 
 

Ireland Norma Cronin 

 
Health Promotion Manager, Tobacco Control  
Irish Cancer Society, Dublin 
 

Poland Magda Cedzynska 
Cancer Centre, Institute of Oncology, 
Epidemiology and Prevention Department, 
Warsaw 

Russia Kirill Danishevski 

 
Executive Director of the Open Health Institute, 
Moscow 
 

Scotland Sally Haw 

 
Principal Public Health Advisor, NHS Health 
Scotland, Edinburgh* 
 

Slovakia Darina Sedlakova 
 
Head of the WHO Country Office in Slovakia 
 

Spain Pepa Pont 
Head of the Health Education Unit, Health 
Promotion Service, General Direction of Public 
Health and Sanitation of the Region of Valencia 

*Due to the extensive research conducted in Scotland, it was chosen to represent the UK 
 
 
The key informants were initially approached 
by email and asked to participate in the study.  
The interviews were conducted by telephone 
and lasted approximately one hour. The 
interview questionnaire (Appendix I) was 
developed by the research team and reviewed 
by the INWAT-Europe Advisory Board and 
Lorraine Greaves of the British Columbia 
Centre of Excellence for Women’s Health.  The 
interviews covered the following topics: current 
and recent work and activities addressing SHS 
including legislation, media campaigns and 
research; SHS in the home and in public 
places particularly in relation to girls and 
women; national data on SHS exposure; SHS 
as a national priority. 
 
The interviews were conducted between 
December 2007 and March 2008.  All 
interviews except for one were conducted in 
English.  The interview with the key informant 

from Spain was conducted in Spanish and 
subsequently translated into English.  Notes of 
the key informant’s responses were taken 
during the course of each interview. 
Subsequently, participants reviewed these 
notes for accuracy and to add any additional 
relevant information. The notes of the 
interviews were analyzed by the research team 
to identify key themes and issues in particular, 
commonalities and differences between 
countries. Finally, key informants were given 
the opportunity to comment on a draft version 
of the report including the draft 
recommendations.  
 
2.3 INWAT-Europe Seminar 
 
A draft of the report, which included preliminary 
findings from the literature review and key 
informant interviews, was discussed at a one 
day expert seminar in March 2008 by the 
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INWAT-Europe Advisory Board and the 
research team. The countries represented on 
the Advisory Board and present at the seminar 
were: Finland, Germany, Italy, The 
Netherlands, Poland, Spain, Sweden and the 
UK. The purpose of the seminar was to 
consider the presentations of the research 
team and to draw conclusions and 
recommendations.   
 
The final draft of the report was sent to 
seminar participants, key informants and an 
external expert reviewer for final comments.  
The final version of the report was submitted to 
ENSP and the European Commission.  
 
2.4 Limitations of information sources 
 
Due to limited resources it was not possible to 
undertake a comprehensive systematic review 
of the literature nor detailed quality 
assessments of the individual studies that were 
included. Rather, the literature review should 
be regarded as a review of reviews, with 
findings from individual studies published after 
the reviews, as suggestive rather than 
conclusive. In addition, there was very little 
data on exposure to SHS available at the 
individual country level, thus it proved 
necessary to draw on European surveys which 
often had small sample sizes for each country 
and relied on self-reports of exposure, 
behaviour, regulations, etc. Thus these 
findings need to be viewed with caution, for 
example when making comparisons between 
countries, as they may not be truly 
representative of a country and/or there may 
be biases in the self-reports particularly in 
countries where there is greater awareness of 
the health risks of SHS.  
 
Caution is also needed when comparing 
survey data from European and individual 
country studies as they often used different 
methods and questions in assessing SHS 
exposure and other variables. In addition, 
many studies, including the pan-European 
surveys, rarely reported sex disaggregated 
data. This limited the conclusions that could be 
drawn on sources and levels of SHS exposure 
in women and men, and the impact of SHS 
exposure on the health of women and men in 
Europe. 
 
Finally, as stated earlier only one person 
served as a key informant for each country and 
thus generalisations cannot be drawn from 
their statements.  Rather they provide expert 
insights and information based on their 

experiences of working in tobacco control at a 
country level.  
 

3. Findings from the literature 
review and interviews 
 
Evidence on sex and gender differences or 
similarities is presented here when available.  
Where no data or conclusions are presented 
this is because the study or report did not 
present the information. 
 

3.1 The health effects of secondhand 
smoke 

 
Main Points 
- Exposure to SHS can cause disease and 

premature death in adults and children 
- It has been estimated that in 2002, SHS 

caused nearly 80,000 deaths occurring  in 
28 western European countries  
- The vast majority of these deaths were 

caused by SHS exposure in the home 
- There are no sex disaggregated estimates 

of deaths in Europe but in Scotland it is 
estimated that 75% of deaths from SHS in 
non-smokers are in women 
- In adults, SHS exposure can cause lung 

cancer and coronary heart disease 
- SHS has been linked to a number of other 

conditions in adults including respiratory 
problems and, in women, breast and 
cervical cancer  
- Children exposed to secondhand smoke 

are at increased risk for acute respiratory 
illnesses, middle ear disease, and more 
severe asthma  
- In infants, SHS exposure is a cause of 

sudden infant death syndrome and low 
birth weight. 

 
3.1.1 Introduction– evidence of harm 
 
Some of the earliest scientific papers on 
‘passive smoking’  referred to the health 
consequences of breathing cigarette smoke for 
children19   but the early 1980s saw the 
publication of  evidence that other people’s 
tobacco smoke increased the risk of lung 
cancer in adult non-smokers3 20.  In the nearly 
three decades since then, many studies have 
investigated the relationship between breathing 
SHS  and ill health 1 9 21 22 23 24 . These 
independent inquiries have all concluded that 
the risk to health from SHS is real.  Moreover, 
an astonishing number of health effects have 
been associated with SHS (Figure 1).



 10 

 
 

Figure 1. Diseases caused by secondhand smoke  
 
 

 
(Source: German Cancer Research Centre25) 
 
 
 

3.1. 2 Deaths attributable to SHS 
exposure  
 
It has been estimated that in 2002 passive 
smoking at work accounted for over 7,000 
deaths among European adults in the then 25 
Member States of the European Union (EU-25)  
and three other western European countries 
with a further 72,000 adult deaths caused by 
exposure to SHS in the home.  Of these, about 
2,800 deaths attributable to exposure at work 
were among non-smokers, while 16,600 of 
estimated deaths caused by exposure at home 
occurred among non-smokers11. The main 
causes of death attributed to SHS in smokers 
and non-smokers are lung cancer (about 
13,200 deaths), ischaemic heart disease 
(about 32,300 deaths), stroke (about 28,600 

deaths) and chronic non-neoplastic (not 
cancerous) respiratory disease (about 5,300 
deaths). The numbers of deaths vary between 
countries, reflecting population size as well as 
different patterns and trends in smoking and 
SHS exposure, though these are not analysed 
by sex (Table 2).  However, in Scotland, a 
country with a long history of women’s smoking 
(Stage 4 of the tobacco epidemic), it has been 
estimated that over 75% of SHS-related deaths 
in non-smokers occur among women26. In 
Spain, where women took up smoking later 
(Stage 3 of the tobacco epidemic), estimated 
deaths attributed to SHS exposure among non-
smokers both in the home and the workplace 
ranged from 408-1703 for men and 820-1534 
for women27. Most of these deaths were 
caused by SHS exposure in the home. 



 11 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
* Iceland,  Norway and Switzerland 

(Source: Smoke-free Partnership 200611) 

Table 2 Estimated annual deaths in adults from secondhand smoke in  
EU-25 and 3 EFTA countries*, 2002  
 

Country 
Exposure at 

home 
Exposure at 

work 
Total 

Austria 856 173 1029 

Belgium 1836 297 2133 

Cyprus 2597 904 3501 

Czech Republic 2597 904 3501 

Denmark 1316 397 1714 

Estonia 477 22 499 

Finland 623 36 659 

France 5574 289 5863 

Germany 14354 1255 15609 

Greece 2349 67 2416 

Hungary 3782 158 3940 

Iceland 38 2 40 

Ireland 539 26 566 

Italy 6216 965 7180 

Latvia 1167 340 1507 

Lithuania 1320 42 1362 

Luxembourg 74 12 86 

Malta 52 7 59 

Netherlands 1898 435 2332 

Norway 527 98 626 

Poland 8406 314 8720 

Portugal 1450 69 1519 

Slovakia 1272 461 1733 

Slovenia 287 15 303 

Spain 5463 841 6305 

Sweden 512 27 539 

Switzerland 888 114 1003 

United Kingdom 10456 488 10944 
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3.1.3  Cancer  
 
The two early papers published in English 
language journals linking SHS exposure to 
lung cancer had as their subjects non-smoking 
wives of cigarette smoking husbands3 20.  
Review level evidence has concluded that SHS 
exposure can cause lung cancer among 
women28 who have never smoked and that the 
increased risk of lung cancer from SHS 
associated with living with a smoker is 20 – 
30%9. 
 
There is strong evidence that SHS increases 
the risk of breast cancer.  One review24   found 
13 out of 14 studies reviewed showed an 
elevated risk of breast cancer in younger, 
primarily pre-menopausal, nonsmoking women 
exposed to SHS.  Another review9, found the 
evidence of causality ‘suggestive but not 
sufficient’ to infer a causal relationship. Active 
smoking has been consistently associated with 
increased risk of cancer of the cervix,  and 
evidence from epidemiological and 
biochemical studies indicates that exposure to 
SHS might also put women at increased risk28 

1.  The role of other potential confounding 
factors is still not well understood, so there is 
some uncertainty that SHS causes cervical 
cancer in lifelong non-smokers9.  
 
3.1.4  Cardiovascular disease 
 
Exposure to SHS significantly increases the 
risk for coronary heart disease (CHD) morbidity 
and mortality among both men and women. In 
review level evidence of studies published 
before 2001, the increased risk of CHD has 
been estimated to be 25 – 30% in adults 
exposed to SHS9. A more recent study has 
suggested that this may be an underestimate 
and that the increased risk of death from CHD 
to heavily exposed individuals may be 50-60% 
higher than those not exposed to SHS29 . The 
review cited above concluded that the 
evidence was ‘suggestive but not sufficient’ to 
infer a causal relationship between SHS 
exposure and increased risk of stroke9.  A 
more recent study of Chinese women found 
that all causes of cardiovascular mortality were 
significantly higher in women whose husbands 
smoked than in those whose husbands did 
not30 .   
 
3.1.5 Respiratory effects in adults 

 
The evidence of impaired respiratory health as 
a result of exposure to SHS is much stronger 

for children than for adults.  In a review of the 
evidence the US Centers for Disease Control 
and Prevention9 concluded that evidence 
linking SHS exposure to a number of 
respiratory conditions in adults was good but 
not yet strong enough to infer causality; these 
included: 

• Acute respiratory symptoms – cough, 
wheeze, difficulty breathing etc – in both 
people with and without asthma 

• Chronic respiratory symptoms 
• Acute decline in lung function among 

asthma suffers after short term exposure 
to SHS 

• Onset of adult asthma 
• Worsening of asthma control 
• Increased risk of chronic lung disease 

 
A subsequently published study of respiratory 
symptoms in Singapore Chinese, with a 77% 
female sample, concluded that living with a 
smoker in childhood was associated with 
chronic dry cough and phlegm in adulthood, 
independent of later exposures to SHS31.  
Lung effects such as wheezing, shortness of 
breath and asthma were found in a sample of 
Italian women who had never smoked  but 
were exposed to both SHS by their husband 
(58%) and at work,  concluding that both 
exposures in private and public places are 
important to consider32. 
 
Other more recent studies have linked SHS 
exposure to allergic responses.  It is thought 
that SHS could interact with allergen in 
humans to alter immune responses and 
promote changes associated with allergic 
airway disease. A US study concluded that 
SHS can exacerbate allergic responses in 
humans33. A Japanese study involving 1002 
pregnant women diagnosed with asthma after 
the age of 18 found that active smoking and 
SHS exposure might increase the likelihood of 
asthma and allergic rhinitis34. A German study 
of 4039 non-smoking adults found an 
association of allergic rhinitis sensitization 
more likely in the workplace than the home35. 

 
3.1.6  Reproductive and developmental 
effects 
 
Active smoking during pregnancy has long 
been causally associated with adverse 
reproductive outcomes including low birth 
weight, increased risk of perinatal mortality and 
sudden infant death syndrome (SIDS). It is not 
always possible to disentangle the effects of 
maternal smoking during pregnancy, exposure 
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to SHS during pregnancy and parental 
smoking after birth, but the importance of SHS 
exposure as a health risk to children is 
becoming increasingly clear.  Infants and 
children are particularly susceptible to SHS 
because of their small airways, lungs and 
increased frequency of breathing compared to 
adults. They are also less able to reduce their 
exposure to adult smoking.  
 
