
OUR MISSION
Guided by the belief that all lives have equal value, the 

Bill & Melinda Gates Foundation works to help all people 

lead healthy, productive lives. Our Global Health Program 

supports this mission by harnessing advances in science 

and technology to save lives in poor countries. 

We focus on problems that have a major impact on poor 

people in the developing world but get too little attention 

and funding. Where proven tools exist, we support 

sustainable ways to improve their delivery. Where they 

don’t, we invest in research and development of new 

interventions, such as vaccines, drugs, and diagnostics. 

Our financial resources, while significant, represent a very 

small fraction of the overall funding needed to improve 

global health on a large scale. We therefore advocate for 

the policies and resources needed to provide people with 

greater access to health solutions. Strong partnerships are 

also essential to our success in making a difference and 

saving lives.

THE OPPORTUNITY
Tobacco is regarded as the single most preventable cause of 

death in the world today.1 There are multiple cost-effective 

tobacco-control interventions that are successful in curbing 

tobacco consumption and preventing onset of tobacco use 

in nonsmokers. Among others, these include smoke-free 

laws, anti-smoking awareness campaigns, comprehensive 

bans on tobacco advertising and promotion, graphic 

warning labels, and tax increases on cigarettes that can 

yield funds to be put back into health care programs.2

The implementation of tobacco-control efforts is yielding 

success globally. Cities such as Mexico City, Mexico; Abuja, 

Nigeria; and Beijing, China, have implemented smoke-free 

laws and regulations. The Philippines has enacted a ban on 

tobacco advertising in all forms of mass media. Graphic 

warning labels in Thailand have benefited consumers, with 

53 percent stating that the labels made them think about 
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the health risks “a lot,” and 44 percent stating that the  
labels made them “a lot” more likely to quit.3 In South 
Africa, tobacco tax rates increased by 250 percent during 
the 1990s, resulting in a sharp decline in consumption.4

Globally, despite these programs, more than 1 in 4 adults— 
1 billion people—smoke today.5 More than 5 million people 
are killed annually by tobacco,6 and, if current trends 
continue, tobacco will cause 8 million deaths annually by 
2030—80 percent of them in developing countries.7 Tobacco 
use, as well as exposure to secondhand smoke, is associated 
with lung disease, cancer, heart disease, low birthweight, 
stillbirths, increased mortality in tuberculosis patients, 
and many other problems. Smokers also put families at risk 
of sliding into poverty due to poor health and premature 
death. Smoking kills half of smokers unless they quit, and 
many more are disabled.8 

OUR STRATEGY
Our aim is to significantly reduce tobacco-caused disease, 
death, and poverty in the developing world. Specifically, 
we hope our investments help accomplish three long-term 
goals over the next 15 to 20 years: 

1) reduce morbidity, mortality, and economic costs of 
tobacco in high-burden countries, specifically India and 
China; 2) prevent the onset of the tobacco epidemic in 
Africa; and 3) reduce morbidity, mortality, and economic 
costs of tobacco use in “early adopter” countries—those 
countries that have shown particular success in adopting 
tobacco-control programs but need added support to scale 
up these successes.

In 2008, the World Health Organization (WHO) released 
an evidence-based package of proven interventions to help 
governments adopt the most effective measures to counter 
tobacco use. These tobacco-control interventions—called 
MPOWER—have been proved to rapidly decrease tobacco 
use. However, currently only 5 percent of the world’s 
population is fully protected by any one of the MPOWER 
interventions, and no country implements and enforces all  
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of them.5 Our approach is to accelerate the adoption of 

MPOWER and other effective tobacco-control interventions 

in the developing world.

In July 2008, New York City Mayor Michael Bloomberg 

and Bill Gates launched a partnership and a combined new 

commitment of $375 million (U.S.) for tobacco control.  

We now work closely with the Bloomberg Initiative to 

Reduce Tobacco Use (Bloomberg Initiative), which has 

catalyzed the global effort to fight tobacco use since 2006. 

Our strategy primarily focuses on preventing people 

from beginning to smoke rather than helping people quit 

smoking. However, we recognize the critical role cessation 

plays in limiting overall death and disability due to tobacco 

use, and applaud the efforts of many organizations that 

are working on the most effective ways to help people 

reduce individual tobacco consumption. We also recognize 

the importance of other areas of tobacco control, such as 

alternative crops for tobacco farmers. We consider these 

gaps as we strategically decide how to use our limited  

funds most effectively to control tobacco use. 

