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Abstract

Tobacco use is one of the main health risk factorsdevelopment of non-communicable
diseases which are the leading cause of globalatitgrtSmoking, as the most common form of
tobacco use, is seen as a highly addictive behandrpersonal desire to shift to smoke-free
lifestyle is seriously hindered by nicotine addiati which undermines autonomy of smokers to
rationally choose healthier option and take resibiitgy for personal health. Tobacco control
policy is an important global and national publ&ahh instrument that aims to increase smoking
cessation rates and prevent smoking initiation.b&@lalirections and recommendations greatly
impact national tobacco control policies in ordemptevent non-communicable diseases induced
by smoking and tobacco use in general. Frameworkv@aion on Tobacco Control initiated by
World Health Organization in 2003 is the most intpot global treaty for generation and
improvement of Norwegian tobacco control. Commutiveaand restrictive tobacco control
measures reflect motivation and stimulation of peas responsibility for health. These measures
operate through Libertarian Paternalistic approaghich aims to strategically steer people
towards healthier options by preserving freedontlhadice. This thesis seeks to identify global
directions and recommendations for national tobacootrol and particularly explore how
Norwegian tobacco control measures fit into Libesia Paternalistic approach and in what way
they motivate and stimulate Personal ResponsiddityHealth. It concludes that inculcation of
sense of responsibility for smoke-free lifestyleNonrwegian tobacco control policy is seen as
individual-state partnership for healthier lifegtythrough motivated and stimulated personal

responsibility for health.
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1. INTRODUCTION

This study aims to identify main global directioard recommendations for tobacco control
policy and particularly explore comprehensivenesd aature of Norwegian tobacco control
policy. Furthermore, by looking through the prisrh libertarian paternalistic approach for
tobacco control, this study examines in what waywégian tobacco control efforts motivate and

stimulate personal responsibility for health.

1.1 Background

Consumption of tobacco is the leading cause ofgrable and premature deaths in the world.
Tobacco is a substance characterized by its adéic@ture and carcinogenic and toxic effects.
Cigarettes are the most popular form of tobacco r@pdesent one of the most addictive and
deadly commodities ever created by humankind (W19062 13, 18). Cigarette smoking consists
of inhalation of a variety of chemicals that resultadverse health outcomes, primarily cancer,
pulmonary and cardiovascular diseases. The healhof smoking is increased by continuing
and high tobacco smoke exposure level. There isafie level of exposure to tobacco smoke.
Furthermore, not only people who smoke face serimadth risks, but also people who inhale
second-hand smoke (passive smokers). Exposuredaddand smoke is attributed to a number
of diseases, such as lung cancer, coronary hemask, impaired lung function and others (WHO
2006, 13; CDCP et al. 2010, 9). Nicotine is the rmehemical element in tobacco that is
responsible for development of addiction, henceeasential reason for sustainable tobacco
consumption. Cigarette smoking provides the fastesbtine delivery rate to the nicotine
receptors in the brain. As highly addictive behawmoking is characterized by its long-term
persistency and negligence of its harmful healtecef Smoking most often starts in young age,
and at that age addictive effect of nicotine iddewnt even at low consumption levels. In general,
addiction is seen as a specific behavior type dbaraed with poor self-control and lack of self-
guidance. Accordingly, a high number of smokers whid smoking, relapse soon after cessation
attempt, mainly due to the challenging withdrawahptoms that can last for few months after
cessation (CDCP et al. 2010, 105, 180, 181, 18Bndand Graham 2011, xi).



The World Health Organization (WHO) recognizes tmmause as one of the main risk factors for
development of non-communicable diseases (NCDsg),gtieatest disease burden and leading
cause of global mortality. According to the WHOisitestimated that in the near future smoking
will be held accountable for approximately 71% ohd cancer, 42% of chronic respiratory
disease and almost 10% of cardiovascular diseak#ally, around 5 million smokers and
around 600.000 passive smokers die every year flmmmentioned and other tobacco related
diseases. Tobacco use is accounted for 12% ofl@lab deaths, resulting in higher global
mortality prevalence than the combination of alkatthes caused by AIDS, tuberculosis and
malaria. If this trend continues without seriousaoco control actions, by the year 2030 tobacco
will kill more than 8 million people, and it coukehd up killing 1 billion people by the end of this
century (WHO 2010a; WHO 2012; WHO 2014a; WHO 2008&/O 2014b).

It is estimated that smoking prevalence in Norway 6%, which means that approximately a
million people smoke Out of this number, about 20% are young pe€ooreover, out of all

annual deaths in Norway, approximately 13% are e/ smoking, which means that every
year approximately 5100 Norwegians die, on averbheears prematurely (Helsedirektoratet

2013a; Helse og omsorgsdepartementet 2011, 6).

The WHO recognizes comprehensive tobacco contidatypas a range of strategies for tackling
tobacco use and reduction in incidence and pregal@i NCDs. The WHO has developed a
Framework Convention on Tobacco Control (FCTC) 002, a historically important treaty,
which embraces wide range of tobacco control meastirected to reduce demand and supply of
tobacco. This treaty binds its Parties to engageoimtinuous development of "comprehensive
multisectoral national tobacco control strategie@YHO 2014a, 6; WHO 2003). Norway
represents one of the European successful andnteatiamples in regards to comprehensive
tobacco control policy, with its roots tracked b&cKL960. Accordingly, Norway has become the
first country in the world to sign the FCTC. Howeve the last period Norway is relatively
lagging behind with higher smoking prevalence comagdo others in the league of the tobacco

! Data from 2012 - Age group 16-74 — 16% daily smek&0% occasional smokers
% Data from 2012 - Age group 16-24 — 7% daily smek&B% occasional smokers



control leading countriés Furthermore, Norway has been criticized for theklof financial
resources devoted to tobacco control, lost focuamtittobacco mass media campaigns, poor
cessation services and other (Helse og omsorgddepantet 2011, 7, 10; WHO 2010b, 5, 6).
However, by firmly acknowledging past shortcomingdgrway developed the new tobacco
control strategy in 2011 with focus on renewed addanced key measures. In the last couple of
years, concrete actions have been taken to impiab@cco control policy, such as launching
fewer anti-tobacco mass media campaigns, generatimagegy document for improvement of
cessation services and implementation of new lagisls (Helsedirektoratet 2014e;
Helsedirektoratet 2014d; Helsedirektoratet 2013bftedal et al. 2012; Helse og
omsorgsdepartementet 2011, 14).

1.2 Aim of the Study

The aim of this study is to identify global diremts and recommendations for tobacco control
and particularly explore Norwegian tobacco contpolicy, through libertarian paternalistic

conceptual framework, and its effect on public tteadr more specifically on disease prevention
and personal responsibility for health. The purpsge investigate how national tobacco control
measures influence people’s attitude toward smolkind how do they impact prevention of
smoking initiation and smoking cessation. Furtheenaohis study aims to explore in particular
how an environment where people will rather choss®wke-free lifestyle and become more

responsible for their personal health is created.

1.3 Research Questions

This study aims to explore and be directed accgrtbrthe following research questions:

1. What are the main global directions and recommemat for generation and
improvement of national tobacco control policy?
2. What are the main measures in tobacco control ypaticNorway for tackling tobacco

smoking prevalence and preventing smoking initreio

$2011: Sweden (daily smokers (ds)) 13.6%: Icelats) (4% (Ornberg and Sohlberg 2012, 72); United
Kingdom (general smoking prevalence) 20% (ASH 20lt4)as been reported that smoking prevalence is
35% lower in Sweden and 22% lower in United Kingdarsomparison to Norway (WHO 2010b, 9)



3. How do those tobacco control measures fit into ttdréan Paternalistic approach and in

what way they motivate and stimulate Personal Resipdity for Health?

1.4 Organization of the Thesis

Section 2 describes methods and limitations ofstiely. In section 3 the concept of personal
responsibility for health is presented, followedthwa description of libertarian paternalistic
approach and its mechanisms. FCTC, identified am mi@bal direction for national tobacco
control is outlined in the first part of section Phe latter part of this section briefly describes
Norwegian tobacco control policy. Section 5 set$ selected communicative and restrictive
tobacco measures organized in three informationdsfolgeneral information, WHO
recommendations, and Norwegian examples. In the section 6 discusses those measures
through libertarian paternalistic conceptual fraragwfollowed with the last section that justifies

controversial tobacco control measure, while secticummarizes and concludes the study.

2. METHOD

This thesis represents a study that is based oewigng and exploration of targeted literature. A
review-based thesis is characterized by the fohgwphases. Firstly, in regards to the research
guestion, it is believed that available literatums,a main data source for the research, contains
enough relevant information in order to answer tbgsearch questions and comprehend the
research topic. Secondly, strategically designéeraliure-search is comprehensive and it is
performed in order to identify and collect the calicesources. Thirdly, a critical evaluation of
selected literature is performed in order to deteemelevant inputs to the research topic. This
includes identification of diverse perspectives tbé topic and interpretation of the main
arguments, and analysis of those two accordingéctitical framework. Lastly, the components
of literature analysis are incorporated into def@r divisions, aiming to present different
perspectives, such as complementary, conflictietgvant and unclear views of the research
topic. Accordingly, this will provide clear knowlgd about roots and evolution of the topic and
will potentially suggest recommendation for act{btart 2005, 140). The review-based thesis are
usually not driven by theories and they often gateepersistent personal comprehensibility of the

research topic as well as the contributive poténhiat a review-based thesis can have to the



literature (Hart 2005, 146, 147). Hart (2005, 1433) claims that those types of theses "can
bring awareness, understanding and clarity to &leno, in that we can see its cause and the
means to eradicate it”. He adds that the procdslterature search and review represents a
critical assessment of available information, whiglsignificant to the research question. This
review-based thesis does not rely on the systematiew and search of the literature in the most
rigorous way, as the process of literature seamds chot strictly lay out and follow criteria
characterized for systematic literature review. &hwition of this review-based study is to bring
clarity and comprehensibility of global directioard nature of national tobacco control policy,
by analyzing how libertarian paternalism incorpesaitself into national tobacco control policies
aiming to raise awareness about tobacco hazard maotivate and stimulate personal

responsibility for health.

2.1 Literature Search and Data Sources

The main search engines for collection of relevaéetature were PubMed, HIOA library search
data base (Oria), Google Scholar, and BMJ TobaanatrGl. The key words used in literature
search were”Libertarian Paternalism” and "Personal Responsibility for Health” or
"Individual Responsibility for Health"and”Tobacco Control Policy”or "Tobacco Control” or
"Tobacco Control Measures and "Norway” or "Norwegian”. However, after this primary
literature search, selection and review, | adopigther search method by combining the
following key terms:”smoking”, "nicotine addiction”, "health warning messages’”’'mass
media campaign;” "health communication} ”tobacco control legislation’; "tobacco

taxation”, "smoking cessation services”point of sale tobacco display,”’social norms”, and
"choice architecture” Moreover, the use of a snowballing technique kgkly important in the
searches, which consisted of going through bibéipby lists of selected articles, documents and

books, which resulted in identification of relevalatta sources (Jones 2007, 39).

In tobacco control policy, grey literature condis highly important source of data. Grey

literature is published by independent nationalnternational research units or other types of
institutions and can be immensely beneficial (J&@%7, 42). The searches in the grey literature
included Norwegian tobacco control related documergports, government papers, newspaper

articles and other relevant forms of textual resptabth in English and Norwegian language.