There have been several major reviews of the 
effects of SHS on child health24 28 36 10 9. The 
most recent9 10 concluded that there was a 
causal link between exposure to SHS in 
infancy and childhood and the following 
conditions: 

• SIDS (‘cot death’) 
• Lower respiratory illness 
• Asthma attacks in children already 

affected 
• Middle ear disease (‘glue ear’) 
• Respiratory symptoms (cough, wheeze, 

breathlessness) 
• Impaired lung function in childhood and 

adulthood 
 

Interpretation of the evidence linking SHS 
exposure to the onset of childhood asthma is 
complex. After a careful review, the US 
Surgeon General concluded that although 
there was clear evidence that SHS increases 
the population prevalence of asthma, it was not 
yet strong enough to conclude that it caused 
asthma in individuals.  
 
Other studies have examined childhood 
exposure to SHS with the development of 
bacterial meningitis in children10; childhood 
cancers37 38; exacerbation of symptoms in 
cystic fibrosis; increased risk of cardiovascular 
disease and cancer in adulthood10.  
 
3.2 Sources and levels of exposure 
to secondhand smoke. 
 
Main Points 

- There are significant differences in 
women’s and men’s occupational and 
domestic roles which may affect the 
relative importance of exposure to SHS 
in public and private spaces 

- Women are less likely than men to be in 
full-time paid employment but spend 
longer on unpaid domestic work. 
Women have less leisure time than men. 

- SHS exposure takes place in half of all 
European homes 

- Smoking in the home is less common 
when children, pregnant women and 

non-smokers are present, however it still 
does occur in high percentages in 
European countries 

- National surveys from several countries 
show that smoking in the home is more 
common in low socio-economic 
households 

- Mother’s smoking is more important than 
father’s as a source of children’s SHS 
exposure in the home. 

- Smoking in the car is prevalent in 
Europe and still occurs with other 
passengers such as non-smokers and 
children in the car 

 
3.2.1 Introduction- gendered 
occupational and domestic lives 
 
In recent years there have been considerable 
changes in gender roles in countries across 
Europe, particularly in the increasing 
proportion of women participating in the labour 
market39. However, there continue to be 
significant differences in both occupational and 
domestic roles between men and women 
across Europe. This is important to consider as 
these gender differences, both presently and in 
the past, will have different implications for: 

• the level and patterning of women’s 
exposure to SHS in public (e.g. 
workplaces) and private (e.g. home) 
spaces, and the impact on women’s 
health both now and the future 

• women’s relative importance as a 
source of SHS exposure in different 
settings, particularly in relation to 
children.  

• the challenges and barriers that need to 
be addressed in reducing exposure to 
SHS 

 
This background section outlines what is 
known about women and men’s occupational 
and domestic roles in Europe in order to help 
contextualise the findings on SHS exposure in 
different settings in the subsequent sections. 
 
Over the last 20 years the proportion of women 
undertaking paid employment has increased 
significantly39 . Women now make up 44% of 
those of working age in paid employment in 
EU-2513. However, data from the Eurostat 
survey for 200613 show that the proportion of 
men of working age in paid employment is still 
greater than that of women throughout Europe. 
In EU-25, 72% of men aged 15-64 years were 
in paid employment compared to 57% of 
women. The proportion of women in paid 
employment varies considerably between 
countries from 73% in Denmark to 46% in Italy 
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and 35% in Malta. Also women aged 25-44 in 
paid employment are less likely to be in full-
time work than men. 64% of women worked 35 
hours or more a week compared to 94% of 
men. The Netherlands had the largest 
proportion of women (and men) who work part-
time. This is reflected in the average hours of 
paid work which between 1998- 2004 in EU-14 
was just over five hours a day for men (25-44 
years) and just under three hours a day for 
women of the same age.  In addition, women 
are concentrated in fewer occupational sectors 
than men, with women much more likely to be 
employed in the service sector and men in 
industry.  Indeed, women comprise the vast 
majority of workers in private households 
(88%), health care and social work (78%), 
education (71%) and retailing (61%). 
 
The increase in the proportion of women in 
paid work has not been balanced by an 
increase in men’s undertaking unpaid domestic 
work. Between 1998 - 2004 women (25-44 
years) in EU-14 spent 278 minutes a day doing 
unpaid domestic work including childcare, 
cooking, washing and cleaning compared to 
116 minutes a day for men13. Overall, women 
in low income countries spent longer doing 
unpaid domestic work than those in higher 
income countries. However, the country with 
the largest gender difference was Italy where 
women spent over five hours a day on 
domestic work compared to just over an hour 
spent by men. Given the difference in 
occupational and domestic roles, it might be 
expected that women spend more time in the 
home than men. For example, a German study 
found that women in on average spent 16.6 
hours per day in the home compared to 14.7 
hours a day for men40 . The difference was 
particularly striking in the 35-54 age group, 
15.8 hours for women compared to 12.7 hours 
for men. Grandparents, usually grandmothers, 
are also an important source of childcare in 
many European countries39. 
 
The longer time that women in Europe spent 
on unpaid domestic work meant that, although 
fewer were in full-time paid employment, when 
paid and unpaid work are combined women 
(15-44 years) worked longer than men and had 
less leisure time. There were also some 
differences in leisure activities with men more 
likely to participate in sport and to spend longer 
watching television. This varied between 
countries. Women and men from higher 
income countries spent more time on social 
activities than those from lower income 
countries who spent more time on the usually 
cheaper activity of watching television. Gender 

differences in leisure patterns have also been 
found among young people in Europe. A 
survey involving over 30 countries in Europe 
found that 11-15 year old girls spent less time 
after school in the evenings with their friends 
than did boys41. This may be because boys 
have greater freedom, domestic roles are more 
prescribed for girls, or that girls choose to 
spend more time on homework or other 
activities. 
 
3.2.2 Smoking in the home. 

This section draws on two types of studies to 
describe what is known about smoking in the 
home in Europe, particularly in relation to age 
and gender differences. The first type of study 
includes those which ask people about their 
exposure (with or without biological validation 
of exposure such as cotinine measurement) to 
SHS in the home. However caution must be 
used when interpreting the findings of many of 
these studies, particularly national surveys, as 
they often use rather broad and crude 
measures of exposure, such as any exposure 
in the previous week. Thus these data may not 
reflect the true magnitude and frequency of 
exposure to SHS, and the potential impact on 
health, and may also mask differences 
between groups and countries.  The second 
type of study includes those which ask people 
(often only smokers) about any rules or 
restrictions on smoking in their home. Again, 
findings from these studies need to be 
interpreted with care as, particularly with 
increasing awareness about the health risks of 
SHS, respondents might be biased towards 
giving more socially acceptable answers.  

Much of the concern about smoking in the 
home focuses on infants’ and children’s 
exposure to SHS, as they are more vulnerable 
to the health effects of SHS than adults and 
may have little control over their environment 
and exposure to SHS. Also smoking in the 
home has been found, in several countries10, 
to be the most important source of children’s 
exposure to SHS. In the US a recent study 
estimated that smoking in the home is 
associated with $117 in additional health care 
costs for treating respiratory problems in each 
exposed child aged 0-4 years old42. Surveys in 
countries in Europe have found that infants 
and children are still widely exposed to SHS in 
the home.  An Italian a survey found that in 
2003, 53% of infants aged 12-24 months were 
exposed to SHS at home compared to 18% 
exposed to SHS outside their home43. A 
Swedish survey carried out in 2005 found that 
5% of children under 15 years of age were 
exposed to smoking in the home44. In Scotland 
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in 2003 (prior to the smokefree legislation) a 
national survey found that the home was the 
most important source of exposure to SHS 
among children45. Some 86% of girls and 83% 
of boys aged 8-15 reported being exposed to 
SHS, with 61% of boys and 64% of girls 
exposed to SHS in their own or other people’s 
homes. Among 12-15 year olds, girls (91%) 
were more likely than boys (86%) to report 
exposure to SHS. 

The most comprehensive source of data on 
European adolescents’ exposure to SHS is the 
Global Youth Tobacco Survey (GYTS12). The 
GYTS collected data on self-reported SHS 
exposure among 13-15 year olds from 140 
countries between 2000 and 2007. It found that 
globally nearly half (42.5%) of 13-15 year olds 

reported that they had been exposed to SHS in 
the home in the previous week. The reported 
prevalence of SHS exposure in the home was 
higher among young people in European 
countries (77.8%) than in other regions. Table 
3 summarizes data from GYTS. It is evident 
there was considerable variation between 
countries. SHS exposure in the home varied 
from 38.0% in the Czech Republic to 97.7% in 
Serbia and 96.5% in Bosnia and Herzegovina. 
Unfortunately the survey did not include 
countries from Western Europe. Also, the data 
were not broken down by sex and respondents 
were only asked whether they had been 
exposed to SHS in the previous week, with no 
attempt to quantify the level or extent of 
exposure or validate self-reported exposure, 
for example, through measuring cotinine.
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Table 3. Percentage of 13-15 year olds exposed to smoke at home and public 
places and percentage favouring banning in public places in countries in 
Europe. (Global Youth Tobacco Survey, 2000-200712)  
 

Country 
Year of 
survey 

Exposed to 
smoke at home 

during 
preceding week  

(%) 

Exposed to smoke 
in public places 

during preceding 
week  (%) 

Favoured banning 
smoking in public 

places (%) 

Albania 2004 84.8 80.6 93.7 

Armenia 2004 89.8 85.1 90.3 

Belarus 2004 75.3 90.1 86.4 

Bosnia and 
Herzegovina 

2003 96.5 91.4 86.6 

Bulgaria 2002 67.7 75.7 62.5 

Croatia  2007 92.0 91.2 67.3 

Cyprus 2005 87.9 87.8 86.5 

Czech Republic 2007 38.0 75.2 70.1 

Estonia 2003 80.6 90.7 78.3 

Georgia 2003 95.0 93.8 76.1 

Greece 2005 89.8 94.1 84.8 

Hungary 2003 84.0 92.8 69.7 

Kazakhstan 2004 72.7 71.8 89.9 

Kosovo 2004 84.2 72.8 93.5 

Kyrgyzstan 2004 64.4 64.9 91.1 

Latvia 2007 55.2 72.7 79.4 

Lithuania 2005 43.1 64.4 66.1 

Macedonia 2003 91.9 80.2 86.7 

Moldova 2004 62.3 96.7 92.4 

Montenegro 2004 95.1 86.3 86.8 

Poland 2003 86.7 90.4 75.0 

Romania 2004 90.4 81.5 86.1 

Russian Federation 2004 76.4 89.4 82.6 

Serbia 2003 97.7 90.6 79.0 

Slovakia 2003 79.5 85.7 75.6 

Slovenia 2003 65.9 89.0 71.5 

Tajikistan 2004 51.5 69.7 93.2 

Turkey 2003 81.6 85.9 91.4 

Ukraine 2005 70.1 84.4 83.2 

All  77.8 86.1 83.1 
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As the GYTS did not disaggregate its findings 
by sex it is not possible to determine if there 
were any sex-related patterns in reported 
exposure. There were also no breakdowns by 
socio-economic status or ethnicity.  However, 
given that women in Europe continue to 
undertake most child care and domestic work, 
it might be expected that their smoking 
behaviour in the home is more important than 
that of men in determining children’s exposure 
to SHS. Several studies in the UK have 
supported this view.  
 
A study of 5-11 year olds in Liverpool found 
that maternal but not paternal cigarette 
smoking was significantly associated with SHS 
exposure in children, as measured by salivary 
cotinine levels46.  SHS exposure was highest 
among children who were male, under seven 
years old and from low socio-economic status 
families. Similarly national surveys in Scotland 
have found that levels of SHS exposure in 
children (as measured by cotinine) were more 
strongly linked to mothers’ than fathers’ 
smoking behaviour in the home16. A large US 
study of 6 to 17 year olds concluded that 
maternal but not paternal current and past 
smoking behaviour significantly impacted on 
the child’s wellness and school attendance47 .  
 
The literature search did not reveal any 
Europe-wide surveys of adult’s self-reported 
levels of exposure in the home. At the country 
level a Scottish national survey, carried out in 
2003, found that 35% of women and 34% of 
men reported that they were exposed to SHS 
in their own or other people’s homes, with 21% 
of women and 23% of men being exposed in 
their own home. Reported exposure declined 
with age, being highest among 16-24 year olds 
at 57% in women and 55% in men45.  Fewer 
respondents reported exposure to SHS in the 
home than in public places - 44% of women 
and 52% of men. Public places included public 
transport, pubs, work and other places. 
However, more respondents reported 
exposure in the home than work, though 
similarly more men reported exposure at work 
(18%) than women (10%). A large study of 
adults carried out in Barcelona in 2000 found 
that nearly 7 in 10 (69.7%) reported being 
exposed to SHS at work and at home, while 

about 3 in 10 (29.7%) reported exposure only 
at work and fewer than 2 in 10 (17.5%) only at 
home48. Significantly more women than men 
(26.2% vs 13.2%) reported that they were 
exposed to SHS only in the home, while men 
were significantly more likely to report that they 
were exposed only at work (32.9% vs 25.6%).  
 