INTERVENTION AREAS 
Reduce tobacco use in high-burden countries 
Given the high burden tobacco use places on the health 
of people in India and China, we are focused on intensive 
country-level efforts to substantially reduce tobacco 
consumption there. China is both the world’s largest 
producer and the world’s largest consumer of tobacco. In 
2007, nearly 60 percent of Chinese men were smokers, and 
the country consumed more than 37 percent of the world’s 
cigarettes.5 As many as 100 million Chinese men currently 
under age 30 will die from tobacco use.9 In India, 33 percent 
of men use tobacco products, and about a quarter of deaths 
among middle-aged men are caused by tobacco.10

In China, our focus is on encouraging the development 
of city policies, specifically supporting mayors to develop 
smoke-free cities, taxation policies, and public awareness 
campaigns. To this end, we are funding a project through 
Emory University. We are also funding the China 
Medical Board to work with the top medical universities 
in China to create smoke-free hospitals, decrease smoking 
among physicians, and develop new evidence on tobacco 
economics and policies. We are currently considering the 
best ways to work with partners in India to strengthen 
tobacco-control efforts there. 

To reduce tobacco use in additional high-burden countries, 
we recently approved a grant to the Southeast Asia Tobacco 
Control Alliance to educate policymakers about the 
benefits of increasing taxation on tobacco products in  
eight Southeast Asian countries. 

Prevent tobacco use in Africa
The existing evidence we have about tobacco use in Sub-
Saharan Africa indicates that if strong tobacco-control 
measures are not implemented now, the number of tobacco 
users in Sub-Saharan Africa will increase dramatically. 
Between 1995 and 2000 the tobacco consumption rate 
rose by 2.7 percent in the developing world overall, but 
in Sub-Saharan Africa the rate rose by 3.2 percent. At 
the national level, increases have been noted in Namibia, 
where between 2005 and 2007 male smoking rose from 
22.8 percent to 28 percent, and in South Africa, where 
male youth smoking rose from 14.8 percent to 21 percent.11

Though the majority of governments in Sub-Saharan 
Africa have committed to WHO’s Framework Convention 
for Tobacco Control,5 tobacco control remains a low health 
priority for most African governments, which are faced 
with a myriad of other health problems and lack data on 
the true nature of the tobacco problem. 

The MPOWER package comprises the following six 

effective tobacco-control policies to counter the  

tobacco epidemic: 

•	Monitor tobacco use and the policies to prevent it  

•	Protect people from tobacco smoke  

•	Offer people help to quit tobacco use  

•	Warn about the dangers of tobacco (primarily through 	

	 graphic warning labels)

•	Enforce bans on tobacco advertising, promotion, 

	 and sponsorship  

•	Raise taxes on tobacco 

When implemented and enforced as a package, the 

six policies are meant to prevent young people from 

beginning to smoke, help current smokers quit, protect 

nonsmokers from exposure to secondhand smoke, and 

free countries and their people from tobacco’s harm.

MPOWER
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Given the early nature of the tobacco epidemic in Africa, 
we feel now is the time to invest in policies and awareness 
campaigns to prevent the tobacco industry from getting 
firmly established in African countries. We are currently 
funding the International Development Research Center 
(IDRC) to research the critical determinants of success 
for tobacco control in 12 Sub-Saharan African countries. 
The findings of this initiative are being used to inform the 
development, implementation, and enforcement of tobacco-
control policy interventions across Africa. 

We also recently supported WHO in creating a “hub”  

that will provide technical assistance, mobilize resources, 

and build capacity to implement sustained tobacco-control 

interventions to prevent further increases in the prevalence 

of tobacco use in Sub-Saharan Africa. The hub will 

represent a cross-sector partnership of governmental and 

nongovernmental organizations (NGOs) throughout  

the region.

Support cross-cutting research  
and interventions
Without accurate information on the size and nature 

of challenges and successes in tobacco, governments in 

developing countries are understandably reluctant to spend 

more on tobacco control and are poorly prepared to draft 

effective policies. 

In partnership with the Bloomberg Initiative, we are 

supporting a number of efforts to help policymakers by 

providing an evidence base for increased tobacco control. 