They were searched at the following data sourcke:Norwegian Directorate of Health, Ministry
of Health and Care Services, Norwegian Institute Doug and Alcohol Research (SIRUS),
Journal of Norwegian Medical Association, Natiofradtitute of Public Health, Norwegian Law
Data Base, Norwegian Knowledge Centre for the He8lktiences, Norwegian Cancer Society
and others. The literature for global recommendatias extensively based on search of
documents in WHO database available on their twhbsites: the global website/vw.who.in)
and the European websiteww.euro.who.int. This resulted in identification of the WHO soeirc

of information relevant to tobacco control politwat is in most part based on FCTC.

2.2 Limitations of the Study

When considering the Norwegian case of tobaccorabrhe focus, as indicated in research

guestion number two is on cigarette smoking tinjowever, due to a comprehensive ban on
indoor smoking and de-normalization of smoking, hrevalence of snuff use has become
relatively high over the latest decade. Hence,iexbcus on cigarette smoking can be regarded
as a limitation. Although snuff use has been disedsas harm reduction strategy to smoking, a
new evidence on harmful effect of snuff have seaicfocus in national tobacco control policy to

regulate snuff products in a stricter way, simylaat with cigarettes. Daily snuff use prevalence,
especially among young Norwegians, has sharplyeasad over the last years, and prevention of
snuff use initiation and help to quit snuff use araong main objectives in the new national

tobacco control strategy (Helse og omsorgsdepartementet 2011, 12; Lund ;2009
Helsedirektoratet 2011c; Sandtrgen 2014).

A critical limitation and weakness of this studytli® absence of discussion on social inequalities
in health and health behavior in regards to tobamodrol policy. In Norway, a distribution of
smoking in regards to education level is strikiNgrwegians with university degree smoke the
least (8%), on contrary to 34% of those with eletagn education and 20% of those with
secondary school education (Helsedirektoratet 2018 evident that smoking prevalence and
morbidity attributed to smoking is not equally distited among different social groups and that

4 Please note that throughout the thesis the teétaimtco use”, "tobacco consumption” and
”smoking” are used interchangeably

52012: 19% daily snuff use (age 16-24), 9% dailyfsnse (age 16-74) (Helsedirektoratet 2013a, 21)



concept of personal responsibility for health aiwbrtarian paternalistic approach to national
tobacco control might overlook or even widen thequality gap of socially disadvantaged
smokers (@verland et al. 2010; Strand et al. 2Q4hd 2005a; Halpern et al. 2004, 65).
Bringedal (2013, 230) claims that ignorance of abitiequalities in health policies that focus on
personal responsibility for health will lead to bBdodiscrepancies in health as well as in health
behavior, which makes it “ethically and politicaffyoblematic”. This study does not intend to
undermine significance of social inequalities iraltie in any way. However, according to the
research questions, this review-based study litsitambition to exploration and investigation of
global recommendations influence on generation aifonal tobacco policy. It also limits its
scope on focusing on comprehension of initial ainthmse recommendations and policies in

regard to libertarian paternalistic framework aedspnal responsibility for health ideology.

Furthermore, to frame the thesis and to organiealibcussion part, the conceptual framework of
libertarian paternalism is used, rather than acsjpitheoretical one. Choosing libertarian
paternalism as a framework was led by the facttthatapproach can easily be applied to tobacco

control policy as well as to ideology of persoredponsibility for health.

3. PERSONAL RESPONSIBILITY FOR HEALTH

Personal responsibility for health (PRH), definedhie most simplified way, means adoption of
healthy lifestyle such as healthy eating, physearcising and non smoking (Steinbrook 2006;
Weyden 2007). As Wikler (2006, 109) states, peaetal to preserve their health if they live
prudently and practice healthy living. He adds tmabidance of diseases, which are caused by
personal unhealthy choices, is crucial as an dbgcf healthy lifestyle. Along the same lines, it
is broadly recognized in literature that unheallifgstyle is a significant cause of diseases and
that number of diseases could be avoided throughkopal lifestyle changes (Feiring 2008;
Bringedal and Feiring 2011; Brown 2013; Cappeled Blorheim 2004; Upton and Thirlaway
2014; Loewenstein et al. 2007; Resnik 2007; Mink@99; Halpern et al. 2004).

The concept of PRH and lifestyle change was set@éme back in 1960s with emerging evidence

of various health risk factors that were relatedifiestyle and personal behavior, such as the



harmful effect of tobacco consumption. The emphasisndividual behavior was not crucial for
prevention of NCDs only, but was also seen latecrdial for prevention of HIV transmission
(Wikler 2006, 111). From the onset of the recognitof PRH, as a new perspective in disease
prevention, supporting evidence has been raisingns€quently, various health policy
interventions have been introduced, supportingvie®mn to control health risk factors. Public
health interventions started focusing on alteratodnindividual’s unhealthy lifestyle through
supplying of relevant information and skills intexdto motivate and enable individuals to shift
to healthy lifestyles (Minkler 1999, 123, 124).

The Forward-looking concepis the aspect of PRH that focuses on choices tloahqe healthy
lifestyle and disease prevention, contrarybtickward-looking concepwhere the presence of
adverse health outcomes is evaluated through tke yp#healthy choices that contributed to
occurrence of diseaséCappelen and Norheim 2006, 314; Cappelen and é\orl2005, 476).
Cappelen and Norheim (2005, 476, 477) discussdaheard-looking aspect of PRH as the one
that is concerned with how people will behave ia thture. In simpler words, the idea is that a
choice that promotes future healthy behaviors (elgposing non-smoking lifestyle promotes
prevention of diseases caused by smoking) is irdldbeough the right negative or positive
incentives (e.g. tobacco taxes and legislationsodiage smoking). Wikler (2006, 112, 113)
points out that reduction of burden on scarce headre resources, as another aspect of health
policy, is promoted by PRH and by individuals wiemd to live healthy and prevent diseases.
The forward-looking concept of PRH is embraced lgy health promotion approach in public
health (A. Cappelen and Norheim 2005, 477). Hgaltimotion is advocating for better health by
motivating and assisting individuals to developspeal skills that will enable healthy choices
and improve healthy lifestyles (WHO 2009b, 1, 4neOof the health promotion aspects is
behavior change, which focuses on support of iddizis to improve their health by choosing to
shift to more healthy lifestyles (Naidoo and WRB09, 70, 71; Priest et al. 2008, 2).

6 Backward-looking conceph PRHis discussed in regards to distributive justicéh@alth care, scarce
health care resources and priority setting at pohtdisease treatment. It operates via acquiring
information about patients’ past behaviors and atthg choices that caused disease, hence need for
health care treatment. This approach is seen dsogersial, as it ignores humanitarian aspect afithe
care, faces equity issues, conflicts normativeelelof physicians and others (Cappelen and Norheim
2005, 477; Bringedal and Feiring 2011; Halpernl .e2@04, 35).



A lifestyle where behavioral change is not merelynatter of choice, but rather a challenge
caused by addictive behavior, which hinder desisédt to healthy lifestyle, represents a
responsibility sensitive field(Levy 2011). Poland and Graham (2011, 12) disthus&lements of

personal responsibility of an individual coerceddudiction. They argue that the responsibility
aspect is rather a concern of other individuals argfitutions in certain settings in which
addiction happens than of the individual who ssffétom an addiction. Accordingly, they
hypothetically question what particularly an indival is alleged to be responsible for: (1)
becoming addicted to smoking, (2) seeking and aoisy smoking, (3) other behavior or
consequences related to smoking (e.g. impact cerggtharm to self), (4) overcoming addiction
and quitting smoking (Poland and Graham 2011, 10). Accordingly, Beridmd Robinson

(2011, 21) definition of addiction perhaps providas initial glimpse for some of the above

issues:

"Addiction refers specifically to a pathologicahe arguably compulsive pattern of drug-
seeking and drug-taking behavior, which occupiemardinate amount of an individual’s
time and thoughts, and persists despite adversgeqaences” (Berridge and Robinson
2011, 21).

They further add that an individual with addictivehavior finds it very challenging to quit taking
drug despite "strong desire to do sb”Even if an individual succeeds in quitting takiag
addictive drug, they continue to face challengesvithdrawal symptoms and prevail highly

vulnerable to resume addictive behavior.

7 Levy (2011, 89) discusseasoral and medical/scientificmodels of comprehending responsibility for
addictive behaviors. Moral model claims that adzticindividuals are responsible for their behaviod a
are to be blamed for it, contrary to the latter elodhich reflects abnormality of addictive behayior
characterized by lacks of control, therefore addiéhdividuals are not to be held responsible.

8 Smoking is set as arbject of addictionn order to narrow down broad subject deliveredHgyauthors.

9 They refer to nicotine as one of the addictivegdr(Berridge and Robinson 2011, 23). Over timejai
discussed if smoking is addictive or habitual bébtraand if it causes only psychological dependemice
physical as well. However, after sound analysigiobtine addiction through drug dependence framkwor
it has been firmly confirmed that nicotine is amliative drug causing compulsive and dependent wbac
consumption (Sohn et al. 2003, 251).



Brown (2013) argues that freedom to choose healtiipns is not a simple action, but rather one
that is intertwined with complex factors. Most imdiuals would indeed prefer to have a
productive and healthy life, yet most of them oawaally behave in a manner that harm
themselves or others close to them (Halpern €2Gfl4, 60). The action to choose to behave in
healthier manner is not necessarily completely m@alty in all occasions. Smoking as addictive
behavior imposes pressure of dependence thatctestreedom to choose a perhaps desired,
healthier option to quit smoking, because of thengolsion and strong temptation to smoke.
Therefore, the addictive behavior can be perceasdontrolled by compulsive desires and not
by the individual him/herself. An individual whofgers from an addiction cannot be completely

held responsible for personal health (Brown 20)}3, 3

Similarly, Resnik (2007, 444) points out that it vl be unfair to completely attach PRH to
individuals who fail to make reasonable health cbsibecause of addictive behavior. He adds
that although an individual is considered to bénaportant element in sustaining personal health,
he or she cannot be held completely responsiblet.fé?eople often struggle to independently
recognize what is in their personal best intergkises et al. 2011, 489). A society has a crucial
role in health promotion and disease preventioraridg in mind that society takes significant
responsibility for prevention of diseases, PRH #thobe stimulated through public health
promotion strategies initiated by society which Vdomotivate individuals to take an active and
independent rofé (Resnik 2007). Halpern at al. (2004, 60, 67) alsom that society plays an
important role for behavior change, by enabling ampowering individuals to engage in
behaviors that are in their own best intereststhatithe personal responsibility is a co-product of
individual-state partnership. It is crucial to deea social environment with healthy choice
options, which would result in individuals beingpeble to choose healthy lifestyle and prevent
disease (Resnik 2007, 445).

Schmidt (2013, 73) argues that public health messaften fail to be equally distributed and to
equally consider different groups of individuals avhive under various circumstances, either

different regions, social status or other factdrat tcan influence PRH. It can be complex to

10 He also points out that health promotion strategiee cost-effective and that their disease prewent
outcome has multiple effects, such as reductiobunflen on scarce health care resources, preveottion
necessary pain and suffering, to name but a few

10



distinguish what causes some individuals to irgtiahd lead certain type of lifestyle. This is a
multifactorial issue which depends on one’s so@aljironmental or genetic status (Wikler 2006,
113; Buyx 2008, 873). Wikler (2006, 121) recalls @kin’s view on distributive justice and his
separation of "brute” and "option” luck in regds to individual choices and their consequences.
Brute luck is seen as a situation where individwasnot be fully held responsible for chosen
lifestyle or adverse outcome, as some of the fadi@ig. genetics, unavoidable negative events,
social status, and lack of education) which havecédd individuals’ health were simply out of
their control. On the other hand, option luck isrsas full control of an individual who is having
complete autonomy to choose certain health riske. rfisks that are taken, such as smoking or
alcohol drinking are perceived as choices thatctliyenegatively influence ones health but are
being chosen despite knowledge of their hazardtiests. However, complexity of environment
in which someone lives can impose unhealthy behaies and if combined with lack of self-

control, attempts of adopting healthy lifestyle segiously hindered (Brown 2013, 2).