The EUROBarometer survey carried out for the 
European Commission in 200614 asked 
smokers about smoking restrictions in the 
home in European countries.  Again, the main 
findings were not disaggregated by sex (Table 
4). Nearly half the respondents (49%) reported 
that their homes were completely smokefree:  
22% reported total bans on smoking, 19%, 
reported that smokers were only allowed to 
smoke outside and a further 8% of smokers 
said that they voluntarily did not smoke. Partial 
restrictions on smoking were reported for 25% 
of homes, where smoking was only allowed in 
certain rooms (18%) or generally not allowed 
apart from occasional exceptions (7%).   
Countries with highest proportions of 
households with rules against smoking at 
home were Finland (83%) and Sweden (69%).  
Smokers in Spain (42%) and Greece (41%) 
were the most likely to report that they did not 
have smoking restrictions in their homes. 
 
Most smokers (82%) said that they would 
smoke either regularly or occasionally in their 
home when on their own, with the highest 
prevalence in Spain (92%) and Hungary (93%) 
and lowest (33%) in Finland.  Women were 
more likely than men to report smoking at 
home when alone. Significantly more smokers 
said that they would not smoke in their homes 
if there were non-smokers present, though 
again this varied considerably between 
countries. Smokers from Sweden (30%) and 
Finland (32%) were least likely to report that 
they smoked at home in the company of non-
smokers whereas smokers from Spain (85%), 
Austria (79%) and Greece (77%) were most 
likely to smoke in front of non-smokers at 
home.  There were clear socio-economic 
differences. The higher the level of education, 
the more likely smokers were to report not 
smoking at home in the company of non-
smokers.   
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Fewer smokers reported that they would 
smoke in front of children (Table 4). Even 
lower proportions said that they would smoke 
in front of pregnant women, though again there 
were considerable differences between 
countries, and the least reported smoking in 
front of pregnant women was among higher 
educated smokers. In relation to children the 
prevalence ranged from 10% in Sweden 
reporting that they regularly or occasionally 
smoked at home in front of children to 51% in 
Spain and Austria. However, this survey did 
not specify the age of the child. Other studies 

have found that smoking restrictions in the 
home decrease as children get older. For 
example, the International Tobacco Control 
Study49 found that the prevalence of smokefree 
homes declined in all four surveyed countries 
(Australia, Canada, UK, US) as the age of the 
youngest child in the household increased.  
 
Additional information about current levels of 
smoking restrictions in the home was provided 
by ENSP country representatives from the UK, 
Denmark, Norway and Finland. Similar 
patterns were found with smokers reporting 

Table 4. Percentage of adult smokers reporting smoking 
regularly (Reg) or occasionally (Occ) in the home in European 
countries in 2006. (Source: EURObarometer14)  
 

Country 
In the company of 

non-smokers 
In the company of 

children 
In the company of 
pregnant women 

 Reg Occ Reg Occ Reg Occ 

Austria 32 47 12 39 8 31 
Belgium 38 35 19 26 10 19 
Bulgaria 28 47 9 29 6 19 
Czech Rep 16 40 5 21 3 10 
Cyprus 30 33 14 19 7 9 
Denmark 38 36 18 28 17 28 
Estonia 18 40 4 13 2 10 
Finland 12 20 3 14 6 10 
France 30 29 11 14 2 12 
Germany 26 41 10 25 5 15 
Greece 47 30 14 28 8 20 
Hungary 21 49 10 29 6 19 
Ireland 35 37 10 25 7 19 
Italy 28 35 9 27 8 17 
Latvia 16 45 4 19 1 8 
Lithuania 14 38 2 13 1 5 
Luxembourg 28 33 16 22 8 18 
Malta 17 27 10 13 0 9 
Netherlands 34 28 16 23 12 19 
Poland 28 40 11 23 6 14 
Portugal 27 36 6 26 4 19 
Romania 27 41 9 26 3 23 
Slovakia 8 35 3 16 1 8 
Slovenia 23 39 7 27 5 17 
Spain 55 30 13 39 9 33 
Sweden 12 18 3 7 3 8 
UK 31 28 12 26 5 15 
ALL 31 35 11 25 6 17 
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fewer restrictions in their homes than non-
smokers (Table 5). In Scotland, although 
restrictions and bans had increased in recent 
years, they remained least common in homes 
where adults were smokers and those from low 
socio-economic groups50 . A similar pattern 
has been found across Great Britain where a 
national survey in 2006 found that 52% of 
people of low socio-economic status (routine 
and manual occupations)  reported that 
smoking was not allowed in their homes 
compared to 70% of those of high socio-
economic status (professional and managerial 

occupations)51 . The British survey also found 
that women were slightly more likely than men 
to report that smoking was not allowed in their 
homes (63% compared to 60%), and to report 
they modified their smoking in the presence of 
non-smoking adults (38% compared to 28%). 
In Norway a survey52  found that 88% smokers 
said that they would not smoke in front of 
children. A Finnish study53 of 12-18 year olds 
found that 58% reported that their homes had 
smoking bans, 27% had partial restrictions and 
4% had no restrictions. 

 
 

Table 5. Smoking restrictions in the home in Great Britain51, 
 Scotland50 and Denmark54. 

 

Type of Restriction Non-Smoker* Smoker Total 

Complete ban % % % 

Great Britain 75.0 27.0 61.0 

Scotland 50.8 14.8 38.3 

Denmark 34.4 20.3 30.4 

Partial Ban    

Great Britain 17.0 48.0 26.0 

Scotland 36.7 45.4 39.8 

Denmark 10.0 22.4 13.5 

No restrictions    

Great Britain 8.0 25.0 13.0 

Scotland 12.4 39.7 21.9 

Denmark  55.6 57.3 56.1 

*Non-smokers in GB only included never smokers. 
 

 
 
 
 
 
 
 

 
3.2.3 Smoking in the car 

 
Because it is a small enclosed space, smoking 
in the car can produce high concentration of 
SHS55  The car can be viewed as occupying an 
intermediate position between being a private 
and public space, being to some extent an 
extension of the home but in public view on the 
road.  It is therefore perhaps not surprising that 
smokers in the EUROBarometer survey14 
generally reported that they had more 
restrictions in their cars than in the home 
(Table 6).  Just under half (49%) of smokers 
reported   that they   smoked  in  the  car  when  

 
alone (compared to 82% in the home), with the 
highest reported frequency in Greece and 
Cyprus (64%) and the lowest in Sweden 
(23%).  Notably, women (40%) were much less 
likely than men (55%) to report that they 
smoked in cars when alone.  As with the home, 
reported smoking in the car decreased when 
smokers were with non-smokers (24%), 
children (9%) or a pregnant woman (5%). 
Again this varied between countries with 
Sweden and Estonia having the highest level 
of reported restrictions and Greece, Cyprus 
and Austria the lowest.  
 

Key informant interviews 
Key informants from two countries, Russia and Spain, provided anecdotal 
supportive evidence that smoking in the home was common.  In Germany, data 
from the National Health Survey (1998) found that SHS exposure in the home was 
more common among women than men (14.4% vs 12.3%).  
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Women (19%) reported that they were less 
likely than men (28%) to smoke when in the 
car with a non-smoker.  As with homes, those 
with higher levels of education were less likely 
to report smoking in a car when with a non-
smoker or child.  The same pattern was seen 
with children in the car with women (84%) and 
those with most education (86%) being most 

likely to refrain from smoking in the car.  
However, smoking in the car appears to 
becoming less common. Comparing 2006 with 
2005 the average percentage of smokers in 
Europe reporting smoking alone in their cars 
decreased by 5%, when with a non-smoker in 
the car decreased by 4% and with children in 
the car by 5%.   

 
 

Table 6. Percentage of adult smokers reporting smoking in the car in 
 countries in Europe in 2006. (Source EURObarometer 14 ) 
 

Country 
In presence of 
non-smokers 

In the presence 
of children 

In the presence of 
pregnant women 

Austria 31 13 8 

Belgium 25 11 8 

Bulgaria 31 12 6 

Cyprus 33 15 5 

Czech  Rep 15 5 2 

Denmark 25 17 15 

Estonia 7 1 1 

Finland 13 5 6 

France 18 10 5 

Germany 19 6 4 

Greece 38 12 6 

Hungary 12 5 3 

Ireland 31 11 7 

Italy 26 10 5 

Latvia 20 7 3 

Lithuania 26 6 3 

Luxembourg 16 5 1 

Malta 29 16 0 

Netherlands 17 9 6 

Poland 23 9 6 

Portugal 29 6 5 

Romania 31 11 4 

Slovenia 20 4 3 

Spain 36 7 3 

Slovakia 14 3 2 

UK 27 15 7 

Sweden 7 1 0 

ALL 24 9 5 

 

 

Additional information about smoking in cars 
was also gathered from ENSP members.  
Scotland was the only country that reported it 
collected national data on restrictions on 
smoking in cars (Table 7).  As with the 
European data, reported restrictions in cars in 

Scotland were higher than those in homes 
(Table 5). Restrictions were also much more 
common in non-smokers’ than smokers’ cars.  
 
Cyprus was the only country to report having 
legal restrictions on smoking in cars; smoking 
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is banned in all public and private cars carrying 
children aged 16 years or younger. Other 

countries are starting to debate banning 
smoking in private cars carrying children.

 
Table 7. Smoking restrictions in cars in Scotland in 2005 (Source: Scottish 
Executive50)  
 

Type of Restriction Non-Smoker % Smoker % Total % 

Complete ban 86.5 48.9 75.1 

Partial ban 7.2 27.4 11.1 

No restrictions 6.4 30.9 13.8 

Total 69.9 30.1 100 

 
 
3.2.4 Smoking in public places 
including workplaces 
 
Both Europe-wide and national surveys reveal 
strong support for smokefree workplaces.  Of 
course, most workplaces are also public 
places, so the widespread approval of 
smokefree working conditions might be 
indicative of wider support for smokefree public 
spaces.  When surveyed, over two-thirds of 
Europeans (67%) reported that they were 
never or almost never exposed to SHS on a 
daily basis in their workplace14.  As would be 
expected, there were enormous variations 
between countries with 96% of respondents in 
Ireland reporting no exposure compared to 
only 15% in Greece.  Among the 33% reporting 
regular daily exposure to SHS at work, 11% 
said they were exposed for more than 5 hours 
a day, 8% for 1-5 hours a day and 13% for less 

than one hour a day.  The level of exposure 
was related to the type of workplace, with 
those working in the hospitality sector reporting 
the longest exposures to SHS (Table 8). 
Unfortunately, again, none of these data was 
disaggregated by sex. However, in a study on 
working conditions in the European Union  
(EU-27) in 2005, 15% of men and 13% of 
women reported that they were exposed to 
tobacco smoke for at least half of their time at 
work56.  Both male and female full-time 
workers were more likely to be exposed (16% 
and 10%) than part-time workers (11% in men 
and 7% in women). Overall men reported a 
higher risk of SHS exposure than women. 
However, the risk for women was greater than 
men in managerial jobs, perhaps reflecting 
management in the services sector. No 
Europe-wide data were available on non-
workplace exposure to SHS in public places. 

 
Table 8 Self-reported exposure to SHS in different workplaces in Europe 

(Source: EUROBarometer 200714) 
 

Type of 
workplace 

5 hours or 
more a day (%) 

1-5 hours a day 
(%) 

Less than 5 
hours a day (%) 

Never or 
almost never 

(%) 
Restaurants, 
pubs or bars 

33 17 20 29 

Government 
facilities 

5 4 12 78 

Health care 
facilities 

3 7 9 81 

Education 
facilities  

2 4 5 87 

 
 
German national surveys indicate that 
exposure to SHS is more common among men 
than women, in younger age groups and is 
more frequent in the workplace than in the 

home57.  Of the workplaces surveyed, those 
working in the hospitality industry (hotels, 
restaurants and bars) were the most affected 
by secondhand smoke58.  A British national 
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survey also found that prior to the introduction 
of UK-wide smokefree legislation women were 
more likely than men to work in workplaces 
where smoking was banned (66% compared to 
51%)51. In addition, workers of low socio-
economic status were less likely to have 
smoking bans at work than those from of 
higher socio-economic status. Not surprisingly, 
in a country with low smoking prevalence, 
exposure to SHS in Sweden it is reported to be 
low with 11% of men and 7% of women 
exposed to SHS in the workplace. Exposure is 
higher for younger age groups (16-29) 32% of 
men and 28% of women, than among older 
age groups (45-64), 21% and 15% 
respectively. Exposure has decreased 
substantially in workplaces and public places 

since the introduction of smoke free 
restaurants and bars in 2005.59   
 
The GYTS found that globally just over half 
(55%) of 13-15 year olds surveyed reported 
that they had been exposed to SHS in the 
previous week in public places and more than 
three quarters (78%) thought that smoking 
should be banned in all public places12.   As 
with exposure in the home, young people in 
the European region reported the highest 
prevalence of exposure at 86%, although it 
should be remembered that no Western 
European countries are represented in the 
GYTS.  Reported SHS exposure in public 
places varied from 65% in Kyrgyzstan and 
64% in Lithuania to 97% in Moldova (Table 3).