These initiatives include: 

•	� developing economic analyses of taxation rates and health 

impact in 15 countries, which can be used in developing 

taxation policies

•	�building evidence-based cases for tobacco prevention  

in individual countries

•	�developing media campaigns to change social norms  

on tobacco

PROGRESS 
We have only been working in the fight against tobacco 

for a short time, but we hope some of our early work will 

have longer-term impact. For example, with the support 

of technical assistance from the IDRC, four countries—

Kenya, Nigeria, South Africa, and Mauritius—have 

developed and introduced comprehensive legislation 

against tobacco. Mauritius became the first country in 

Africa to introduce graphic warning labels, which are now 

being considered by other African countries as a model.

Our funding to the Bloomberg Initiative supported the 

development and launch of a series of papers that detail 

the economic impacts of tobacco in India, Indonesia, and 

China, and papers on the affordability of tobacco and 

the effectiveness of taxation. These papers will be used to 

demonstrate the economic toll of tobacco use on society, 

and the benefits of curbing use through various measures.

At the start of the grant in 2009, the China Medical Board 

brought together deans of 13 of the top medical schools in 

China and launched a Requests for Proposal (RFP) process 

for schools to develop plans for smoke-free campuses and 

hospitals. This unique grant made national news, and 

will help continue momentum for the tobacco-control 

movement in China.

CHALLENGES
Over the last several years, tobacco companies increasingly 

have been marketing their products to people in the 

developing world. Not only is there a relatively untapped 

market in countries throughout Sub-Saharan Africa, but 

many countries lack government regulation and their 

citizens are not entirely aware of the hazards of smoking.  

As a result, tobacco companies are able to market and 

promote their products to youth, and sometimes in 

connection with sports, music, and other events, despite 

industry codes of conduct that forbid this practice. And 

funding to help NGOs, health professionals, and other 

advocates become involved in smoke-free initiatives is 

lacking in the developing world.

Tobacco use contributes to poor maternal health and 

exacerbates diseases such as tuberculosis and HIV/AIDS. 

However, tobacco-control programs are not integrated 

fully into other health initiatives in the world’s poorest 

countries. Many of these same countries are also producers 

of tobacco products, giving the industry enormous control. 

Leadership at the country level and funding for NGOs, 

health professionals, and other advocates are needed to 

catalyze change and continue momentum for tobacco-

control efforts in the developing world.

WHAT WE’RE LEARNING
There is a blossoming civil society of individual  

champions, NGOs, alliances, and individuals working  

in governments that have leadership or expertise on 

tobacco control; however, this group needs to be increased 

and better organized. The potential for catalyzing these 

individuals devoted to fighting tobacco use is great, and 

we need to build their capacity to further momentum 
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for the tobacco-control movement and maximize the 
impact of our investments. Specifically in Sub-Saharan 
Africa, our future investments will aim to strengthen the 
capacity of individuals, NGOs, civil society, academia, and 
governments to engage in tobacco prevention and control 
by providing technical assistance, training, and mentoring 
opportunities as necessary. We will promote African 
participation in program decision-making and technical 
assistance by other African and developing-world experts 
who have successfully implemented tobacco-control efforts. 

Through our work with the Bloomberg Initiative, we are 
also learning that models of tobacco control that were 
successful in Western countries such as the United States 
are not always readily accepted or equally successful in 
other countries. Each country needs local information and 
data to support its case to ministries of finance and prime 
ministers—and to counter the tobacco industry’s charges. 
Countries need new and updated economic analysis on 
tax policy, agricultural costs, burden of disease, and recent 
prevalence data on consumption. To address this challenge, 
we are investing in country-specific situational analyses to 
understand current trends in tobacco use, the local tactics 
of the tobacco industry, the current climate of the tobacco-
control movement, and a country’s “readiness” to move 
forward on various tobacco-control interventions. 

THE WAY FORWARD
The global anti-tobacco community has been rejuvenated by 
the new resources generated from the Bloomberg Initiative 
and the Bill & Melinda Gates Foundation. The tools are in 
place to radically reduce tobacco use. Now all that’s needed 
is the political will and coordinated action to implement 
those tools. This will require the dedication of all our 
government, donor, private sector, nongovernmental, and 
community partners. We look forward to working with 
them to achieve a smoke-free world.

TO LEARN MORE
About the Global Health Program:  
www.gatesfoundation.org/global-health  

About Tobacco:   
www.gatesfoundation.org/tobacco
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