3.1 Libertarian Paternalism

The concept of libertarian paternalism (EPhay appear to contain two seemingly contradictory
terms, withlibertarian aspect emphasizing freedom, whgaternalismindicates restricted or
limited autonomy? (Christman 2014; Sunstein and Thaler 2003). Howeu# operates
primarily through preservation of freedom of chogisghile paternalistic element influences
decision in order to utilize beneficial outcomestaken actions. The need to steer people’s
choices by using LP arose from observation thaiplgedn many life spheres, miss evident,
rational and stable preferences. Moreover, peapld to be overconfident when making certain
choices, given the biases of the previous expeggnthe idea suggested by LP supporters is not
to block or limit peoples opportunities to choosé tather just to steer people in direction that
will promote their welfare, ensuring existence mdeidom of choice (Sunstein and Thaler 2003;
Lecouteux 2013, 6; Grill 2013, 29, 37).

11 The concept was introduced by Sunstein and THa@03) in their academic article "Libertarian

Paternalism is not an Oxymoron”. They portray L® @olitical position, a principle and as a type of
policy strategy (Grill 2013, 37).

12 Also referred to as "asymmetric paternalism’’@oft paternalism” by some authors (Loewenstein e
al. 2007; Camerer et al. 2003; Lecouteux 2013, HB)wever, Grill (2013, 30) points out certain

distinctions between soft paternalism and libestapaternalism.
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LP is also referred to as ”"a new technique of goweent-sponsored behavior change” which
will influence people’s behavior to attain betteratity of life and live longe® (R. Jones et al.
2011, 483, 484). By employing a LP approach intbliguhealth policies, the freedom of choice
for individuals is fully recognized. On the otheartd, paternalism is directed to make individuals
to behave in a welfare-promoting manner and be igeavwith an appealing option that will
make healthy lifestyles attractive (Schiavone eR@l4). Thaler and Sunstain (2009, 5) state that
LP will not force individuals not to smoke or nat ¢at unhealthy, but it will aim to steer their
choice into direction that would improve their vaglf. Halpern et al. (2004, 61) also claim that
"governments do not ban unhealthy foods or smokiogt seek to refashion the behavioral

pressures towards healthier choices”.

Jones et al. (2011) identify four mechanisms ineord identify LP policies and explain the
process of implementing them, namely: (1) spatedigh and choice architecture, (2) temporal

ordering, (3) measures to rationalize the brain(@hgrompting social norms.

The first mechanism operates through the ideehofce architecturewhich considers a certain
area that has been strategically and spatiallygdedi in order to inspire people to behave in a
welfare-promoting manner. The objective of this heedsm is to facilitate a macro or micro-
environmental spatial design setting that will ddote positive behavidt (Jones et al. 2011,
487, 492, 497). A choice architecture mechanismirset microenvironment, can be portrayed
through ”location based regulation” or "restrions on product displays”, such as tobacco
products visibility and availability at the mark&wor instance, if cigarettes can be bought in all
sorts of stores and in vending machines, the choisenoke will be widely available, on contrary
to strategically reduced density and “re-engindespatial environments” of cigarettes retail
objects which will minimize their availability (Bbesars et al. 2006, 45, 46; Jones et al. 2011,
492). Thaler and Sunstein (2009, 6) embrace claid@tecture in their concept of nudge as most
prominent mechanism of LP approach. They definegauds “any aspect of the choice

13 Grill (2013, 40, 41) points out a couple of critegg proposed by certain authors, such as that £da
benefits and that it can decrease sense of perssspinsibility.

14 Macroenvironmentsepresent for example a street design with cydangs (R. Jones et al. 2011, 492).
Microenvironmentsepresent “settings in which people may gathespecific purposes and in which they
may acquire or consume food, alcohol, tobacco...1léidds et al. 2013a, 2)
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architecture that alters people’s behavior” in aythat can be predicted with preserving the
choice option freedom (Thaler and Sunstein 2009,Hg)jland et al. (2013b, 2) discuss that
Thailer and Sunstein mostly focus on choice arctute as largely and generally applied, with
limited relevance to public health Therefore, led by this, Holland et al. (2013ayéhpioneered

in development of typology of choice architectuneerventions specific to public health. Those
interventions aim to inspire healthy behavior watimicroenvironments. They offer a definition

of choice architecture intervention which specificaims to alter unhealthy behaviors (poor diet,
physical inactivity, alcohol consumption and sma@gimn certain settings and it is as it follows

bellow:

"Interventions that involve altering the propedi®r placement of objects or stimuli
within microenvironments with the intention of clgamg health related behavior”
(Hollands et al. 2013a, 3).

They further point out that those choice architectuterventions are implemented in the same
setting (microenvironment) in which behavior, tiethe target of this interventions, is carried

out.

Temporal orderingis the second mechanism pointed out by Jones. §2@l1, 487) and this

aspect advocates utilizing timing as a useful eldgnie behavioral change. The idea is that
behavior can be influenced in a certain windowirokt Time-based regulations restrict or permit
access to particular goods in order to facilitatbdvior change and "self-rationing”, such as sale

of tobacco products in defined time periods (Beshetal. 2006, 46).

The third mechanism ofneasures to rationalize the brawmperates by promoting choices of
rational behavior and overcoming predictable ioadl ones (Jones et al. 2011, 487).
Governments usually use the following three seiasifuments to promote rational behavior and
augment individual welfare: (dgal punishmenin order to raise cost of particular unappealing

behaviors and demote them; fis)ce signalsconsider either incentives (benefits) or disinmerst

15 Their popular example for choice architecturedsda on the strategic organization of healthy fimod
cafeteria at "eye level” in order to make it movisible and give priority in the line contrary food that
is unhealthy and put in less visible places anth&raway (Thaler and Sunstein 2009).
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(cost) which will "encourage or discourage” padilar behavior respectively; (@)formationto
communicate "cost and benefits” of particular at® and to introduce alternative and more

appealing behavior (Halpern et al. 2004, 15).

The last libertarian paternalistic mechanisnpodmpting social normgs based on “promotion

of particular social norms and collective nudgdsones et al. 2011, 487). Governments use
strategic methods to encourage healthy lifestyle eventually change behavior culture. The
change of social norms is often induced by de-nbrai#zon strategies that will make certain
behavior less socially acceptable and less visibéenormalization is seen as a relevant element
of anti-smoking strategies which represent an irgmrinstrument for generation of social
norms, hence making smoking less socially acceptabhich could result in reduction of
smoking rates and prevention of smoking initiatfgnigt 2013, 47, 58 ).

4. GLOBAL DIRECTIONS AND NATIONAL TOBACCO CONTROL POLI CY

In this section, the main global direction for toba control policy will be presented, namely the
WHO treaty adopted in 2003. In the latter part thef overview of the Norwegian Tobacco
Control Policy will follow.

4.1 Framework Convention on Tobacco Control

The WHO initiated development of FCTC back in 19893rder to lead the generation of an
international legal instrument for tobacco contf@bemer et al. 2005, 936; WHO 2009c, 40).
FCTC was adopted in May 2003, being the first gldb@aty ever negotiated by the WHO,

becoming one of the biggest treaties in the histdrynited Nations, with 179 Parties up to date
(WHO 2009c, v; WHO 2014i). In February 2005 the ECé&ntered into force and became the
first international ’legal instrument for multilatal cooperation and national action for reduction

of global tobacco epidemic” (Roemer et al. 200560

The principal objective of the FCTC is primarily pootect current and upcoming generations

from the harmful and disastrous health, social,irenmental and economic consequences of
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tobacco use and harmful exposure to second-hanlesiio reach the objective each Party has
to implement tobacco control measures providedhim ECTC at different levels (national,
regional and international). This should accordmgisult in reduction of tobacco use prevalence
and tobacco smoke exposure (WHO 2003, 5). The F@T@ivided into two main sets of
strategies, namely demand reduction (Articles 6&l¥) supply strategies (Articles 15-17). Other
articles in the convention cover other importardgaar contained in Articles 18-26. In total, the
FCTC contains 38 Articles (WHO 2003; WHO 2009c,.28)the following text only the demand

reduction strategies will be briefly preserited

Article 6. Price and tax measures to reduce the deand for tobacco - This is the only
measure that uses price and tax mechanisms in wrd&fuence public and decrease demand for
the use of tobacco products. This article advocktegrices and taxes as highly important and
effective tools in regards to reduction of tobacse among diverse population, targeting young
people as the crucial group. The Parties take resipidity to define their taxation policies

according to national health objectives (WHO 2003,

Article 8. Protection from exposure to tobacco smak - The Parties will acknowledge a deeply
imbedded scientific fact that death, disease asdhbdity is caused by exposure to second-hand
smoke. Accordingly, the Parties will incorporatdeefive legislative, administrative and other
relevant measures aiming to establish national lasvih will ensure comprehensive public

protection from exposure to second-hand smoke (V2B@3, 8)

Article 9. Regulation of the contents of tobacco mducts - The guidelines for testing and
measuring the contents and emission of tobaccouptsdand for their regulation will be
proposed by the Conference of the Parties with wWiing competent international entities.
Furthermore, effective legislative, administratared other relevant measures will be adopted and
implemented by each Party in order to test and ureasontents of tobacco products (WHO
2003, 9)

16 Article 7 is excluded from presentation as it ssras introduction to non-price measures.
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Article 10. Regulation of tobacco products discloses - According to national laws, the
Parties will adopt and implement legislative, adstmative and other relevant measures, which
will require producers and importers of tobaccodoias to reveal all necessary information to
government bodies in regard to emission and camtehttobacco products. Furthermore, the
Parties will adopt and implement measures in otdenake the information about toxicity and

emission of tobacco products available to publi¢tH@/2003, 9).

Article 11. Packaging and labeling of tobacco prodcts - Those effective measures will firstly
secure that unit packets, packages and labelsbaicto products provide public with relevant
information of tobacco products ensuring the absaricobacco promoting aspect. Each tobacco
package has to contain information in form of wagsimessages of harmful effects of tobacco
use on human health. Accordingly, the warnings/egss will be rotating, large, evident,
obvious and legible. The main display site of thackage should be covered by the
warnings/messages with 50% or more, and not less30%, and it can be in form of or supplied
with pictures or pictograms (WHO 2003, 9, 10).

Article 12. Education, communication, training and public awareness -Communication

methods are to be used by each Party in orderdmgie and improve awareness of public,
through wide range of comprehensive and effectrogqams, on subject of tobacco control and
harmful health effects of tobacco use (includinfpimation about addictive nature of tobacco
and exposure to second-hand smoke) as well as dsmafits of tobacco use cessation and
tobacco free lifestyle. The Party will proceed wataptation and implementation of effective

legislative, administrative and other relevant nuees of Article 12 (WHO 2003, 10, 11).

Article 13. Tobacco advertising, promotion and sposorship - Each party will acknowledge
that reduction of tobacco products use is a reaaigng other measures, of complete prohibition
of advertising, promotion and sponsorship of tobagmducts. The Parties will aim to apply a
complete prohibition of all tobacco advertisingpmotion and sponsorship. If the Party is not
able to set a complete prohibition because of natioonstitution or its principles, it will aim to
limit all tobacco advertising, promotion and spassip (WHO 2003, 11).
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Article 14. Demand reduction measures concerning bacco dependence and cessation -
Comprehensive and integrated guidelines are tcebergted and dispersed by each Party, which
will rely on scientific evidence and best practicidlowed by enrollment of effective measures
for tobacco use cessation and appropriate treatfoentcotine addictionln order to accomplish
this, each party will commit to comprehensive inmpémtation of cessation services; diagnosis,
treatment, counseling and prevention of tobaccoedéence; and available and affordable
treatment for tobacco dependency (WHO 2003, 13).