 
 
 
 
 
 
 
 
 
3.3  Reducing exposure to secondhand 
smoke 
 

Main Points 
- Smoking restrictions in the home are more 

common in households of higher socio-
economic status, which include no-smoking 
adults, children (particularly young children) 
and located in communities with smokefree 
public places. 
- Qualitative studies give important insights 

about social, physical and economic factors 
that act as enablers or barriers to reducing 
SHS exposure, particularly children’s, in the 
home. However, published studies 
considered in this report have been 
restricted to English speaking countries. 
- Mothers living in disadvantaged 

circumstances often face additional 
challenges and dilemmas in protecting their 
children from SHS in the home. 
- In order to be effective, reducing exposure 

to SHS must occur within a comprehensive 
tobacco control strategy. 
- Initiatives to create smoke-free homes and 

cars must focus on reducing barriers 
including nicotine addiction. 
- Carefully designed and implemented media 

campaigns and awareness raising have a 
role in creating smoke-free spaces. 

- Health professionals have a role in creating 
smoke-free spaces by being non-smokers 
themselves, by advising patients to quit 
smoking and by informing parents of the 
dangers of exposing their children to SHS. 
- Promoting smokefree legislation also 

promotes smoke-free homes. 
- A large majority of EU citizens say they are 

in favour of smoke-free offices, indoor 
workplaces and public spaces.  
- Those jurisdictions that have introduced 

smoke-free public places legislation have 
found it to be workable and popular.  
Although most of these laws have been in 
place for only a short time, some studies 
have found indications of health 
improvement, for example, in acute 
myocardial infarction (heart attack) rates.  
 

3.3.1 Facilitators of and barriers to reducing 
smoking in the home and car 

 
Self-reported levels of exposure to SHS have 
decreased and restrictions on smoking in the 
home have increased in several European 
countries over the past few years, reflecting 
increased awareness about the health risks of 
SHS, particularly for children. However, as 
described previously, considerable numbers of 
children and adults are still exposed to SHS in 
the home, and this varies considerably 

Key Informant Interviews 
Occupational exposure to secondhand smoke has been identified to be more of a problem among 
men than women in Germany (29.6% men vs 15.7% women) and Scotland where a greater 
percentage of men are exposed to secondhand smoke in the workplace.  The duration of the 
exposure however is unclear; the key informant from Scotland indicated that duration of exposure 
in the home is longer and in the workplace shorter.  
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between countries. Several studies in Europe 
and elsewhere, notably North America and 
Australia, have shown that restrictions on 
smoking in the home vary not only between 
countries but also within countries. In general 
smoking restrictions in the home (and car) are 
more common in households of higher socio-
economic status, which include non-smoking 
adults and where there are children 
(particularly young children) 45 50 51 60 61 62 63 64 . 
Positive attitudes towards smoke-free public 
places as well as the presence of smoke-free 
public places (including workplaces) have also 
been found to predict having a smoke-free 
home50 65. The strength of restrictions generally 
decreases with increasing numbers of smokers 
in the home. The EURObarometer14 survey 
also indicated that gender may be important 
with female smokers reporting that they were 
less likely than men to smoke in cars with non-
smokers. 
 
Moreover, several qualitative studies have 
started to explore in more depth the internal 
family and household processes that facilitate 
or hinder the adoption and enforcement of 
home smoking restrictions. While limited in 
number, location (mostly from English 
speaking countries), generalisability (small 
study sizes) and focus (mostly parents), they 
have generated important insights about the 
range of social, physical and economic factors 
that act as enablers or barriers to reducing 
SHS exposure, particularly children’s, in the 
home.  
 
A Scottish study of smokers and non-smokers, 
carried out shortly after the implementation of 
the national smoke-free public places 
legislation, found that the strategies people 
reported that they used to regulate smoking in 
their homes (and cars) were more complex 
and fluid than might be suggested by national 
survey data15. Many described how spatial 
restrictions on smoking, where smoking was 
limited to certain rooms or locations, were 
temporarily modified in some circumstances.  
A range of enablers of and barriers to 
introducing and implementing restrictions on 
smoking in the home were identified. Enablers 
included: the increasing prevalence of home 
restrictions and social norms about the 
unacceptability of smoking in the home among 
family and friends (including pressure from 
children); modification of partial or no 
restrictions in some circumstances; increasing 
awareness of the risks of SHS, particularly in 
relation to children; concerns about 
children/grandchildren not becoming smokers; 
desire to behave in morally and socially 

acceptable ways (particularly as 
parents/grandparents). Barriers included: 
limited understanding of and/or resistance to 
messages about the health risks of SHS; 
beliefs about the effectiveness of ways of 
removing SHS in the home; the need to smoke 
and one’s identity as a smoker perceptions 
about the home as a private space protected 
from public controls; social norms in some 
communities about the acceptability of 
smoking in the home. 
 
Qualitative studies with low socio-economic 
status (SES) parents have highlighted 
additional challenges and dilemmas that can 
face parents, especially mothers, who care for 
children in disadvantaged circumstances. They 
also point to the importance of understanding 
and addressing the gendered nature of child 
care and domestic roles and thus power and 
agency within families. An Australian study66 of 
mostly low SES smokers who wanted to 
increase home restrictions and who lived in 
high rise flats found that barriers included:  
• difficulties associated with the supervision 

of children i.e. not leaving them unattended 
when going to smoke elsewhere 

• lack of appropriate space to smoke outside 
the flat, particularly in bad weather 

• desire to smoke in comfort and/or privacy to 
achieve perceived psychosocial benefits of 
smoking such as relaxation, consolation 

• nicotine dependence  
• desire to accord with visitors’ preferences, 

particularly when dependent on them for 
child care and/or where they felt they had 
no power or control over visitors such as a 
parent or older person. 

 

A study involving smoking parents of pre-
school children in Liverpool, most of whom 
lived in disadvantaged areas, found that while 
all supported the view that babies shouldn’t be 
exposed to SHS, and reported they had had 
strategies to deal with this, few had continued 
these such strategies into infancy67 68 69. Even 
when restrictions existed, as in the Scottish 
study, they were often partial and likely to be 
ineffective, such as opening a window or 
door70 71. Reasons behind the relaxation in 
restrictions were similar to those found in the 
Australian study, with concerns and barriers 
pivoting around the difficulties of mothers 
leaving children alone once they became 
mobile, the perceived reactions of family and 
friends with possible increased social isolation 
if visitors decided to stay away if they couldn’t 
smoke, and the lack of support from partners 
and friends. For example, mothers talked 
about how their partners continued to smoke 
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which had caused some women to relapse 
after quitting when pregnant; this made it 
difficult to impose smoking restrictions in the 
home. In addition, while most seemed aware of 
risks of smoking in pregnancy, in contrast to 
the Australian study but similar to the Scottish 
study, knowledge about SHS was limited with 
several unconvinced about the links with 
childhood illnesses including asthma. Mothers 
talked about how their desire to create a 
smoke-free home for their children competed 
with their general caring responsibilities. This 
was particularly difficult for mothers who did 
not have outside space (e.g. garden) where 
they could smoke away from their children but 
still be able to watch them through an open 
door to ensure that they didn’t come to any 
other harm. Even where some mothers 
reported making efforts to modify their smoking 
behaviour they were often not convinced that 
these efforts actually protected their children.  
There were also safety and security concerns 
about leaving doors and windows open for any 
length of time and going out to smoke in the 
dark. Thus taking action to protect their 
children from SHS, particularly as they moved 
into the toddler stage, was thought to be 
impossible by mothers who were barely coping 
with the many other difficulties of caring in 
disadvantaged circumstances. 

3.3.2 Public opinion on smoke-free 
public places 
 
The health effects of breathing SHS alone are 
enough to provide a strong and convincing 
argument for legislating for smoke-free public 
places and for supporting initiatives to promote 
smoke-free homes and vehicles.  There are, 
however, other factors that governments take 
into consideration before endorsing smoke-free 
provisions.  Public opinion on these issues is a 
good indication of how readily restrictions 
would be accepted and how easily enforced. 
There are indications that current public 
opinion in Europe would be widely supportive 
of measures to increase smoke-free public 
places. 
  
When asked in 2006 about their attitudes to 
SHS by the EUROBarometer survey14  nine 
out of ten Europeans (both smokers and non-
smokers) surveyed thought that that smoke-
free laws existed in their country and over half 
(54%) believed the laws were respected.  
Replies from those who thought their country’s 
smoke-free laws were respected varied 
significantly between those with the lowest 
proportion of positive respondents - Slovakia 
(21%), Cyprus (24%) and Poland (27%) - 
compared to high proportions in Ireland (91%),  

Sweden (86%), the Netherlands (81%) and 
Finland (81%). In the EU-25 as a whole, young 
people aged 15-24 were more likely to be 
sceptical about the effectiveness of smoking 
bans (44%) compared to their elders (all ages 
36%). The GYTS found that on average 80% 
of European young people favoured banning 
smoking in public places12. 
 
More importantly, the majority of Europeans 
surveyed approved of smoke-free regulations 
with nearly nine in ten (88%) supporting 
smoke-free offices, indoor workplaces and any 
indoor public space.  Over three quarters 
(77%) of Europeans interviewed supported 
smoke-free restaurants with over half (55%) 
‘totally’ in favour. Women (79%) were slightly 
more likely to favour smoke-free restaurants 
than were men (75%).  Pubs and bars are the 
areas most likely to be thought the province of 
the smoker, but in this survey six in ten (62%) 
Europeans were in favour of smoke-free in 
pubs and bars. Overall, women (65%) were 
more in favour than were men (59%). 
 
Many European national authorities conduct 
representative surveys of citizens’ attitudes 
about breathing other people’s tobacco smoke. 
Nearly seven in ten (69%) Germans in a 
national sample were in favour of smoke-free 
workplaces, 89% of never smokers, 4% of ex-
smokers and 68 % of smokers72 .  There is 
strong support for smoke-free workplaces in 
France where three-quarters of those surveyed 
in 2005 agreed that employers should 
guarantee smoke-free workplaces, including 
hospitality venues73.  Seven in ten restaurant 
workers and two-thirds (66%) of those 
employed in discotheques thought that 
exposure to SHS at work was a risk to their 
health74 . Since 1996, annual UK government 
surveys have shown a high level of support for 
smoking restrictions in the workplace and other 
public places.  Nine out of ten of those 
interviewed for the 2006 survey said they 
thought restaurants should be smoke-free; 
85% were in favour of smoke-free workplaces, 
and 92% in favour of other public places being 
smoke-free.  Traditionally, fewer people have 
been in favour of smoke-free pubs, but this has 
increased in the UK with two-thirds of those 
interviewed in 2006 (after the introduction of 
the Scottish legislation, but before that in 
England, Wales and Northern Ireland).  An 
analysis of those most likely to be in favour of 
restrictions found they were: women; never-
smokers; in managerial or professional jobs; 
aware of the effect of SHS on the health of 
children and non-smoking adults51.



 25 

3.3.3 Smoke-free legislation and 
restrictions on smoking in public 
places 
 
Globally, countries, regions and communities 
are taking measures to create smoke-free 
public places to protect the health of workers 
and the public at large.  To date, Ireland, 
Norway, Iceland, and the four countries of the 
UK have the most comprehensive smoke-free 
legislation in Europe.  Malta, Italy, Sweden, 
Finland, France, Estonia, and Slovenia, have 
legislation requiring all public places to be 
smoke-free with the exception of separately 
ventilated designated smoking rooms. 
Lithuanian legislation permits special bars 
where pipes and cigars can be smoked.  In 
Finland, day care centres and educational 
facilities that are mainly used by those under 
the age of 18 years are not permitted to have 
smoking rooms. In the WHO European Region, 
70% of countries report complete or partial 
bans on smoking in health care and 
educational facilities and 60% of countries in 
government facilities, workplaces (excluding 
bars and restaurants), and cultural 
institutions75, although regulations are not 
always enforced in all jurisdictions.  The legal 
position in each country in 2007 is summarised 
by the European Network for Smoking 
Prevention (ENSP) in Appendix II. 
 
In response to increasing public support for 
more smoke-free spaces, the European 
Commission is coming under more pressure to 
act on an EU-wide basis. A 2007 consultation 
Towards a Europe free from tobacco smoke: 
policy options at EU level

76  proposed five 
options to increase EU smoke-free provision 
ranging from the strongest, a Directive, 
requiring legislation to ensure  a minimum level 
of protection, to the weakest option of offering 
no change from status quo. 
   
The replies to the consultation process have 
been summarized in a report77 launched in 
November 2007.  The report concluded that 
the great majority of contributors expressed 
support for further “efforts to promote smoke-
free environments throughout the EU” and that 
only “a full smoking ban in all enclosed 
workplaces and public places, with minimum 
exemptions on humanitarian grounds, can 
adequately protect the health of citizens and 
workers.”  Notwithstanding, the conclusions 
also “acknowledged that not all governments 
have made attempts to protect citizens’ health 
and others have encountered difficulties 
implementing such legislations”.  The report 
also pointed out that the WHO Framework 

Convention on Tobacco Control 4,  which the 
EU and the majority of Member States have 
ratified, would require national action to protect 
citizens from SHS harm. 
 
The WHO-FCTC is the first international treaty 
on a public health issue and covers a wide 
range of tobacco control measures.  The 
Parties to the Framework Convention on 
Tobacco Control adopted Guidelines to Article 
8 (Protection from Exposure to Tobacco 
Smoke) at the Second Conference of the 
Parties held in July 200778.  The Guidelines 
recommend that “Effective measures to 
provide protection from exposure to tobacco 
smoke…require the total elimination of 
smoking and tobacco smoke…There is no safe 
level of exposure to tobacco smoke…”  Based 
on principles of human rights and on the WHO-
FCTC the Guidelines also state that “All people 
should be protected from exposure to tobacco 
smoke. All indoor workplaces and indoor public 
places should be smoke-free.” The Preamble 
to the FCTC includes a clause on “the need for 
gender-specific tobacco control policies”.  
Based on the Preamble, measures that 
countries take to eliminate exposure to 
secondhand smoke need to be gender-
specific. 
 
Research on the implementation of smoke-free 
legislation and political support in those 
countries that have adopted measures has 
shown their success. In the Veneto Region of 
Italy, 98% of workplaces surveyed respect the 
smoke free legislation according to a study 
conducted on behalf of the Centre for Disease 
Control and Prevention.79 Studies have 
demonstrated the positive health effects and 
decreased levels of secondhand smoke 
exposure among hospitality industry workers 
and the public after the implementation of 
smoke-free legislation80 81 82 83. More smoke-
free areas can help smokers to quit; for 
example, the 2005 introduction of smoke-free 
restaurants and bars in Sweden resulted in an 
estimated 150,000 new ex-smokers. Among 
the quitters the great majority were women, 
approximately 116 000 in the age group 16-84 
years.84  
 
To date, the most comprehensive examination 
of the consequences of the impact of smoke-
free legislation on the population at large has 
taken place in Scotland. Before implementation 
of the legislation, a series of research projects 
aiming to study a wide range of health effects 
before and after the ban was commissioned 
and coordinated by a team of researchers.  
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Most of these studies have been referred to in 
the sections above; they included:  
- Changes in Child Exposure to SHS  
- Health Education Population Study 
- Study of Public Place Intervention on 

Tobacco 
- Bar-workers´ Health and SHS Exposure 
- Qualitative Bar Study 
- Qualitative Community Study 
- International Tobacco Control Ireland/UK 

Scotland Extension 
- Smoking in the Home Study 
 
The positive effects of the Scottish legislation 
included a decrease in cotinine concentrations 
among adults17 and children16. It was also 
demonstrated that the implementation of the 
legislation did not displace smoking from public 
places to the home.  The health of bar workers 
improved after the ban where air monitors 
indicated a significant decrease in nicotine80. 
Moreover, a 17% decrease in hospital 
admissions for acute myocardial infarction was 
recorded85.   
 
These findings are similar to those of Italy 
where it was found that after the 
implementation of smoke-free legislation, rates 
of myocardial infarctions dropped by 11% 
among people aged 35 – 64 and 7.9% among 
those aged 65-7486. In the Piedmont Region, 
an 11% reduction in hospital admissions of 
both men and women under 60 was observed 
five months after the implementation of the 
Italian smoke-free bylaw January 200587. In the 
Barcelona Region (metropolitan area) a 
decrease of 11% of hospital admissions for 
acute myocardial infarction among people 
aged 25 to 74 years between 2006-2007 was 
observed after the implementation of the law 
restricting smoking in workplaces and public 
places.  This effect was seen more frequently 
in men than women88. And most recently, in 
France, a 17% decrease in myocardial 
infarction admissions to hospital in January 
2008 was reportedly recorded compared to 
February 2007 admissions89. 
 

3.3.4  Impact of smokefree legislation 
on public places on smoking in the 
home 
 
Several systematic reviews of the impact of 
smoking bans in public places, including 
workplaces, have shown that they are 
associated with declines in consumption, 
increased attempts to quit, increased rates of 
successful quitting and consequent reductions 
in smoking prevalence90 91. They can also 

affect smoking-related attitudes among young 
people and adults that are known to influence 
smoking uptake and cessation, notably the 
perceived prevalence of smoking and 
perceived social acceptability of smoking in the 
community92. However, concern has been 
expressed that they might result in increased 
exposure to SHS in the home, particularly 
among children, as smoking is displaced from 
public into private spaces. However, there is 
no evidence that smoke-free workplaces and 
enclosed public places increase the exposure 
of children to SHS at home62. No such effect 
was found following the implementation of the 
Irish ban93. Indeed, recent research on the 
impact of Scottish national smoke-free 
legislation has shown that exposure to SHS in 
both adults and children decreased. One study 
found that overall there was a 39% drop in 
cotinine levels in non-smokers and in non-
smokers from non-smoking households the 
level dropped by 49%.17 Cotinine levels among 
non-smokers living in smoking households 
dropped by 16% but this was not statistically 
significant. A second study examining the 
impact of the ban in Scotland on changes in 
cotinine concentrations in primary school 
children found that there was an overall drop of 
39%. However, the extent of fall in cotinine 
concentrations varied according to the number 
of parents or caregivers in the home who 
smoked.  The declines in cotinine levels were 
only significant in households where neither 
parent smoked (51%) or father only smoked 
(44%).  In households where just the mother 
smoked or both parents smoked the 11% drop 
in cotinine levels was not statistically 
significant16. 
  
There is also evidence that smoke-free public 
places are associated with increases in 
restrictions in the home. For example, in 
California it was found that during the 1990s 
the increase in the proportion of workplaces 
going smoke free was associated with an 
increase in the prevalence of smoke free 
homes and the proportion of children living in 
smoke free homes94 . Similarly, in the 
Australian state of Victoria, the proportion of 
homes with smoking restrictions more than 
doubled after the introduction of smoke-free 
workplaces95. However, the Victoria 
experience indicates that the impact of smoke-
free legislation can vary between households. 
Restrictions were found to be associated with 
the presence of children in the home and even 
more so in homes where one or more adults 
were non-smokers. 
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3.3.5 The effectiveness of interventions 
to reduce SHS exposure in the home 
and car 
 

Making private spaces smoke-free will depend 
on the knowledge,  attitudes and ultimately, 
behaviours, of smokers, especially parents. 
Because of their greater vulnerability, the 
necessity of protecting young children from 
SHS is seen as especially important.  Several 
interventions have focussed on the prevention 
and cessation of smoking by those who care 
for young children in private places.  
 
A systematic review of 18 RCTs designed to 
reduce parents’ smoking prevalence or reduce 
children’s level of exposure found that there 
was insufficient evidence to recommend one 
intervention strategy over another96.  Of the 

studies reviewed, only four showed a 
statistically significant intervention effect. Three 
of these included intensive counselling for 
parents who smoked.  Interestingly, 12 of the 
18 studies showed reduced SHS exposure to 
children in both the intervention and 
comparison groups.  One possible explanation 
for this might be that parents are modifying 
their smoking in response to general trends in 
the social acceptability of smoking. If this 
interpretation is correct, it would underline the 
importance of comprehensive policies to 
increase smoke-free public space and to give 
support and encouragement to smokers who 
may want to quit.  Another review reported 
similar results: physician advice and brief 
counselling had a marginal impact on parents’ 
behaviour 60. 
  

Key Informant Interviews  
 
Of the home countries of the key informants, Russia had the least restrictive legislation, with only 
schools being designated smoke-free, while Scotland had the most restrictive, with nearly all 
public places completely smoke-free. By completely smoke-free, we mean without the option of 
providing a designated smoking room.  The other countries represented had varying degrees of 
protection from SHS. A summary of provision of smoke-free spaces in Europe is in Appendix II. 
 
With the exception of Russia, all key informant countries were making efforts to protect people 
from SHS.  However, the Russian key informant said it was a priority for the country to ratify the 
FCTC. (This was done in April 2008, shortly after the interview took place.) Article 8 of the 
Convention specifies that exposure to SHS should be eliminated in public places and in July 2007 
the Parties to the Convention adopted guidelines which define an adequate policy as 100% 
smoke-free public places with no allowance for designated smoking rooms. 
 
Four of seven key informants (Spain, Scotland, France and Slovakia) indicated that the issue was 
a priority to their governments.  It was reported that in Russia, the power of the tobacco industry 
may influence government priorities on smoke-free public places.  In Germany, the national 
government had transferred responsibility of creating smoke-free places to the jurisdiction of the 
16 Länder (state governments).  In Poland, the government’s recent health priority had been 
dealing with healthcare professional issues and tobacco control had a lower priority.   
 
Three of the key informant countries, Spain, France and Scotland, had invested in multi-media 
campaigns on SHS linked to the implementation of new national legislation.  Campaign themes in 
Spain included: ‘respect the air we share’, the change in regulations provides a good time to quit 
and ‘protect children from SHS’.  In France, messages focussed on protecting people, especially 
children, from SHS.  In Scotland the campaigns explained why SHS was dangerous, offered free 
help for stopping smoking through the National Health Service and  gave people information about 
what was expected when the new legislation would come into effect.  Slovakia, Germany and 
Poland rely on EU-funded campaigns such as HELP-For a Life without Tobacco to spread the 
message about SHS.  WHO’s 2006 Smoke-free indoor World No Tobacco Day was marked in 
Spain, Slovakia and Poland.  The Russian key informant explained that instead of government 
campaigns on SHS, tobacco industry campaigns promote the “freedom of choice” to smoke. 
However, media advocacy had been used in Russia and Germany to gain free media coverage to 
the SHS issue. 
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More recently published studies include a RCT 
enrolling 1483 non-smoking mothers of sick 
children in four Hong Kong hospitals. The 
intervention group received standardised 
health advice, leaflets and one follow-up 
telephone call. At  three-month follow up, more 
mothers in the intervention group compared to 
the control reported always moving the 
children away when they were exposed to 
fathers’ smoke at home, but the effect was not 
significant at six and twelve months97 . Another 
study interviewed parents at a paediatric 
emergency department where the child was 
admitted for a respiratory emergency.  Those 
parents who smoked were interviewed about 
SHS and their readiness to quit smoking.  Men 
were more likely to say they were ready to quit 
smoking than were women98 .  
 
The most effective way to reduce SHS 
exposure in the home is for all the adults to 
stop smoking. For even though going outside 
the home to smoke reduces SHS exposure, it 
does not remove all SHS exposure, as dust 
and surfaces in smokers’ homes have been 
found to be contaminated with SHS71 . Parents 
quitting smoking also has the added benefit of 
increasing the likelihood that the children will 
not themselves grow up to be smokers. It is not 
clear why these attempts to modify parents’ 
behaviour showed so little effect when there is 
good evidence that simple cessation advice 
from physicians increases the likelihood of 
patients not smoking at 12 months and more 
intensive advice can result in slightly higher 
quit rates99 .  The evidence is good that advice 
from other health professionals, such as 
nurses, community pharmacists and dentists, 
will also help patients to quit100 101 102. 
 
There are now a number of evidence-based 
guidelines for health professionals about 
treating tobacco dependence 103 104  105 106. 
These recommend that patients should 
routinely be asked about once a year about 
their smoking and given brief advice to quit.  
For those who show an interest in quitting, 
brief advice can be followed up by an offer of 
more support – appropriate pharmacotherapy, 
self-help materials, referral to specialist 
cessation services, if available.  It is important, 
however, that advice should be sensitive to the 
individual’s preferences, needs and personal 
circumstances. 
 
Because of fetal and infant vulnerability to 
SHS, pregnancy is seen as a key point for 
intervention. There is review level evidence 
that intervention in pregnancy can reduce the 
numbers of women who continue to smoke 

during pregnancy and can reduce low 
birthweight and preterm birth107.  However, 
relapse rates are high28 108 and one study of 
relapse prevention after birth found that the 
most predictive factor of postpartum relapse 
was partners’ smoking behaviour.   
Programmes that address smoking among 
pregnant women should focus specifically on 
women’s health as well as fetal health to 
reduce relapse and make cessation 
permanent108. Interventions with expectant 
fathers and new fathers, as well as household 
members are also worth making, in specific 
and tailored ways, and separate from 
interventions with pregnant women and new 
mothers108.  
 