4.1.1 MPOWER Policy Package

In order to enforce the WHO FCTC with additionahgtical measures the WHO introduced
MPOWER policy package, which reflects on some ef HCTC articles in order provide further
assistance for reduction of tobacco demand. Tha isléo provide measures that are practical,
achievable and affordable (WHO 2014c, 4; WHO 2008POWER contains six following
measures presented in the Table 1. In additionnekkfkey interventions (e.g. M1, P1 etc.) for

each of the measures will be presented.

Table 1. MPOWER policy package with recommended key intetioas.

M Monitor tobacco use and prevention policies Article 2017

M | Obtain nationally representative and populationetdgseriodic data on key indicators |of

1 | tobacco use for youth and adults

P Protect people from tobacco smoke Article 8.

P | Enact and enforce completely smoke-free environsn@mthealth-care and educational

1 | facilities and in all indoor public places includimorkplaces, restaurants and bars

O Offer help to quit tobacco use Article 14.

O | Strengthen health system so they can make tobassation advice available as part of

1 | primary health care. Support quit lines and otlmenmunity initiatives in conjunction with
easily accessible, low-cost pharmacological treatménere appropriate.

wW Warn about the danger of tobacco Article 11.

17 Article 20has not been previously presented as it is nog¢rthe group of articles that reduce demand
for tobacco use. However, it is presented herepasof the MPOWER measures, highlighting importance
of monitoring of national tobacco epidemic.
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W | Require effective W/ Implement counter- W/| Obtain free media coverage|
1 | package warning label{ 2 | tobacco advertisement | 3 | of anti-tobacco activities
E | Enforce bans on tobacco advertising, promotion andponsorship (APS)| Article 13.
E | Enact and enforce effective legislation that E| Enact and enforce effective
1 | comprehensively bans any form of direct tobacco AR 2| legislation to ban indirect
tobacco APS
Raise taxes on tobacco Article 6.

R | Increase tax rates for tobacco products and etisate | R Strengthen tax administratign
1 | they are adjusted periodically to keep pace witlation | 2| to reduce the illicit trade in
and rise faster than consumer purchasing power. tobacco products.

Source: (WHO 2008, 12)

4.2 Norwegian Tobacco Control Policy

Norwegian tobacco control policy emphasizes a cetmgmsive approach as crucial starting point
of tobacco control and reduction of tobacco condionp Following this, Norwegian tobacco
control policy operates across three principal cijes: prevention of tobacco use initiation
among youth, accessibility to cessation servicesdioacco users, and protection of third parties
from exposure to second-hand smoke. Norwegian tabegntrol policy can be divided into four
cardinal sections that are directed towards redngti tobacco use demand: restrictive measures
(legislation and taxation), cessation activitiegss1 media campaigns, and preventive programs
(Helsedirektoratet 2011b; WHO 2010b, 5). The WHOTECArticles for reduction of tobacco
demand adopted and incorporated into national tab@ontrol policy are summarized in the
Table 2.
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Table 2. Summary of adopted Global Directions and Recomrainials

WHO Norwegian Tobacco Control Policy
FCTC MPOWER | Adopted | Legislation!8/Regulation/Example
Article 6. | R1 Yes/In | Strategy’s aim is to maintain high tobacco tax&94y°
progress
R2 Yes/In In 2013 the fine for illicit trade increased followg the
progress | illicit trade record the same year (Carlsen andstHir
2014; Breekhus 2013).
Article 8. | P1 Yes 825; 826; 827, 8§28
Article 9. | / Yes 8§32
Article 10. | / Yes 838; 839; 840
Article 11. | W1 Yes 830; 831
W2 Yes Mass media campaigns (anti-smoking TV adenent
emphasizedy
W3 Yes Newspapers, Anti-Smoking TV programs, Yoodu
Facebook!
Article 12. | / Yes Mass media campaigns (anti-smoking TV adsartient
emphasized), Educational program in schools
(Torkilseng and Seaelensminde 2013)
Article 13. | E1 Yes 84; 85; 86; §820; 821, 8§22
E2 Yes
Article 14. | O1 Yes/In | Quit line, Website, Nicotine Replacement Therapy
Progress | (NRT), Strategy document for improvement of cessati
serviced?
Article 20. | M1 Yes Statistisk sentralbyrd (SSB) Redtion - Tall om tobakk
1973-2012 (Helsedirektoratet 2013a)

18 See Appendix 1. Law on Protection against Harraftects of Tobacco
19 See page 22 and 35 for more information

20 See page 27, 28 and 29 for more information

21 See page 29 for more information
22 See page 30 for more information
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4.2.1 Historical Backdrop of Norwegian Tobacco Combl Policy

In order to get a complete picture of all effoftatt Norway has been putting in tobacco control
policy over nearly half of a century time periodbref historical overview about most relevant
tobacco control efforts will be presented. Norwegiabacco control story started in 1965 when
the Parliament acknowledged harmful effect of talbagse on public health. As early as in 1967
the committee’s report suggested prohibition ona¢ob advertising and mandatory health
warnings on tobacco products. In 1971, the NatighaVernmental Council on Tobacco and
Health was established as a part of the MinistryHefalth, which 31 years later became
department in Norwegian Directorate for Health &uodial Affairs. In 1975 the Tobacco Control
Act was enacted, enforcing immediate prohibitiont@vacco products advertisement of all sorts,
including indirect advertisement. Ten years later1985, the first report on protection from
exposure to tobacco smoke was issued "Clean AiEfeeryone — The Right to Breathe Smoke-
Free Air” with suggestion for a "clean air act{smoke-free air in public institutions and
transport, but bars and restaurants excluded), hwhias adopted three years later. The first
smoking restriction in bars and restaurants wasamented in 1993, and smoking was permitted
in 2/3 of the premises, but improved with 1/2 fixgars later, and finally in 2004 complete ban on
smoking was implemented in bars and restauranygah earlier, in 2003, Norway signed FCTC,
and became the first country in the world to sigrs important treaty. Same year the first
national mass media campaign was launched. In g#@6lational Strategy for Tobacco Control
(the first strategy was generated in 1999 for teogol until 2003) was issued, for the time period
from 2006 to 2010, followed with mass media campaaygeting tobacco induced diseases. The
pictorial health warnings on all smoking tobaccodurcts were regulated by the government in
2010, and implemented in 2011. In the same yegulagon for ban on point of sale tobacco and
tobacco accessories displays was implemented. klassa campaigns continued in 2012 and
2013, this time focusing on tobacco health riskdldeen, passive and occasional smoking. Most
recent mass media campaign was launched in Jamhiaryear with focus on current and ex
smokers’ experiences. Finally, the most recenslagve regulation set in force from 1 July this
year has embraced four new regulations: the basnwking and use of snuff in the schools and
kindergartens outdoor area; ban on smoking at autdatrance areas in all public institutions
and all public and private health institutions; lmdrsmoking rooms in all public institutions with
certain exceptions; and ban on self-service ofodlhcco products and tobacco accessories in the
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stores (Helsedirektoratet 2013b; WHO 2010b, 5, &hefels and Lavik 2012, 1;
Helsedirektoratet 2014e; Aftenposten NTB 2014; Bgit 2003; Helse-og omsorgsdepartementet
2009; Helsedirektoratet 2014a; Helsedirektoratétl2).

4.2.2 Strategic Approach to Tobacco Control in Nonay

So far, Norway’s commitments to strategic appraddbbacco control have been including three
tobacco control strategies: "A long term strateglan for tobacco control 1999-2003”,
"Norway’s National Strategy for Tobacco Control0B32010”, and "National tobacco control
strategy: A tobacco-free future 2013-2016". In @ideh, Norwegian Department of Health
invited the WHO to conduct a review of nationaldgobo control measures. The document named
"Joint National Capacity Assessment on the Impletagon of Effective Tobacco Control
Policies in Norway” was issued in 2010 and it eg@nted a basis for generation of the current
Norwegian strategy for tobacco control (Helsedektet 2011d). The evaluation included
examination of a number of relevant Norwegian togbns that are involved in tobacco control.
Accordingly, five main challenges and five key meonendations were identified. Challenges
such as lack of human and financial resourcesdbadco control programs, lack of effective
mass media campaigns, presence of smoking roorpshlfic institutions, second-hand smoke
unprotected children in private areas, and poowsates services are identified as crucial
shortcomings of previous national tobacco contffires. In order to secure present initiatives
and upcoming improvements, five crucial recommeandatshould be taken into consideration
seriously and set as priority in order to ensufecieht future results: (1) increase human and
financial resources for tobacco control; (2) impéeh mass media campaigns; (3) eliminate
smoking rooms in public institutions and completilc protection from second-hand smoke;
(4) educate adults through mass media campaigswanto protect children from second-hand
smoke; and (5) set smoking cessation services iagtyprin the new national strategy (WHO
2010b, 5-7).

It has been more than 3 years since the WHO idedtihese challenges and formulated key
recommendations. New National Strategy for TobaComtrol is set in place for the period
between 2013-2016 and all those recommendations kighly acknowledged when generating

the strategy document. Up to recently, some of thallenges have been tackled and
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recommendation implemented such as: implemented maslia campaigns in 2012, 2013 and
2014 as well as recent regulation on ban of smokaogns in public institutions. In addition, the
national document for systematic and knowledge daggproach for tobacco use cessation
services was generated in 2012 (Aftenposten NTB 420Helsedirektoratet 2014d;
Helsedirektoratet 2013b; Oftedal et al. 2012; Hiitektoratet 2014a).

A Tobacco-Free Future — National Tobacco Control 3ategy 2013-2016 -The current
National Tobacco Control Strategy has defined tlarabitious goals for 2016 in order to reduce
tobacco consumption and harmful effect of tobaddwe first one is tdPrevent young people
from starting to smoke or using sndfeveryone born after the year of 2000 should statt
smoking or snuff use. Secondly, the prevalence ailly ssmoking, which was 11% in 2011,
among population aged 16 to 24 should be decrefaseapproximately 50%. Lastly, intense
increase in incidence of daily use of snuff in #a@ne age group recorded in 2011 (male: 25%,
female: 11%) should be halted. The second goa Mdtivate and offer help for smoking and
snuff cessationr current daily smoking among population aged d74 years old should be
decreased from 17% from the year of 2011 to leas #h10% by the target year. On the other
hand, the percentage of daily snuff users for traesage group should not be higher than 8%
prevalence from 2011. Finally, the third goal it@tect public and society from harmful effects
of tobacco- the focus is primarily on protecting childrerpeged to second-hand smoke and on
reduction of smoking prevalence among women inpaggnancy for approximately 50% (Helse
og omsorgsdepartementet 2011, 12).

Following those clearly defined goals the strat@ggsents previously used and now renewed
commitments, in order to provide comprehensive mwessfor better tobacco control policy.
Those four identified renewed priority measures asefollows: Legislationwhich focuses on
continuous development and employment of MinistfyHealth and Care services to follow
parliament’s consideration of proposed amendmentd) as: introduction of municipal licensing
system for tobacco products sale, introductionasf bn tobacco self-service and smaller tobacco
packages, implementation of more smoke free enwigoris in the society and strengthening
protection from exposure to second-hand smé&k®nomical measur®cuses on maintaining of

high taxation of tobacco as significant instrumi@nttackling tobacco consumption in population.
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Mass media campaigrase seen as highly effective for tobacco use tasluin all public groups
and the focus of this measure is set on preveribbgcco use initiation among children and
youths, motivation of tobacco use (smoking and fsusé) cessation, especially among pregnant
women and to inform parents about right of childtengrow up in smoke free environment.
Lastly Tobacco use cessation serviéesus on better organization of cessation senvitémalth
care, emphasizing primary health care, such a$ intiervention and further treatment such as
nicotine replacement therapy and follow up, amothgis (Helse og omsorgsdepartementet 2011,
16, 19, 22, 25)

4.2.4 Norwegian Tobacco Control Law

Norwegian law for regulation of demand and supplytabacco was enacted in 1975, which
makes it one of the first comprehensive tobaccdrobltaws in the world. Ever since the law has
been supplemented with different relevant programd activities for tobacco use reduction
(Helsedirektoratet 2011b; WHO 2010b, 5). The lawle§ined under the titlEBLov om vern mot
tobakksskader (TobakksskadeloveR) The last update of the law has been done in Ju$y t
year, introducing new laws, which were mentionedvab The law is divided into nine chapters.
Each of the chapters is specific to the group ofage tobacco control acts (Lovdata 2014). The

complete law is available in the Appendix 1.

5. SELECTED TOBACCO CONTROL MEASURES

In this part, selected tobacco control measuresctid to decrease demand for tobacco products
and help people to rather choose smoke-free lilestyll be discussed through two defined
sections. Those two sections are driven througketfold sets of information, which are
presenting general information, the WHO recommeodaf and Norwegian examples. These
sections are: Communicating Smoking Hazard and \Mbtig PRH and Restricting Smoking

Demand and Stimulating PRH.

23 My translation!’Law on Protection against Harmful Effect of Tolzat. See Appendix 1.
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5.1 Communicating Smoking Hazard and Motivating* PRH

Health communication is a multidisciplinary approeabat has for its goal to distribute health
information to targeted public, aiming to influenaed support individuals to improve lifestyles
that will positively affect health outcomes (Schea2011, 5-7). It has been proven that public
health communication has a positive impact on hdahavior (Hornik 2002). The main purpose
of distribution of health information is to increagublic health literacy and impact personal
health choices. Informed health choices tend tagecdhealth risks and improve quality of life
(Mahmud et al. 2013, 2). Lack of information resuib unsatisfactory health literacy which
consequently hinders individuals to make healthgia#s, lead healthy lifestyles and prevent
disease (Lytton 2013, 35). Communication of hegakk for certain behaviors, such as smoking
is of essential relevance to support smoking cessand prevent diseases caused by tobacco
use. By communicating those health risks tobacessuare stimulated to quit smoking and non-
tobacco users are enforced not to engage in consumgf tobacco. This eventually generates
anti-tobacco social norms and attitudes. It is regub that many tobacco consumers lack
information on hazardous scope of tobacco botrusamg it and for exposing non-consumers to
second-hand smoke. In addition, tobacco users raag misconceptions about addictive nature
of tobacco, complexity of quitting and severity ledalth hazards (Hammond et al. 2013, 817).
Tobacco control policy uses different measuresitorm public about harmful effects of tobacco
use and assist them in quitting or not taking uyabtzo. Some of those measures are mass media
campaigns (MMC), health warning messages (HWM) anmuobking cessation services (SCS)
(Durkin et al. 2012; Hammond 2011; Marcano et @lL2).

Mass media (television, radio, newspapers, intaandtothers) are used as means for distribution
of preventive health messages and they have att effieprevention of smoking initiation among
young people (Durkin et al. 2012, 127; Brinn et2010; Atusingwize et al. 2014). MMC are
recognized in health communication as a very affeaheasure, as they have a direct impact on
tobacco users and their decision to quit by makimgm question their own attitudes and
potentially alter behavior. This measure is alscoviim to be cost-effective, taking into

consideration that it distributes highly importdrgalth messages/information to a large number

24 "To make somebody want to do something, espacs&mething that involves hard work and effort”
(Turnbull 2010).
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of people (Atusingwize et al. 2014). Moreover, theguce social norms change about tobacco
consumption, provoke decision about cessation aodtribute to reduction of smoking

prevalence. Particularly, MMC which include antietimg advertisements with strong messages
characterized with fearful and repulsive elemertgehpositive impact and increase support for

tobacco control policy among non-smokers (Halkjé&l2014).

Another important way of health communication inmgwehensive tobacco control policy is
HWM on tobacco packages that inform about tobacealth risks. This is a wide reaching
method that enables distribution of health infoiioradirectly to a tobacco consumer. In addition,
HWM on tobacco packages not only influence tobacoasumers but also provide health
information for non-consumers and public in genelalparticular, larger HWM supplemented
with graphics have been proven to be more effecgtiveealth communication. Pictorial HWM

attract more attention and are powerful among yopagple. They impact adult and youth
smoking cessation behaviors by decreasing dailgwoption and stimulating quitting attempts.
It has also been reported that HWM discourage mookers from initiating tobacco consumption
(Hammond 2011, 327, 329, 331).

SCS are known as one of the most cost-effectiveeptere services in primary health care. In
order to establish effective cessation programgyasd government authority should initiate
creation of SCS. Those services could include pleene-quit lines, health insurance covered
cessation treatments, creation of smoking cessapitaelines and others (Pechacek 2001, 24;
Rigotti 2012, 1573). About 70% of smokers who arar@ of health risk want to quit, but only
5% succeed to maintain non-smoking for a year geoiotime. The addictive nature of tobacco
consumption makes it complex and challenging td, cand a strong decision to quit is not
enough in most cases. Therefore, evidence-basedmiat and professional assistance is
essential for smoking cessation. SCS can be beta\{iadividual or group counseling, health
workers motivational interventions and educationwtlwithdrawal symptoms, phone quite lines
etc.) and pharmacological (products for relievinghdrawal symptoms, such as nicotine
replacement therapy: patch, gum, nasal spray &oth types of interventions have been proven
highly effective in assisting smokers to stop smgkjRigotti 2012, 1574, 1575; Marcano et al.
2012, 3; Larzelere and Williams 2012, 593).
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5.1.1 The WHO FCTC Recommendations

Communication represents a crucial element of cehmgnsive tobacco control policy and this is
also acknowledged by the WHO in FCTC through AetitP. In addition, Article 4 emphasizes
relevance of the fact that each individual shoudd ibformed about tobacco use hazard, its
addictive character, second-hand smoke, healtheqoesices and other important aspects of
tobacco control. Guiding principles for implemermdat of Article 12 underpin health
communication approach and advocate for commupicas a crucial element for distribution of
comprehensive health information about health reskd harmful economic and environmental
consequences of tobacco consumption, exposurectmddiand smoke and health benefits of
quitting tobacco use. Awareness about harmful aspgdobacco has to be raised through public
education, communication and training. An importaegment of rising public awareness of
tobacco issues is its social norm change which ptesnattitude change in regards to tobacco use
and second-hand smoke exposure (WHO 2013a, 73-A& @003, 5, 10).

The WHO recognizes communication programs as a efdyealth information distribution to
targeted public with beneficial effects in decregsunhealthy behavior and support of healthy
lifestyle and in particular MM& are seen as one of the communication means tipgogu
health literacy (Kickbusch et al. 2013, 59, 60).rtRermore, the WHO sets special
recommendation emphasis on television advertiseméhtpictorial elements of harmful effect
of tobacco, as they are particularly effective timslating cessation attempts of tobacco
consumers from all income levels. Accordingly, W&lO recommends that anti-tobacco MMC,
in order to be highly effective and give sustaieal@sults, should be broadcasted for a long
period of time (WHO 2013b, 67).

HWM is separately placed under Article 11 in FCTi@l aequires adoption of HWM on tobacco
products packages by all Parties, following Artidlguiding principle of an individual’s right to

be informed about harmful effects of tobaccoza$e&/HO 2013a, 55; WHO 2003, 5, 9). The
WHO acknowledges that the change of social nornas isnportant effect of HWM on tobacco
products as it decreases tobacco use prevalenceteerththens support for tobacco control

25 MPOWER policy package — Warn about the dangeolmi¢co (WHO 2008, 20)
26 MPOWER policy package — Warn about the dangeolmi¢co (WHO 2008, 20)
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policy. Accordingly, the WHO recommends that latg&/M supplemented with pictures that
cover both sides of package with at least 1\2 efltbth surfaces are more effective than textual
HWM only or smaller pictorial HWM (WHO 2013b, 63).

SCS are placed under Article 14 in the FCTC. It baen somehow unclear what smoking
cessation includes, because of terminology of @iffelanguages and cultutésTherefore, the
WHO accepts smoking cessation to be perceived &theneral programs to decrease tobacco
use and as individual programs that consider SCStr@atments. Here, the focus will be set on
individual SCS (WHO 2013a, 117; WHO 2003, 13). WEO endorses smoking as an addictive
behavior, which imposes serious cessation chaltem@ecordingly, minimum three clinical SCS,
which are proved to be highly cost-effective intrtions in health care are highlighted as main
recommendations: Tobacco cessation services inapyirhealth care (brief interventiof#3,
tobacco cessation counseling through toll-free tgléphone lines, and pharmaceuticals (NRT —
if possible free of charge or subsidized/affordatast) (WHO 2013b, 59; WHO 2013a, 125).

5.1.2 Norwegian Tobacco Control Efforts and Results

Norway has rather a long history of informing thablic about tobacco health hazard through
media channels as well as via HWM on tobacco prodgearly as in 1971, Norwegian national
television aired the program about smoking cessatiamed Vel blast” featuring four
individuals in their attempts to quit smoking. Ne@gian national radio also had a program about
smoking cessation that had its run in 1984 and 198®arly 1980s, newspapers were writing
about the summer campaign bus which was drivingiratoNorway in order to spread health
information about smoking cessation (Bjartveit 2003, Aarg et al. 2009, 24). However, the first
concrete MMC was implemented in early 2003, whi@sollowed with additional one later the
same year, with focus on tobacco industry. The oest took place in June 2004 and aimed to
inform public about upcoming legislation for smdkee hospitality premises and second-hand
smoke health hazard. In early 2006 a campaign fiogus information about diseases caused by
tobacco use was implemented. Furthermore, in 2@0D8 and 2009 combination of two

campaigns from 2003 was implemented again. Finddly,most recent MMC were implemented

27 MPOWER policy package — Offer help to quit tobaose (WHO 2008, 16)
28 See Appendix 4. Figure 1. Tobacco Cessation witlf Bhtervention
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in 2012, 2013 and 2014 (Aarg et al. 2009, 26; KLu#hd and Rise 2004, 10; Larsen, Lund, et al.
2006, 5; Helsedirektoratet 2013b; Helsedirektor&@i4a). In the following text, the four
selected MMC will be further discussed.