Sweden has developed one of the most 
successful programmes to advise pregnant 
women on smoking. In the early 1980s, about 
one third of Swedish women at 10-12 weeks of 
pregnancy (the time of the first antenatal care 
booking) were current smokers.  A programme 
of intensive information and skills training with 
midwives and paediatric nurses coupled with 
extensive public awareness campaigns 
resulted in a sharp fall in smoking in 
pregnancy.  In 2005, about 6% of women at 
30-32 weeks gestation were smoking 
compared to 19% in the three months before 
conception.  Smoking prevalence remained 
very low at about 6% in the first four weeks 
postpartum and had risen to about 8% by eight 
months.  However, there was almost no 
change in the prevalence of smoking among 
fathers of newborn children109. 
 

The period of the introduction of smoke-free 
legislation is a crucial time to increase 
knowledge about SHS and encourage people 
to take the smoke-free public provisions into 
their own homes.  In New Zealand a ‘take the 
smoke outside’ mass media campaign using 
television, radio and print advertising was 
launched in April 2004 to accompany the 
national legislation. This is thought to be one of 
the factors contributing to a reported halving of 
exposure to SHS in the home in the three 
years after introduction of the legislation10.  In 
2006 a further campaign element targeting 
smoke-free cars was launched. 
 
In New South Wales, Australia, a similar 
project targeted households where children 
under the age of seven lived with adult 
smokers. Between 2002 and 2005, there was a 
reported 56% increase in smoke-free homes 
and a 42% increase in smoke-free cars110.  An 
important hallmark of this campaign was its 
non-victim blaming, non-guilt inducing 
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approach. Instead, the media campaign 
recognised and engaged with the universal 
desire of parents to protect their children from 
harm10. While acknowledging that for some 

parents change could be hard, the campaign 
promoted and modelled the ‘gold standard’ of 
smoke-free homes. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4.0 Conclusions 
 
After more than 20 years of scientific 
investigation, health authorities world-wide 
have concluded that secondhand tobacco 
smoke is a pollutant that causes serious 
illness, sometimes leading to death, in adults 
and children. The current estimate of deaths 
caused in 28 western European countries is 
nearly 80,000 a year.  This estimate neither 
takes account of the countries in the eastern 
part of Europe, where generally very high 
proportions of men smoke, nor does it specify 
the numbers of men’s and women’s deaths.  
One recent estimate from Scotland, which is at 
stage four in the tobacco epidemic18, is that 
three in every four deaths in Scottish non-
smokers are caused by SHS exposure occur in 

women26.  This may give some indication of 
the tremendous health burden imposed by 
SHS on women in Europe. There is also 
accumulating evidence that women may be at 
extra risk from SHS exposure in relation to 
breast and cervical cancers. 
 
Given the seriousness of this health hazard, it 
is astonishing how little available information 
considers the difference in women’s and men’s 
occupational and domestic roles, which may 
affect exposure to SHS both in public and 
private spaces.  For example, although men 
are more likely than women to be employed in 
work outside the home, many women have 
occupations such as service sector 
employment, including hospitality industry jobs, 
where they are less likely to be protected from 

Key Informant Interviews  
The key informants were united in their view that no government would legislate to make homes 
smoke-free. This was seen as too much government encroachment into the  individual’s private 
space. However, in Scotland and Spain there were current public debates about the desirability 
of stronger measures to regulate smoking in private cars, which could be seen falling between 
private and public space.  
 
According to key informants, the most common barrier to making homes smoke-free was a lack 
of awareness, or an underestimation of the dangers of SHS; therefore interventions to increase 
awareness could have an impact. The key informant from Scotland indicated that lack of 
comfortable outdoor space was an additional barrier to those smokers who might not want to 
expose other family members to their tobacco smoke.  Two countries, Poland and Spain, 
suggested that health professionals had a role in promoting smoke-free homes.  In Spain there 
are initiatives in some schools to work with parents to make homes smoke-free.  However, there 
are few of these programmes as they require a high level of resources.     
 
The key informant from Scotland suggested that interventions could focus on areas and on 
population groups where smoking in the home was more common.  This would include more 
socially deprived neighbourhoods where there is high smoking prevalence.  Target population 
groups include mothers who smoke; research indicates that children living in homes where 
parents, and especially mothers, smoke are at higher risk of health problems caused by 
breathing SHS. 
 
Cultural differences in the gendered power relationships between the sexes could also have an 
impact. In Slovakia, where “men would never smoke in front of women” these influences were 
thought to protect women, while in Poland where “a woman would never ask a man not to 
smoke” it worked in the opposite direction.  Generation differences could also matter as in 
Spain, where older women would be more likely to live with a smoker and be full time 
homemakers and therefore be at higher risk of heavier SHS exposure in the home.  Younger 
Spanish women were more likely to be smokers themselves compared to their older 
compatriots.  Similarly, in France older generations were subject to traditional Catholic and Latin 
social values which disapproved of women smoking. 
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SHS.  Likewise, women make up the vast 
majority of individuals who are employed in 
private homes where it may not be possible to 
ensure the air is clear of SHS.   Workplace 
exposure is of particular concern for women in 
countries where there are currently only limited 
restrictions on smoking in public places. It is 
therefore important to continue the momentum 
towards comprehensive legislation for smoke-
free public places, including workplaces. There 
is strong and increasing public support for such 
action. 
 
The home itself is an important setting. An 
estimated 90% of the deaths from SHS 
exposure in the European Union are caused by 
smoking in the home.  It is also the most 
important source of SHS exposure in infants 
and children. It is estimated that SHS is 
present in half of all European homes, 
although smoking is claimed to be less 
common when children, pregnant women and 
non-smokers are present. Although the 
prevalence of smoke-free homes is increasing 
in many countries, there is considerable 
variation between countries with high levels of 
home smoking in some. For example, over 
three-quarters of smokers in Greece reported 
that they regularly or occasionally smoke in 
their home in the company of non-smokers and 
42% in the presence of children.  While there 
was no information about the relative 
importance of partners as a source of 
exposure for adults, the higher smoking rates 
in men and limited restrictions in some of these 
countries, suggest that husbands are likely to 
be an important source of SHS exposure for 
wives. Additionally, women are often 
negatively affected by gendered power roles 
and dynamics in the home, and may have less 
power in negotiating smoke-free environments5 
111  
 
Another private space coming under increased 
scrutiny is the automobile.  Because it is a very 
confined space, concentrations of SHS can be 
high (though length of exposure may be short) 
and thus the effects of SHS exposure in cars 
are particularly noticeable. An increasing 
number of Europeans report avoiding smoking 
in the car, and women are more likely than 
men not to smoke if a non-smoker is in the car. 
However, reflecting increasing concerns about 
children’s exposure to SHS, some jurisdictions 
are starting to consider legislation to ensure all 
private as well as public vehicles are smoke-
free. 
 
As with many other aspects of health in 
Europe, socio-economic status has an 

important impact on levels of exposure to SHS 
for both adults and children.  National surveys 
from several countries show that smoking in 
the home is more common in low socio-
economic households and smoking restrictions 
are more likely to be found in higher income 
households, especially those with non-smoking 
adults, with children (particularly young 
children) and located in communities with 
smoke-free public places.  Women who smoke 
bear an additional responsibility as research in 
some countries shows that mothers’ smoking 
is more important than fathers’ as a source of 
children’s SHS exposure in the home. Mothers 
and other carers of children living in 
disadvantaged circumstances (such as 
grandparents) often face additional challenges 
and dilemmas in protecting their children from 
SHS in the home.  Qualitative research brings 
important insights about the social, physical 
and economic factors that make it more difficult 
for low income mothers to protect their children 
from SHS.  For example, mothers may be 
living in cramped accommodation or in public 
housing where they do not have the space to 
step outside to smoke.  Many women will also 
be concerned that it may not be safe to leave 
young children on their own even for the five 
minutes or so it takes to smoke a cigarette. 
While smoke-free legislation in public places 
has been shown to contribute to increasing 
voluntary restrictions in the home, there is 
clearly a need for further action to support and 
empower parents, particularly mothers in low 
socio-economic households, to take action to 
create smoke-free homes. 
 
What is clear from this report and other studies 
is that preventing exposure to SHS is a key 
aspect of a programme to combat the harm 
done by tobacco and as such must be part of a 
comprehensive tobacco control strategy. 
Those jurisdictions that have introduced 
smoke-free public places legislation have 
found it to be workable and popular.  But 
legislation alone is not sufficient. There is a 
need to build public support and action to 
create a smoke-free Europe which includes 
both public and private places and spaces. To 
that end, carefully designed and implemented 
gender-sensitive media campaigns and 
educational programmes and initiatives have 
an important role to play in increasing 
awareness of the risks of SHS, shifting social 
norms and supporting behavioural change.  
For example, health warnings on cigarette 
packs can inform smokers about the hazards 
of SHS and advise them on how to get help to 
quit. Media campaigns can build support for 
legislation and also model how to create 
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smoke-free homes that do not blame or 
victimise smoking parents. The limited 
evidence base of effective educational 
programmes on SHS at the individual and 
family level highlights the importance of 
developing and evaluating new gender-
sensitive programmes that address the 
concerns, constraints and barriers that make it 
difficult for many carers, particularly 
disadvantaged mothers, to take effective action 
on smoking in the home.   
 
Specific action to create a smoke-free Europe 
will be enhanced by the implementation across 
Europe of the comprehensive range of tobacco 
control action in the FCTC which supports 
smoking prevention and cessation.  There is 
an urgent need to incorporate sex and gender 
perspectives into tobacco control measures 
and to create a gender-responsive 
infrastructure for tobacco control in Europe111. 
As highlighted in this report, there is currently 
very limited sex and gender specific 
information on SHS exposure both within and 
across countries in Europe. Few, if any, 
programmes have been developed which take 
a gender-sensitive approach to addressing 
SHS in public and private places. These and 
other issues and concerns identified in this 
report form the basis for the recommendations 
for future action identified in the following final 
section. 
 
5.0 Recommendations 
 

Recommendation 1 
 
Who should take action? National, regional 
and local policy and decision makers. 
 
What action should they take?  

• Ensure that a comprehensive, evidence-
based tobacco control policy is in place 
which reflects the Articles of the Framework 
Convention on Tobacco Control, being 
mindful that the Preamble to the FCTC 
requires measures to be gender-sensitive.  
This tobacco control policy should be 
realized in coordinated activities on 
national, regional and local levels.  

• Integrate sex and gender analysis into 
tobacco control planning. 

• Set a target to enact effective legislation 
requiring all indoor workplaces and public 
places to be completely smoke-free 
environments.  

• Support legislative changes with adequately 
funded and strategically planned gender-
sensitive public education and information 
programmes.  As well as supporting 

legislative change, these should aim to 
empower individuals and groups to achieve 
smoke-free environments in private spaces, 
notably the home and car.  

• Consider the most effective ways to reach 
and support key target populations 
including young people, parents 
(particularly mothers), other carers and 
lower socio-economic status smokers.  

• Ensure that legislation is supported by 
appropriate compliance monitoring 
schemes, such as a temporary increase in 
the number of inspectors and a ‘hot line’ for 
the public to report breaches of the smoke-
free law.  

• Consider legislation to prohibit smoking in 
private cars. 

• Ensure there is adequate, targeted support 
to help smokers, especially pregnant 
women, their partners and families and 
parents, to quit smoking. 

• Ensure that adequate tobacco control and 
smoking cessation training is provided in 
undergraduate and graduate education and 
in continuing professional development for 
healthcare professionals. This should 
include training on increasing 
understanding about SHS risks and 
reduction and developing skills on how to 
work with smokers on this issue. It should 
also address sex and gender aspects of 
smoking dependence. 

• Establish or review indicators to monitor the 
implementation and progress of the tobacco 
control policy, including sex and gender 
specific effects.  
 

Recommendation 2 
 
Who should take action?  Healthcare 
professionals. 
 
What action should they take? 

• Advise all patients/clients who smoke to 
quit and provide appropriate support.  
Advice to stop smoking should be sensitive 
to the individual’s preferences, needs and 
personal circumstances including gender.  
Support should be offered in line with 
current evidence-based practice guidelines.  

• Inform parents, especially those with 
children suffering from illnesses caused or 
exacerbated by parental smoking, of the 
harm done by SHS exposure.  Offer 
support in line with current evidence-based 
practice guidelines to those who express a 
desire to quit. Advise and support those 
who want to continue smoking to ensure 
that their home environment, including the 
family car, is smoke-free. 
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Recommendation 3 
 
Who should take action?  National and local 
government authorities; nurseries, schools, 
child-care facilities; all professionals engaged 
in the care and education of children and 
young people. 
 
What action should they take? 

• Ensure that all child care and educational 
establishments, including schools, 
nurseries, healthcare facilities and clinics, 
children’s homes and placements for 
children in state care (e.g. foster homes) 
are completely smoke-free in both buildings 
and grounds.  

• Provide help to staff in nurseries, pre-
schools, schools, youth clubs and others 
who provide public services to children and 
young people, to quit smoking. 