The MMC debuting in Norway was run under the nataeery cigarette is doing you damage”

It lasted from early January till mid February 20@8ning to motivate smokers to quit smoking
and prevent initiation of smoking. The campaign fiaé video advertisements, but mainly three
of them, "Aorta”, "Tar” and "Stroke” attracted most attention. The campaign message was
dispersed on television, radio, cinema, magazindsng@wspapers. In general, the campaign had
impact and attracted large public attention. Acoagly, it impacted alteration of smoking
behavior and it was reported that certain age gi@355 years of age) of smokers had quit
smoking. In addition, an increased number of attsrtgpquit smoking, by using NRT, was noted
in 16 - 19 age group. Moreover, it was reported thes campaign influenced the reduction of
smoking prevalence by 3(Larsen, Rise, et al. 2006; WHO 2010b, 5). Tworgdater, in
2004, another MMC was generated in order to intcedand inform public about new tobacco
legislation. Introduction of a new legislative aftcomplete ban on indoor smoking in hospitality
venues was the main objective of the campaigndbssither central objectives of this MMC,
such as providing information on: health risks agsed with second-hand smoking, the new act
will not negatively affect hospitality industry ewamy, and hospitality workers right to be
protected from second-hand smoke, as workers inaéimgr industry. The campaign included
distribution of information directly to hospitaliipdustry, a broadcasting video on television and
in cinemas, nine different radio advertisementsyeditsements in public areas, etc. It was
reported that the campaign attracted attentionveasl successful in informing public about the
new law. It also increased smoking cessation, bu# tgreat extent replaced it with use of
smokeless tobacco (snuff) (Lund and Rise 2004)hiddtMMC named”’Smoking takes your
breath away” was implemented in January 2006. The focus of ¢aimpaign was to motivate
smokers to quit smoking, provide them with inforraatwhere to find help if attempting to quit,
and raise public awareness about chronic obsteigiivmonary disease (COPD). The videos
broadcasted on television showed testimonies of @@&ients and experience of living with

this disease, and they were supposed to initidbdigpemotional reaction and eventually change

29 Together with the debate on a stronger smokeldne€WHO 2010b, 5)
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behavior. The campaign was also broadcasted on padviding public with information about
COPD. Furthermore, information was also dispersecertain webpages. The campaign was
particularly successful in raising awareness akdPD in general population, especially among
younger population. In addition, it was reportedttbampaign was correlated with increased
smoking cessation and more attempts to quit amdoheyr amokers (Larsen, Lund, et al. 2006).
Finally, the fourth MMC was implemented in earlyl20and it lasted for seven weeks. It
included four different videos being broadcasted tetevision, YouTube, Facebook and
Norwegian electronic newspap&sIin addition, three different types of advertisemsewere
placed in printed newspapers and magazines. Thpaigmaimed to motivate behavior change
by fearful messages and provide information abdueese health outcomes of smoking, such as
stroke, cancer and emphysema. The campaign’s videtained enforcement message ("'Du kan
klare det31) at the end of the video and provided informatamm SCS. The effect of this
campaign was primarily based on increased perageg@timut smoking related health risks and
desire to quit. It is believed that campaign mdgdasmokers to engage into discussing the
subjects related to smoking and health (Halkjelgtikl. 2013).

HWM on Norwegian tobacco products were presentesite’5 followed by constitution of the
law on Protection against Harmful Effect of Tobaatd973. When buying tobacco, Norwegian
smokers would make an informed consent, beingivelsgtaware of health risk they are taking.
In 1984, HWM were improved by introducing 12 newttenessages to be placed on tobacco
packages, and some of them wédaily smoking is dangerous for healtrend”more smoking,
bigger health risk’> A new form of textual HWM was introduced in 2088d was characterized
with bigger text size, covering minimum of 30% odrit side and minimum of 40% on backside
of the package. Some of the new HWM were "smokkills”, "smoking leads to deadly lung
cancer” and "smoking leads to premature skin ggdinNorwegian research about public
perception of bigger HWM reported that 36% of respents thought more actively about
smoking cessation and 28% were more concerned #t@mubwn health when reading warnings.
Young smokers (30% of them) who patrticipated ingbevey reported that the HWM decreased

their desire to smoke (Larsen et al. 2005). Ledhayfact that pictorial HWM are highly more

30 One video athttp://worldlungfoundation.org/ht/d/sp/i/20981/0P81 See Appendix 8. Figure 5.
Norwegian MMC 2012

31 My translation: "You can do it”

29



effective than only textual warnings, they wereodtuced in 2010 and implemented in July 2011
for cigarettes, and from January 2012 for otheratob products, with snuff products being
excluded from this regulatio?? (Halkjelsvik et al. 2013, 1; Persen 2009; Helse-og
omsorgsdepartementet 2009; Dagens medisin 2009ywayts specific evaluation of

effectiveness of pictorial warnings has not beaemcated yet.

Norway offer several cessation services where wbasers can get relevant information and
seek assistance or treatment, such as consultattbnhealth workers in primary health care,
NRT, smoke quit line and interdétKlepp 2012). A project smoke quit line has beatiated in
1996, and seven years later, in 2003 became estalllias a permanent service, being available
to public ever since (Aarg et al. 2009, 25, 27) Tformation about quit line and main web page
service were displayed at the end of advertiseman®VC from 2012 (Halkjelsvik et al. 2013,
3). It was also reported that quit line use incegagnder some MME (Larsen et al. 2006b, 12;
Oftedal et al. 2012, 8). Moreover, research shdwas the role of general practitioners did not
have particularly strong influence on smoking cessain Norway and that they find it
challenging to take up the issue of smoking withirttpatients, yet they had some effect on
smoking cessation among older smokers. It is aported that there is a lack of knowledge
about the role of health workers in informing, sogiimg and advising smoking cessation
(Grgtvedt 2012, 43, 49; Helgason and Lund 2002)T R a treatment for addiction is available
in Norway, but it is not yet subsidized by the statespite recommendations from 2009 and 2012
(Oftedal et al. 2012, 12, 13; Klepp 2012). In gaheNorwegian cessation services have been
criticized as undermined and underutilized in naiotobacco control work (WHO 2010b, 6).
According to this, the current tobacco strategyisgirovement of SCS as one of the priorities
and the strategy document for cessation servicesnaeément is generatedOftedal et al. 2012;

Helse og omsorgsdepartementet 2011)

32 See Appenix 7. Figure 4. Norwegian pictorial HWK! @garette packages
3 www.slutta.no(main webpagewww.roykeslutt.helsenorge.naww.facebook.com/slutta.no

¥ See Appendix 2. Table 1.Smoke Quit Line and MMC
% See Appendix 5. Figure 2. Arenas and Parties weebin tobacco cessation

30



5.2 Restricting Smoking Demand and Stimulatingf PRH

Law regulations are crucial element in public Heahd they represent an important tool for
combating central public health challenges. Stremglence shows that public health can be
improved with help of laws. In the past century phblic health laws could be held accountable
for tackling main health risks through legislatregulations and tobacco control law (e.g. excise
taxes, smoke-free environments laws etc.) was btleemn (Moulton et al. 2009, 17; Goodman et
al. 2006; Wilson et al. 2012, 532). One of the mahtigations of each government is to protect
public health and ensure that debates for pubkdtiéegislations are devoted to the major public
health challenges. However, at the same time goventis legislative power to coerce public is
limited by protected personal freedoms (Goodmaal.&2006). If a new public health law is to be
recommended for adoption, policy makers have tcsicem a number of factors and the main
focus is put on evidence based policy. Thereforeprder to ensure effectiveness of a certain
public health law it is of essential relevance sxlbit up with compelling scientific evidence
(Moulton et al. 2009). A prominent subject of pabhealth legislations is tobacco, and its
comprehensive legislation began when the linkagevden tobacco consumption and adverse
health outcomes was acknowledged (Hodge and Ebe#,2B816). Comprehensive tobacco
legislation regulates tobacco control programs, eneh though the communication measures,
which are discussed in the previous section, @@ r@gulated by the tobacco legislation, here the
focus will be set on three restrictive legislatiregulations such as: smoke-free environment
(SFE), taxation of tobacco (TOT) and ban on pofrtale tobacco displays (POS).

Exposure to second-hand smoke leads to adversth loedtomes and only 100% protection from
exposure to second-hand smoke secures public healtbpite of this fact not all countries
introduce complete SFE in places that are usuadlylgect to regulation, such as indoor area of
hospitality venues and public institutions. It isxfly acknowledged that SFE act is the most
effective legislative instrument for protection fimoexposure to second-hand smoke (Martinez et
al. 2013, 1). In addition SFE regulation shows getation with smoking prevalence reduction
(Hahn et al. 2008; Bajoga et al. 2011). Moreovemprehensive SFE regulations are well

received and supported by public and they eventualiult in modification of social norms and

% To make it develop or become more active, toamage something” (Turnbull 2010).
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change public attitudes towards smoking (Asma ef@l4; Callinan et al. 2010). SFE act is
mainly justified through protection of non-smokdrem harmful exposure to second-hand
smoke. It is reported that comprehensive SFE réigulaeduces exposure to second-hand smoke
particularly among hospitality workers which result their health being more protected from
tobacco smoke induced diseases (Callinan et aD,Z)110). Furthermore, it is believed that SFE
regulation in public indoor areas might even stimtelpeople not to smoke in their homes and
also may help reduction of health inequalities tayglation smoking cessation in different socio-
economic groups (Mons et al. 2012; Hawkins et@1L@ 112).

TOT is recognized to be highly effective and mastteeffective tobacco control measure, which
results in important public health improvements.r&twer, if tobacco tax revenues are further
used to sponsor tobacco control or other publidtingaograms their positive effect on health is
profound and leads to higher public health achiems (Wilson and Thomson 2005, 649;
Chaloupka et al. 2012). The research shows that WBIth accordingly increases price of

tobacco products have particular positive effectpablic health by increasing rate of smoking
cessation and reducing smoking prevalence (Ahmatl Franz 2008, 8). An exceptionally

relevant impact of TOT is its effect on young peophd prevention of smoking initiation and

stimulation of smoking cessation (Vardavas 2010Mgreover, TOT may also reduce smoking
prevalence of population with lower socio-econostatus, in addition to reduction of aggregated
smoking prevalence, which results in reduced saliggarities in smoking (Siahpush et al. 2009).

Tobacco products advertisements are forbidden ist wmuntries, yet tobacco industry directs its
products promoting efforts on retail tobacco adserents at point of sale. This have made it
very challenging for smokers and their intentiomgtit smoking, and have stimulated tobacco use
initiation among young people (Germain et al. 20d6nriksen et al. 2010; Carter et al. 2009;
Hoek et al. 2010). The research shows that ban@® t®bacco display would help smokers in
their cessation intentions by providing environmenthout temptation to purchase tobacco.
Furthermore, the removals of POS tobacco displaysapily protect young people from retail
tobacco products advertisements. Ban on POS tobdisptays is well supported in general
public as well as among smokers. It is believed thimoval of POS tobacco displays contributes

to smoking de-normalization among children and sufgpnon-smoking attitude among young
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people (McNeill et al. 2010). Moreover, it has beeported that youth smoking have reduced in

some countries since introduction of this requlaiGPHTP 2010, 9).

5.2.1 The WHO FCTC Recommendations

The WHO recognizes legislation as a key elemesutzessful tobacco control policy. Tobacco
legislation influence tobacco consumption reductiorgeneral population, specifically young
people (WHO 2014d). In its introductory guide fob&cco control legislation WHO identifies
key elements of comprehensive tobacco legislattmme of these elements are directly focused
on legislative regulation of tobacco products suedt complete prohibition on tobacco
advertising, promotion and sponsorship; increasixgon tobacco; protection from second-hand
smoke through prohibition of smoking in all indgmemises etc. (Blanke and Silva 2004, 95 —
112) The WHO defines health legislation as a lagish that includes a range of laws,
ordinances, directives, regulations and other eglevegislative tools that completely handle
aspects of health protection and promotion, dis@aseention, and health care delivery (WHO
2014e)

The WHO acknowledges comprehensive SFE legislaiisnvery effective tobacco control
measure. SFE act is based on Article 8 of FETThe WHO provides facts on effectiveness of
SFE legislation by reflecting some good practicel axamples from experiences from its
member countries. SFE give results such as 80 # #€duction in second-hand smoke exposure
in previously exposed environments, decrease aoft lagtack occurrence nearly instantly, quick
improvement of respiratory health, stimulate smbvke-homes and so forth (WHO 2014). The
WHO confirms that protection from exposure to setband smoke “is grounded in fundamental
human rights and freedoms”. Therefore, the WHO magendation is to completely prohibit
indoor smoking at workplaces, public transport, diiadity premises and other public places
(WHO 20134, 19, 23).