• Consider all public grants to children’s and 
young people’s projects to be given on 
condition of the institution having a drug 
policy which includes tobacco. 

• Inform all mothers and fathers of the harm 
done, especially to young children, by SHS 
exposure and the action that they can take.  
 

Recommendation 4 
 
Who should take action?: Non-governmental 
organisations, including women’s groups, trade 
unions, professional organizations.  
 
What action should they take?  

• Support the introduction and 
implementation of comprehensive 
legislation on smoke-free public places 
including workplaces. 

• Inform members of the harm done, 
especially to young children, by SHS 
exposure. 

• Offer advice and skills-building programmes 
on negotiating smoke-free spaces both in 
public places and in the home.  Be sensitive 
to the possibility that some women may 
have little power to negotiate  smoke-free 
environments for themselves or their 
children. 

 

Recommendation 5 
 
Who should take action? National research 
and development funding bodies; European 
Union funding streams.  
 
What action should they take?   

• Ensure that regular survey instruments on 
tobacco use and control record sex, age, 
socio-economic status and, if appropriate, 
ethnicity and that data are disaggregated 
when reported in publications. 

• Ensure that sex and gender specific 
information on tobacco use, SHS exposure 
and the effectiveness of tobacco control 
measures are collected, analysed and 
published.  

• Monitor exposure to SHS, especially among 
children, in private and public spaces.  

• Fund research on the differential impact of 
the health effects of exposure to SHS by 
sex and age. 

• Develop and evaluate gender-sensitive 
interventions to increase the adoption of 
smoke-free homes and cars. 
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Appendix I – Interview Schedule for Key Informants 

 
Key Informant:  
Organization:  
Telephone Number:  
Email:  
 

BACKGROUND 

1) A) Please give an overview over your organization’s main role/tasks. 
 
B)  Please give a short description of your main role/task. 

 
C) In your work capacity what is your involvement with secondhand smoke issues?  

Please describe projects, initiatives or research that you are involved in around SHS? 
Examples here could be: Do you in your country have reports on SHS? Do you in 
your country have expert groups? How do you get your data – which organization 
gathers data/on what level? 

 

SECONDHAND SMOKE 

D) What are the legislation/policies in place in your country to protect people  
from SHS in public places?  Private spaces? Other locations? (we are looking for 
other data than does available in Luk Joosens report- Progress in tobacco control in 
30 countries 2005-2007)  

 
E) Is limiting exposure to SHS a priority in your country within tobacco control and 

compared to other issues at governmental level? 
a. YES – how?  What policies or documents support this? What projects or 

regulations support this?  
b. NO – why not? Is there any action taking place to make this a higher priority? 

 
F) Have there been media campaigns or information campaigns (paid) related to 

secondhand smoke, either currently or in the past? Have there been any media 
advocacy campaigns? 

a. YES – What format were they? What was their main message? Can you be 
specific in describing the details of the campaigns? Can you describe the 
content of the campaign? (PROBE FOR CLUES OF VICTIM BLAMING AND 
STIGMATIZATION) 

 
b.  When did these campaigns take place? 

 
c. You have told us what has happened in the past. In your opinion what would 

be the key issues to focus on today? Would it be a different target group or 
focus today?   

 
G) Do you think that SHS is an issue for girls and women, and if so, in what ways? Is it 

seen as an issue for girls and women in your country? 
 

H) In your opinion, do you think that there are gender differences or gendered influences 
regarding:                     

 
a. levels of exposure i.e. men v women 

 
b. sources of exposure 

 
c. health impacts- now and in future 



 
d. do these (above) differ by SES, ethnicity? 

 
I) Are there any national (or local) data or studies on places and levels of exposure to 

SHS by sex?  
 

a. occupational exposures  
 

b. exposures in the home 
 

c. exposures in the car 
 

d. exposures in public places 
 

J) What do you think are the main barriers to making homes in your country smoke 
free?  Are their particular barriers faced by women and girls? Are there barriers faced 
by mothers? (Probe: Living in high rise non-balcony apartments.  Cultural factors. 
Lone Motherhood) 

 
K) Qualitative research has raised the issue that power relationships between men and 

women can be important when looking at issues around reducing SHS and smoking 
in homes and workplaces.  What are your views on this? 

 

EQUALITY 

L) Looking at issues of equality, what percentage of women participate in the formal 
workforce in your country?  What percentage of men? Mariann Skar will help obtain 
this information. 

 
 
 
 

M) What is the literacy level by gender in your country? Sara Sanchez will help to obtain 
this information 

 
N) What percentage of seats in national level parliament is held by women? Sara 

Sanchez will help to obtain this information.  
 

O) Do you know if women and men earn equal pay for the same/equivalent work?  Or 
are there other gender-based differences when it comes to earning money? 

 

ENDING  

P) How, if at all, do you think your country may be different from other countries in 
Europe in relation to gender and SHS? 

 
Q) What would be your recommendations for future work? 

 
R) Is there anything else you would like to tell us? 

 
 
 
 
 

 

 

 



Appendix II 
 
European Trends in Smoke-Free Provision  
Provided by the European Network for Smoking Prevention – January 2008.   
NB This list reports on existing legislation but does not comment on how well the law is enforced. 
 
COUNTRY TRENDS 

Austria The Austrian Tobacco law (431/1995, updated 98/2001,74/2003) prohibits 
smoking in classrooms, conference rooms or school sports buildings, in buildings 
open to the public, schools or similar institutions open to children and young 
people, universities and other educational institutions, public transport, but not in 
workplaces. With the exception of the hospitality industry, smoking is banned in 
workplaces (§30 AschG 159/2001) in the presence of non-smoking employees.  

Belgium Since 1 January 2006, smoking has been banned in all enclosed workplaces 
under the employer’s authority and to which workers have access (workplaces 
and social facilities). The smoking ban also applies in spaces used by self-
employed persons working with employees. Smoking is permitted in designated 
ventilated smoking areas and the employer has no obligation to provide smoking 
areas. Since January 2007 smoking is permitted in restaurants only in enclosed 
separate rooms where no food is served. Bars and cafes are exempt from the ban 
but must provided a non-smoking zone. 
 

Bulgaria Since 1 January 2005, smoking has been banned in all enclosed workplaces 
under the employer’s authority and to which workers have access. Smoking is 
only permitted in designated areas  which the employer has an obligation to 
provide. The smoking ban applies to all public places such as restaurants, bars 
and cafes. In these places smoking is permitted only in specially ventilated 
smoking areas.  
 

Cyprus The protection of Health (Smoking) Unified Laws 2002–2004 prohibit smoking in 
all public places, including places of entertainment (restaurants, bars etc), all 
government buildings, public transport and in private cars carrying any passenger 
under 16 years. Owners of bars, restaurants and cafés may reserve a separate 
space for smokers, provided that such space is ventilated. Smoking in workplaces 
is regulated by special provisions of the Law, which require the employer to co-
operate with employees to draw up regulations, which must be posted in 
conspicuous places, to protect non-smokers from smoke. 
 

Czech Republic The law came into effect in January 2006. The law bans smoking at bus, train and 
tram stops, in schools, cinemas and theatres, sports halls and administrative 
buildings. Smoking in restaurants is banned by law “in principle”, although the 
provisions of the law are unclear regarding implementation in terms of ‘dedicated 
smoking zones’ in the restaurant or in terms of ventilation. 
 

Denmark Act No. 512 Smoke-free Environments Act, dated 6 June 2007 came into force on 
15 August 2007.  The law regulates smoking in workplaces, public indoor areas, 
institutions and schools, public transport and the hospitality sector. Smoking is not 
permitted in indoor areas or in public transport with some exceptions: at 
workplaces the employer may permit smoking in designated smoking rooms or 
smoking cabins and/or permit smoking in rooms where only one person works. 
Restaurants, cafés and other places for eating and drinking are smoke-free with 
the allowance to build a designated smoking rooms or smoking cabins, where 
there is no service. In premises selling alcohol but no food, and where the serving 
area is smaller than 40 m², the owner may permit smoking in the entire premises. 
Exceptions: smoking is still allowed for residents of nursing care homes and other 



institutions serving the socially disadvantaged and mentally ill – but only in patient 
rooms. Staff may require the resident to refrain from smoking while they are 
working in the room. 
 

Estonia The Tobacco Act dated 2001, updated 5 June 2005, imposes a complete ban on 
smoking in all enclosed private or public premises, which are open to the public, 
except with the option in designated, enclosed and separately ventilated smoking 
rooms or smoking areas in the premises of state and local governments, cultural 
institutions, recreational facilities, institutions of higher education, the office 
premises and other public premises of enterprises, local and long-distance trains 
and passenger ships and in rooms where games of chance or betting are 
organised. In bars, restaurants, cafés, nightclubs and other catering establishments 
a complete ban on smoking came into force as of 5 June 2007. In these facilities the 
option to smoke is permitted in separate, enclosed smoking rooms with separate 
ventilation systems. Smoking is prohibited in pedestrian tunnels, public transport 
including taxis, public transport shelters and in other places set out by this 
legislation. 
 

Finland Smoking is completely banned in healthcare, educational and government facilities, 
indoor workplaces (incl. bars and restaurants)  and offices, theatres and cinemas, 
although separate ventilated  rooms for smoking may be provided. Smoking is not 
allowed in outdoor areas primarily intended for persons under the age of 18. 
Smoking is banned in public transport, with the exception of special smoking rooms 
which may be installed in trains. Concerning  bars and restaurants, the installation 
of a special smoking room with a separate ventilation system where dinking, eating, 
serving and entertainment such as games are prohibited is permitted. A transition 
period of two years has been granted for those bars and restaurants that have 
arranged the smoking areas to ensure that tobacco smoke does not spread to 
smoke-free areas. For these restaurants the law will become effective in June 2009. 
 

France As of 1 February 2007 smoking is banned in France in workplaces, schools, 
shopping centres, public administration buildings, stations, airports, hospitals, 
sports facilities and entertainment venues. As of 1 January 2008 cafés, bars, 
restaurants, nightclubs and water pipe cafés became smoke-free. Smoking rooms 
are permitted with no service, permanent depression of 5 hpa, automatic door and 
less than 35 m². 
 

Germany Smoking has not been permitted in enclosed facilities of the German Federal 
Government and in public transport (including taxis) since September 2007. At the 
end of 2007, the federal states (Länder) had banned smoking in all indoor facilities 
of health care, education, recreation or sports and in restaurants, cafés, bars and 
discotheques. Depending on the state, smoking is permitted in separate, enclosed 
rooms. In some states, smoking is permitted in tents during beer, wine and other 
festivals. In Bavaria, the hospitality sector is entirely smoke-free.  
 

Greece Several pieces of legislation in Greece include complete smoking bans in specific 
public places, although all allow for special smoking areas. A smoking ban applies 
in public transport. 
 

Hungary Act XCIII of 1993 on industrial safety requires employers to provide adequate 
protection to non-smokers in the workplace. Designated smoking areas may be 
provided. Act XXXI of 1997 on child protection and management of legal 
guardianship includes the provision according to which each child has the right to 
be protected from environmental hazards and substances harmful to health. Act 
XLII of 1999 is the most important regulation relating to smoking in public places. 



The law on the protection of non-smokers and the regulation of tobacco sales, 
marketing and use stipulates: (a) smoking shall be banned with the exception of 
areas designated for smoking (1) within any indoor facility of public institutions that 
is open for the users of services; (2) on public conveyances; (3) during functions 
taking place within an indoor facility; (4) in the workplace, as provided for by 
separate legislation and as regulated by the employer’s policy; (b) it shall not be 
permitted to designate smoking areas or smoking rooms (1) within primary health 
care and outpatient specialist care units; (2) in retail pharmacies that are open for 
access by patients; (3) within premises of public education institutions that are 
accessed by students; (4) in day-care or residential care service units for children; 
(5) in social care units; (6) in public transport facilities, including commuter trains 
as well as buses in scheduled domestic interurban public traffic; (7) in indoor 
areas of sports facilities designed for performing sports activities; (c) a smoking 
area shall not be designated within the same premises (e.g. in a restaurant), 
except if the indoor air of such area can be separated from the remaining part 
thereof, or if separation can be executed by using appropriate ventilation 
techniques; (d) the National Public Health and Medical Officer Service is 
designated as the responsible authority for enforcing this legislation and applying 
fines as stipulated by this law; (e) young people under 18 are not permitted to 
smoke even in places where smoking is otherwise permitted. The amendment of 
the Act XLII of 1999 dated 19 December 2005 makes nursery schools, primary 
health care units and child care wards and hospital units totally smoke-free. 
Schools and workplaces can be declared totally smoke-free if the majority of 
employers agree to introduce smoke-free regulations. 
 

Iceland A complete ban at the workplace, with the possibility of specially designated and 
ventilated smoking rooms. Smoking is banned in schools, pre-schools, day-care 
facilities for children, on premises intended for children and teenagers, social, 
sports and leisure activities; at public indoor gatherings which are primarily 
intended for children on teenagers, and in public transport. As of 1 June 2007 
smoking is banned in all restaurants, bars, cafés, pubs and nightclubs. 
 