Tax and price of tobacco belong to Article 6 of thRéTC as the only economic measure to
influence demand for tobac&aWHO 2003, 7). The WHO recognizes increase on ESThe

¥ MPOWER package — Protect people from tobacco sri\ak¢O 2008, 13)
¥ MPOWER package — Raise taxes on tobacco prod#) 2008, 27)
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most effective measure in tobacco control policy feduction of tobacco consumption and
emphasizes that increase of 10% in tobacco presmdtrin 4% decrease in tobacco consumption
in high income countries. Moreover, often mention&HO justification for tax raise is its
tobacco use reduction effect on young people, wiadiigher for up to three times than among
adults (WHO 2014f, 6, 7). The WHO assists ministred finance in its member countries by
providing technical assistance on improving TOT (W/E014g). Moreover, this year TOT was
the theme of the world no tobacco day (WHO 2014h).

The WHO recognizes that the POS tobacco displagsaaform of direct advertising and
promotion of tobacco products portraying it as albgi acceptable, which hinder cessation
attempts. The regulation of point of sale tobacspldys, as form of tobacco advertisement and
promotion belongs to Article E3. Accordingly, the WHO recommend prohibition of POS
tobacco displays at every retail point of tobacie ssuch as in regular stores, as well as in place
where duty free tobacco is sold (WHO 2013a, 98 \VUBIO 2003, 11).

5.2.2 Norwegian Tobacco Control Efforts and Results

As mentioned earlier, further development of natlaobacco legislation is identified as one of
the priority measures in the current national stygtfor tobacco control. The following text will

focus on selected national tobacco legislationgchvBuccessfully protect public from harmful
effect of tobacco and decrease demand for tobaseoNbrwegian SFE act will focus on ban of

smoking in hospitality area.

Norway legislation for SFE was implemented in 198&ering public institutions, work places
and public transport, but excluding hospitality ustty (Bjartveit 2003, 27; Helsedirektoratet
2013b). After partial restriction on smoking in pdality premises starting from 1993, the first
comprehensive SFE act was implemented in 2004,ngakorway the first country in the world

to legislate national ban on smoking in bars (Héle&toratet 2013b; WHO 2009c, 19). One of
the main justifications for introduction of thisgislation was protection of non-smokers from
harmful exposure to second-hand smoke, particulagpitality workers who had the same right

to be protected as workers in any other industrthencountry (Hetland and Aarg 2005, 5). The

¥ MPOWER package — Enforce bans on tobacco advegtipromotion and sponsorship (WHO 2008, 26)
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introduction of this legislation was advertisedthg MMC*. The legislation was accompanied
by smokers deprecation trying to protect their aoicientity as smokers, while certain number of
smokers started using snuff (Lund and Rise 2004,H®)spitality workers were somewhat
reluctant toward legislation, but their supportreased over time (Braverman et al. 2010).
Findings showed that as early as only several nsoaitler the introduction of the law, hospitality
workers were experiencing less respiratory sympt(agan et al. 2006; Skogstad et al. 2011).
However, today as much as 94% of Norwegians fullyp®rt this legislation and daily smokers
also have positive attitude about i{Helsedirektoratet 2014b). The SFE are being imgulpand
the recent ban on tobacco free schools hours anttigartens have been implemented from July
this yeaf? (Helsedirektoratet 2014e).

In Norway, price of the cigarettes rose signifiégrfior more than 60%, in a period between 1985
and 2005. Accordingly, the sale started decreaBimmp 1990. However, the decreasing trend
(3,6%) in sale of cigarettes was much lower tham phice rising trend (66%). This trend
inconsistency could be attributed to different éasthappening at the same time, such as sharp
income increase (Melberg 2007, 12). In a periodnfrt990 to 2011 TOT, particularly of
cigarettes, has significantly increased (Finansdepeentet 2011). In 2012, TOT together with
VAT made 73% of the retail price of tobacco produ@tielse og omsorgsdepartementet 2011,
17). Norwegian cigarettes are the most expensivEurope. However, purchasing power of
Norwegians is high. Apparently, the highest Europgace of the cigarettes does not really make
it very unaffordable to Norwegians. For examplgagk of the cheapest cigarettes in Iceland
costs almost twice as less than in Norway, yetreites are slightly more affordable in Norway
(Blecher et al. 2012, 3-5). However, purchasinguty free cigarettes, at bordé&rsand abroad
has increased among Norwegians. According to thikas been reported that purchase of
cigarettes at borders have tendency to negativepact domestic price rising mechanisms and
reduce its effect. However, even when considerimg teducing effect, Norwegian prices still

have impact on reduction of domestic tobacco copsiom and it has been estimated that the

40 See page 28.
41 See Appendix 3. Table 2. Attitudes towards SFEmaElospitality Premises from 2004-2014

42 In addition, Norwegian Railway Authority (Jernbaaeket) has announced implementation of smoking
ban on all train station from first September trear (Eikds and Aasdalen 2014; Jernbaneverket 2014)

43 Cigarettes purchased in Sweden and Finland (Mg[P@07, 18)

35



increase in prices by 10% will reduce consumptiongbout 4.6% (Lund 2005b, 6; Melberg
2007, 17, 27). Moreover, the research shows thaingnyoung Norwegians, one of the most
important reasons for smoking cessation are than@ias (Gregtvedt 2012, 43). In addition,
cigarettes in Norway are now available only in akage with 20 pieces, without cheaper smaller

package, an option that was available befofieindberg 2013).

A ban on POS tobacco displays was implemented inwvBlp in early 2010 with universal
justification to de-normalize tobacco products gwévent smoking initiation among young
people, as well as to stimulate smokers to quit elirdinate tobacco environmental cues that
might trigger ex smokers temptation (Lavik and Sighe 2011, 19). The introduction of this ban
was followed by a lawsuit of the tobacco companyi’Morris the very same year, which ended
up with the lost case of Philip Morris two yearseta(Skretting et al. 2013, 170, 171). This
regulation was well accepted by the public and &l30% of smokers supported it. In general,
consumers experienced the ban on POS tobacco yiaplpositive and perceived it as a good
measure to prevent smoking initiation among youegpte and support smoking cessation
attempts. Moreover, introduction of this measure weported to be significant, in combination
with other tobacco control measures, towards furteeuction of tobacco use (Scheffels and
Lavik 2012). This measure has been enforced byntdegislation that prohibits self-service of
tobacco products (Helsedirektoratet 2014d; SgrdaBp

6. DISCUSSION: MOTIVATING AND STIMULATING PRH BY LP  MECHANISMS

This section will discuss Norwegian tobacco contmoéasures that are, as shown above,
designed, generated and improved in accordance Q06CF The first part discusses and
conceptualizes tobacco control measures througmé&hanisms. The underlying aim of these
mechanisms is supposed to reflect how Norwegiaadmi control policy uses them to motivate
and stimulate its subjects to change their behavead smoke-free lifestyle and eventually
become more responsible for their own health. akted part briefly sets out justification for SFE

act as the most controversial tobacco control nreasu

44 Norwegian market used to have cigarette packaghsl@ pieces (Lindberg 2013)
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6.1 Norwegian Tobacco Control Measures and LP Meclmsms

Choice architecture —As mentioned earlier in the section 3.1 Hollancakt(2013a, 3) have
generated “Provisional typology of choice architee interventions in micro-environments’
The Table 3. is adjusted in line with selected Negian tobacco control measures and only the
choice architecture interventions that fit withinose selected measures will be used for

classification in this provisional typology.

Table 3. Provisional Typology of Choice Archite@unterventions in Microenvironments

Provisional typology of choice architecture intervations — tobacco control measures

Intervention class | Intervention type |dentified measure Regulated byt¢
Primarily alter (1) Labeling” HWM 830; 831
properties of objects
or stimuli (2) Sizing® Pack size 20 only 833
Primarily alter (3) Proximityt? Ban on Self-service §18 8§19
placementof object POS tobacco display | 85; 8§24
or stimuli
Alter both (4) Priming?® Smoke-free entrances 8§25

(5) Prompting! Anti-tobacco MMC Helsedirektoratet

As seen in the previous part, Norwegian tobaccdarobmeasures are directed towards public in

order to change behavioral pattern. It has beenaeledged that physical and social settings or

45 See Appendix 6. Figure 3.Original provisional tiqgy of choice architecture interventions in
microenvironments.

46 See Appendix 1. Law on Protection against Harraftect of Tobacco

47 "Interventions that present labeling or endorsetmaformation specific to a product, either ditgct
applied to the product itself or at point of chdi¢elollands et al. 2013b)

48 "|nterventions that change the size or quantityhe product itself. This can relate to size @ tiverall
package...” (Hollands et al. 2013b)

49 "Interventions that facilitate engagement... priihathrough altering proximity, but also accessilil
or visibility” (Hollands et al. 2013b)

50 "Interventions that involve the placement of idental cues, objects or stimuli...where person is
exposed to induce or influence an non-consciouadiehresponse...” (Hollands et al. 2013b)

51 Interventions that contain... explicit verbal, ual... information intending to promote or raise
awareness of, and thus motivation for, a given beha(Hollands et al. 2013b)
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microenvironments widely contribute to unhealthydéors, such as tobacco products density,
diffusion and consumption. Strategic alteratiorthadse settings, that would positively influence
personal behavior and eventually impact choiceslefined as choice architecture intervention
(CAl) for healthier behavior. Implementation of fleeinterventions usually needs to be enforced

by legislative regulations (Hollands et al. 201Bg5).