Ireland The Public Health Act was introduced on 29 March 2004: a complete ban at the 
workplace, including bars, restaurants, without designated smoking rooms has 
been introduced. The act does not apply to hotel bedrooms, prisons or psychiatric 
hospitals. Smoking is also banned in public transport. 
 

Italy The legislation enacted in January 2005 provides for smoke-free workplaces, 
including bars and restaurants, but permits the possibility of designated, smoking 
rooms (fitted with smoke extractors).  
 

Latvia Smoking is banned in educational facilities, with exceptions in universities, where 
smoking is permitted in smoking rooms. Smoking is banned in health care 
institutions and institutions for rehabilitation, with exceptions mentioned in special 
regulations for this particular institution (specially designated smoking rooms or 
smoking areas are permitted). A complete smoking ban applies in the 10 m. zone 
around the entrance of municipal and governmental facilities, in public transport 
stops and in stairways of residential houses. Smoking is banned in indoor 
workplaces, offices, theatres and cinemas, with the exception of smoking rooms. 
Smoking is totally banned in public transport, however long-distance trains, ships 
and air transport have dedicated smoking areas. In cafes, restaurants and other 
public catering establishments, gambling halls and casinos owners must set up 
non-smoking rooms greater than 50% of the total area of the establishment. Local 
municipalities have the right to restrict smoking in parks, squares, beaches and 
similar public territories by issuing municipal rules. 



 

Lithuania Legislation banning smoking in cafés, restaurants, bars, nightclubs, discotheques 
and other public establishments came into effect on 1 January 2007.  
 
 
 

 
 
Luxembourg 

 
 
Regulation dated 1994 concerning minimum health and safety provisions at the 
workplace: the law governs smoking at the workplace. Legislation to ban smoking 
in certain public places came into effect 5 September 2006: notably restaurants 
(although separate smoking rooms are permitted if these account for less than 
25% of the total area) and cafés (with a ban in place during dining hours), total 
ban in schools as well as public buildings, buses and trains. Employers are under 
the obligation to take all reasonable efforts to ensure that workers are protected 
from passive smoking.  
 

Malta The latest Smoke-free Public Places Regulations are LN 414, issued on 14 
September 2004. These regulations state that smoking is banned in enclosed 
private or public premises (including bars and restaurants) which is open to the 
public, except in designated smoking rooms and including workplaces. 
Designated smoking rooms must be enclosed and must be constructed in a 
specific way. Smoking rooms have to comply with the regulations set out by the 
Malta Standards Authority.  
 

Netherlands A complete ban at workplaces, excluding bars and restaurants and with the 
possibility of designated smoking rooms, has been implemented in the 
Netherlands. 
 

Norway Norwegian smoke-free legislation, which was introduced in June 2004, comprises 
a total ban on smoking in bars and restaurants, but is less strict in other 
workplaces, where designated smoking rooms are permitted. 
 

Poland Law on the protection of public health against the effects of tobacco use passed in 
1995, amended in 1999 and in 2003: this law includes a smoking ban in public 
places. Smoking is prohibited in health care establishments, schools and other 
educational facilities and closed spaces on the premises of institutions of 
employment and other public service buildings, as well as in small one-roomed 
gastronomic buildings, except specially designed areas.   In special cases, the 
attending physician may exempt a patient staying at a health care facility from the 
ban on smoking tobacco products.  The Minister for National Defence, the Minister 
for Internal Affairs and the Minister of Justice shall issue ordinances stating the 
rules for permitting tobacco use on the premises of buildings within their control. 
The Council of a municipality (gmina) may adopt a resolution declaring places 
other than those listed above as smoke-free public places within the territory of the 
municipality. 
 



Portugal From 1 January 2008 smoking was banned in all government buildings without 
exception, workplaces, rented accommodation, reception areas, health and 
medical facilities, retirement homes, orphanages, all education and sport facilities, 
museums, libraries, theatres, food and beverage establishments, airports, bus and 
train stations, covered car parks and ATM vestibules. However, the law states that 
smoking areas can be created in any units or facilities that treat people for 
psychological problems. Prisons also have the option to create separate 
accommodation for smokers. Smoking areas can be designated up to 30%-40% of 
the total space if the smoking area is completely separate for indoor public places 
larger than 100 m². Any building measuring less than 100 m² must choose the 
designation and can opt to be smoke-friendly. In this case, signs must be posted 
prior to entry and within, there must be walls or separations and ventilation units. 
Hotels can allocate smoking floors and rooms (up to 40% of the total area). 
 

Romania Law no. 349/2002 for preventing and combating the effects of the use of tobacco 
products came into force in December 2002. Certain amendments applied as of 
31st December 2004, and some special provisions (including the provisions 
governing the ban on smoking in public places as of 31 December 2006. The law 
imposes total smoking ban in health institutions, both private and public. Unless the 
owner decides that the place is totally smoke-free, bars, restaurants, discotheques 
and all other spaces with a similar function are obliged to demarcate smoking and 
non-smoking areas and assure that ventilation is installed. Smoking is banned in 
enclosed public places, with the exception of designated smoking rooms.  
 

Russian 
Federation 

Implemented legislation in 2001 to prohibit smoking in schools.  Has restrictions on 
smoking in healthcare, educational and government facilities, indoor workplaces 
and offices, theatres and cinemas.  No restrictions in restaurants, pubs and bars. 
 

Slovakia Act 330/1996 on Safety and Health Protection in the Workplace, effective since 
1997, obliges employers to ban smoking in workplaces where non-smokers work. 
The Act on Protection of Non-smokers was amended as of 1 November 2005 to 
include schools, health and social facilities to be smoke-free. The hospitality 
industry must provide smoke-free zones in restaurants and other facilities serving 
meals. 
 

Slovenia Act provides smoking bans in hospitals and schools. There are currently 
restrictions in public places, with the exception of restaurants, which have 
designated smoking areas. The proposal for a new law (after public consultation 
January 2007) includes a total smoking ban in all enclosed public places, including 
bars and restaurants with the exception of separately ventilated smoking room with 
no service, all health, child care, education, social care facilities, transport 
infrastructure and vehicles, hospitality sector, sports, recreation and culture 
infrastructure, and all enclosed public and working places including outside areas 
in educational buildings.  Exceptions include hotel rooms, psychiatric hospitals, old 
people's homes – where it is indicated that it is a smoking area, smoking rooms. 
 

Spain On 1 January 2006 Spain introduced a ban on smoking at the workplace. The law 
prohibits smoking in bars and restaurants that are larger than 100 m², with the 
option of designated smoking rooms. Restaurants and bars less than 100 m² have 
to provide clear signs indicating whether they are smoking or smoke-free 
establishments. 
 

Sweden The Swedish Tobacco Act dated 1993 states that employers should ensure that 
employees are not exposed to tobacco smoke against their will. In schools and 
similar facilities, smoking may be permitted in designated rooms or areas, 



provided that children and young people do not have access to them. In practice 
most workplaces (except for designated smoking rooms) are smoke-free. The 
same rules apply to other public premises, e.g. those in which cultural or sporting 
events take place. Smoking is also prohibited in healthcare centres and hospitals, 
in the common areas of homes for the elderly, and in public transportation. Hotels 
are required to provide some non-smoking rooms for their guests. From 1 June 
2005 the Tobacco Act was strengthened to include all restaurants, bars, 
nightclubs, discos, casinos, bingo-halls, cafes to be smoke-free with the possibility 
to build a closed and separately ventilated designated smoking room where no 
food or drink is to be served.  
 

Switzerland Swiss regulation related to the Federal Labour Law 1993 imposes partial 
restrictions in government facilities and in indoor workplaces and offices. A new 
law to regulate smoking at the workplace is under construction. Voluntary 
agreements in some cantons have imposed smoke-free restrictions on healthcare 
and educational facilities, restaurants, bars, pubs, theatres and cinemas. In one 
canton (Ticino) a smoking ban came into force in April 2007. In several other 
cantons smoking bans in restaurants are on the political agenda. There is a total 
smoking ban in all public transportation, such as busses, boats, trains etc. The 
only exception is taxis, but most taxis are smoke-free. 
 

UK (England) A total ban on smoking inside offices, pubs, restaurants and  enclosed and 
‘substantially enclosed’ workplaces and vehicles throughout England came  into 
force on 1 July 2007. The total ban includes all enclosed areas, except private 
homes and designated rooms in residential care homes, prisons, hospices, hotel 
bedrooms and offshore installations. NHS facilities are already smoke-free, but 
mental health residential facilities, which have been exempt, will become smoke-
free on 1 July 2008. Private vehicles will also be exempt. Accommodation for 
under-18s will also be covered by the legislation. 
 

UK (Wales) The Health Act 2006 enables the Welsh Assembly to introduce smoke-free 
legislation and a comprehensive smoking ban was introduced in Wales on 2 April 
2007. The law affects most public premises, including restaurants, pubs, bars, 
shops, cinemas, shopping centres, leisure centres, other enclosed workplaces and 
public transport. No Smoking signage must be displayed in enclosed public 
premises and work premises. Failure to comply with the law will be a criminal 
offence, as set out in the Health Act 2006. Penalties and fines are as follows: 
individuals may be liable to a fixed penalty of GBP 50 (maximum fine GBP 200); 
the manager or person in control of any smoke-free premises could be fined a 
fixed penalty of GBP 200 for failing to display No Smoking signs (maximum fine 
GBP 1000); the manager or person in control of any smoke-free premises could 
be fined up to GBP 2500 for failing to prevent others from smoking in those 
premises. 
 

UK (Scotland) Comprehensive smoke-free legislation was introduced in Scotland on 26 March 
2006. The Smoking, Health and Social Care Act (Scotland), which was given 
Royal assent on 5 August 2005, laid the provisions for smoke-free legislation. The 
ban includes all pubs, bars and restaurants. Licensees failing to enforce the ban 
face fines up to GBP 2500 and customers caught smoking could be fined 
GBP 1000. The smoking ban covers enclosed locations that are used by the 
public, such as workplaces, clubs or places of entertainment, health and care 
services. Exemptions are private residential homes, private vehicles and 
designated rooms in care homes, hospices prisons, hotels, mental health facilities 
and offshore installations. 
 



UK (Northern 
Ireland) 

The Smoking (Northern Ireland) Order 2006 came into effect on 30 April 2007. It is 
against the law to smoke in most ‘enclosed’ and ‘substantially enclosed’ 
workplaces and public places, including work vehicles and public transport. Those 
responsible for smoke-free premises and/or smoke-free vehicles are required to 
display no-smoking signs so that they are clearly visible to all employees, 
customers and visitors. Failure to comply may result in the issue of a GBP 200 
fixed penalty notice or lead to a prosecution, for which the maximum penalty on 
summary conviction is GBP 1000. Individuals may receive a GBP 50 fixed penalty 
notice if they smoke in smoke-free premises or smoke-free vehicles. The 
maximum penalty on summary conviction is GBP 1000. The law requires those 
responsible for smoke-free premises to prevent or stop a person smoking there. A 
similar requirement is made of drivers, those with management responsibilities 
and those with responsibility for order and safety on smoke-free vehicles. Failure 
to comply may lead to a prosecution for which the maximum penalty on summary 
conviction is GBP 2500. 
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Amanda Amos Professor of Health Promotion 
Public Health Sciences Division of Community 
Health  
Medical School, University of Edinburgh, Edinburgh 

UK 

Magda Cedzynska Director of Smoking Cessation Service 
Cancer Epidemiology and Prevention Dept 
Cancer Centre and Institute of Oncology 
Warsaw 

Poland 

Margaretha Haglund Director, Senior Adviser Tobacco Control 
Swedish National Institute of Public Health 
 

Sweden 

Mervi Hara Director,  
Finland’s ASH 
Helsinki 
 

Finland 

Dolors Marin Advisor on Women and Tobacco  and Quitlines to 
the Catalan Health Department. 
Barcelona 
 

Spain 

Martina Pötschke-Langer Head of the Unit Cancer Prevention and of the 
WHO Collaborating Centre for Tobacco Control 
German Cancer Research Centre 
Heidelberg 
 

Germany 

Trudy Prins CEO Cogis, Expertise centre  for psycho-social  
effects of war and violence; governor of the Dutch 
Institute for Addiction Research; chair of the Dutch 
Governmental  Committee for National Lifestyle 
Programmes 

The 
Netherlands 

Sara Sanchez INWAT Co-ordinator, Stockholm Sweden 

Mariann Skar European Network for Smoking Prevention  
Brussels 

Belgium 

Elizabeth Tamang Director  
Centro Regionale di Riferimento per la Prevenzione 
(CRP) Azienda ULSS12 
Venice 
 

Italy 

Patti White INWAT Regional Representative for Europe, 
Cambridge 

UK 

 

 

 