The common characteristic of all tobacco controlasuges that are presented in Table 3. is
preservation of freedom of choice, as it is clainredefinition of LP (Thaler and Sunstein 2009,
6; Sunstein and Thaler 2003). Therefore, freedorantoke, in spite of all choice architecture
interventions directed to steer individuals to cd®msmoke-free lifestyle, is preserved. (1)
Labeling of tobacco products with pictorial HWM enss that the consumer is informed about
health hazard caused by smoking, yet completelg tee buy cigarettes and smoke. This
Norwegian CAIl is reported to make people to be nemecerned about their own health, think
about smoking cessation or weaken smoking desaesén et al. 2005). (2) Norwegian tobacco
products (product size - quantity of the cigarettesne pack) are only available in a pack with
20 pieces of cigarettes. This CAl is primarily iated to eliminate availability of cigarette packs
with 10 pieces, a cheaper option. Therefore, snsokél have the option to buy a pack of
cigarettes, but smaller package that was availakfere will not provide a cheaper option,
especially not to young, price sensitive Norwegiawho may intend to take up smoking
(Lindberg 2013). (3) Proximity (also accessibil#tgd visibility) of tobacco products is regulated
by two legislations, such as ban on POS tobaccplajis and recent ban on self-service of
tobacco products (Helsedirektoratet 2014d; Schetied Lavik 2012). It is believed that before
implementation of these regulations, tobacco ingustas using choice architecture in their
favor, by placing tobacco products at eye-levelth®/register (Seebg 2012a, 32). Those CAIl do
not give option to consumers to see or reach tabpoaducts, but they still have an option to buy
it and consume it. To conceal tobacco productpeaial systems are used such as "cabinets with
door”, "shelves with flaps”, and "vensafe” (Sweffels and Lavik 2012, 3). The ban on POS
tobacco displays is well received by Norwegians #@ndgs believed that it will influence
prevention of youth smoking initiation and encowagmoking cessation (Scheffels and Lavik
2012; Johannessen 2011). Moreover, Norwegian Mynist Health and Care Service believes

that recent implementation of ban on self-servidé reduce tobacco use, prevent young people
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from buying tobacco and motivate those who alreamhsume tobacco to quit (Sgrdal 2013). (4)
Priming would consider elimination of smoking ineidal cues, such as elimination of ashtrays
in front of outdoor entrances of Norwegian hospitahd public institutions (Helsedirektoratet
2014d). A research shows that smoking incidentalssociate cues, such as ashtrays and burning
cigarettes, might stimulate and encourage behasption to smoke (smoking desire), hence
make it challenging for those who are attemptinqui (Payne et al. 2007, 400, 407). However,
it is debatable if we can categorize this meassr€Al since, a removal of ashtrays is just an
order that is delegated by the recent ban on srmgokinoutdoor entrance area. Therefore, an
option to smoke in these areas is forbidden. (59 Hst CAI regulated by Norwegian tobacco
control policy considers ‘“information intending psomote or raise awareness of, and thus
motivation for, a given behavior... providing morengeal motivational prompting” (Hollands et
al. 2013b). Therefore, Norwegian MMC are CAI thatused in order to raise awareness about
harmful health effect of smoking and motivate peoja quit or not initiate smoking (Helse og
omsorgsdepartementet 2011, 18). According to gaeple’s choice is fully preserved and people
are motivated to quit or not initiate smoking, byvwding them with all relevant information
about health hazard of smoking and benefits of sxiode lifestyle. It is well documented that
MMC as CAIl in Norway has had a positive impact @ople choices and behavior in regards to
smoking cessation and prevention of smoking indrat\WWHO 2010b, 5; Larsen et al. 2006b;
Lund and Rise 2004, Larsen et al. 2006a; Halkjklsvial. 2013)

Temporal ordering - LP policies "reveal the general utility of timing shaping of behaviors”
(Jones et al. 2011, 487). In Norwegian tobaccocpplhe only measure that affects timing of
tobacco use is a recent legislation for regulabbtobacco use within schools hours. Tobacco-
free schools hours regulate mandatory tobaccodfefeavior (smoking and snuff use) among
pupils and school staff (Helsedirektoratet 2014d)is temporal ordering that restricts smoking
during schools hours is well justified. The maineatives are to prevent children to initiate
tobacco use, protect against second-hand smokerandle them with most possible tobacco-
free growing up (Informasjonsavdelingen 2014). Toaoafree schools are seen as crucial for
preventing initiation of tobacco use among youthjtas well known that initiation happens in
early age, rarely after 20 years of age. Schodt atad visitors are not allowed to use tobacco

products in the school area, and it will be updiea®| authority if the regulation will permit them
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to consume tobacco products outside of school dueimg school hours. However, it will be
legitimate, to some extent, that a school emploggquire from its employees not to use tobacco
products in school hours anywhere as they represémimodels for children (Helsedirektoratet
2014e; Kreftforeningen 2014). As other forms of Skdgulations, this regulation could be
perceived as a paternalistic measure that limitsgqmal freedom. However, the SFE will be

further discussed later and proper ethical justifan will be set out.

Measures to rationalize the brain —Sunstein and Thaler (2003, 1167-1170) discuss the
rationality of choice and claim that people decisiare not always being the best options in
order to promote their welfare. They further discamoking, among other health risk behaviors,
and state that rationality of choice is questioaagiven all the information about harmful effects
on health, adding that smokers are in most cadésguio have a third party to help them choose
more rational option that will promote their wedarOn the other hand, one could claim that
smoking is a pleasure with a calming effect that pasitive influence on mental health, which
implies that rational people do not care only abihatir physical health but also about other
things that improve their mental health and welfdfreve look at a fully informed smoker, one
could expect from him/her to be rational and fomvéwoking, and to make the decision by
calculating between present gains of smoking pleaand future health loss (Gruber 2003, 52;
Seebg et al. 2012, 21). However, if a smoker imasie a properly informed choice, meaning a
rational one, the addictive nature of smoking stidag considered as implication for tobacco
policy interference, by seeing smoking as addictbaghavior which undermines smoker’s
autonomy (Ashcroft 2011, 88, 92). It is believeditthaddicted individuals have substantial
impairments in cognitive control of behavior” (Hyma007, 8). It has been acknowledged in
Norwegian current tobacco control strategy thatngpyeople underestimate complexity of
nicotine addiction and that young smokers revegissiof addiction after just a short period of
time from the smoking initiation point (Helse og songsdepartementet 2011, 14). As mentioned
earlier, majority of smokers who want to quit firtdvery challenging because of the nicotine
addiction. The element of self-control in smokirgssation is very complex and a smoker who
attempts to quit smoking will find that experieneetremely challenging (Cherukupalli 2010,
609). As outlined in the presentation of LP mechians, the government mostly uses three sets of

instruments to promote rational behavibegal punishmenfor the tobacco control law is set
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under the section 842 and it highlights that anywhe breaks the law will be finé¥d(Lovdata
2014). Gill (2003, 70) argues that by generatingi@aar laws, government aims to promote
rational behavior. He further adds that justifieddl punishment is applied when the given action
obviously imposes harm to others. The objectivélofwegian tobacco control law is to reduce
tobacco use and eventually contribute to achievéwielobacco-free society and protect children
and youth from initiation of tobacco use and gehpuslic from exposure to second-hand smoke
(Lovdata 2014)Price signalssuch asconomical model that suggest high TOT (as disitnoen
can serve as a tool for enforcement of self-corarmbng addicted smokers, discouragement of
smoking and stimulation of smoking cessation, whjgtomote rational-decision making
(Cherukupalli 2010, 609; Gruber 2003). Norway i©Wn as one of the countries with most
expensive cigarettes and TOT together with VAT n3ak&% of entire price. Young Norwegians
report that finances are the most important factmr non-smoking (Helse og
omsorgsdepartementet 2011, 17; Grgtvedt 2012,AM3ubsidized or free NRT can serve as an
incentive for rational behavior that promotes smgktessation both among cessation motivated
smokers as well as among unmotivated ones (Jatdih 2014). This idea is being enforced by
the Norwegian national council and their recomméndathat NRT should be a subject for
reimbursement (Klepp 2012nformationabout health risk of smoking is usually seen throug
rational choice perspective (Ornberg and Sohlbeéd§j22 67). Providing information is not
sufficient for behavior change and is generallyetiie in combination with other interventions
(Lewis 2007, 10, 11). For example, it is recognizedt MMC in Norway, as one of the
information measures, in combination with otheramin control measures, mostly pricing
policies and tobacco control laws, will significgntontribute to tobacco free society (Braaten
2013, 374). In Norway, MMC had effect on smokers seek additional information and
assistance through smoke quit line and acquirevaieteinformation about smoking cessation
(Oftedal et al. 2012, 7, 14).

Prompting social norms - Social context in which certain behavior is happgnisuch as
tobacco use, has an important impact on publicitsrattitude. If smoking is a common behavior

in a society it is expected that it will influeniretiation of smoking among young people (society

52 See Appendix 1. Law on Protection against Harraftéct of Tobacco
53 See Appendix 2. Table 1.Smoke Quit Line and MMC
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seen as responsible for creation of positive aittowards smoking) and will make smoking
cessation more challenging. A society where tobamdrol policy uses measures to promote
health and smoke-free lifestyle, and eventuallytgoute to reduction in smoking prevalence,

will create a social norm where smoking is not gale accepted and is less common behavior.
A common smoke-free lifestyle will then generateiabsetting which de-normalizes smoking

and makes it less appealing and less accepted ibehasulting in better further prevention of

smoking initiation among young people and encoursegg of smoking cessation (Verweij 2007,

193; Ashcroft 2011, 92).

Back in 1970, when smoking was generally accepteddrway and seen as a modern lifestyle,
the urge to shift this attitude was necessary,tasas already well known that smoking is
addictive and bad for health. Accordingly, thatryadirst step was taken in order to initiate long
process of smoking de-normalization (Seebg 2012a88@287). One could say that the process of
smoking de-normalization is doing well in Norwayy booking at the prevalence of daily
smoking, which was 51% in 1973 in comparison to 2492011 (Seebg et al. 2012, 11). To
make it more extreme, the Norwegian tobacco copiobty aims for tobacco-free society (Helse
og omsorgsdepartementet 2011, 12). It is evideat both the WHO and Norway aim for
creation of social norms that will significantly ikhsmoking culture and discourage future
generations to initiate smoking (WHO 2013a, 73-¥8HO 2013b, 32, 62; Helse og
omsorgsdepartementet 2011).

Norwegian social context in regards to smoking tla@nged. Tobacco control communicative
measures have informed Norwegians about smokingrtiaand a SFE act has transformed
smoking into a socially deviant behavior (Lund 20384). The SFE act, which was implemented
in 2004 in hospitality venues, is now highly acespby 94% of population and well supported
by daily smoker®. In this ten years period time, the prevalencembking has been decreased
by around 40% (Helsedirektoratet 2014b). On thermtiand, smokers are highly resistant to new
recommendations for advancing SFE act, such asndup SFE in outdoor areas of bars and

54 Acceptance of SFE act for hospitality premises2004, was initially not well supported by smokers
who responded that the regulation "may indicat&ctance generation, rationalization or defensénaif t
social identity as smokers” (Lund and Rise 2004,S:e Appendix 3. Table 2. Attitude towards SFE ac
in hospitality premises from 2004-2014.
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restaurants, parks and bus stops, as well as & odlstrictive measures, such as tobacco sale
restriction in certain places. Moreover, this regise shows to be more intensive than resistance
recorded in 2004. However, this resistance is hat high if it implies restriction on outdoor
smoking near children or increasing age limit farying tobaccé>. On the contrary, non-
smokers, who are majority of population, are fasleesistant (Halvorsen 2010; Lund 2011;
Seebg et al. 2012).

An interesting newspaper article portrays how devadization of smoking and established
social norms affect Norwegians. A student, who wiod want to be named in the newspapers
because of future employment career, said thatgbeinsmoker would not have been a
representative characteristic in her professiorajraphy. Another interviewee, an employee on
a smoke break, said that he felt like a drug addietn standing in the corner and smoking, and
also pointed out that he would rather not revealitientity in the newspapers (Kolstad 2011).
Well, a deeper look in this newspaper article cdaridg new insights about underlying effect of
shifted social norm in Norway, namely stigmatizatiof smoker%. Saebg (2012b) discusses
stigmatization of smoking and smokers in Norway aihts out that negative stereotype is
attached to smokers which distances them from nuokers. Along the same line with how the
student and the employee felt, Seebg (2012b) poirttshat due to degrading feeling of being a
smoker, majority of young occasional smokers do e¢n wish to declare themselves as
smokers. Shifted social norm in Norway, which geteat stigma associated to smoking does not
result as planned on individual level. This mednat stigmatized smokers develop resistance and
neutral attitude towards national tobacco contredsures, which seriously hinders their intention
to quit smoking. Accordingly, stigma can give négatresults in public health by worsening
health of those who do not want to quit smokingl{8&012b; Seebg et al. 2012). Seebg (2012hb)
adds that enhancement of stigma by continuingicést tobacco control policy can eventually
result in additional contra-productive and uninteth@onsequences, such as discrimination. This
would cause smokers to hesitate to stand out akessiwhen searching job or would feel shame

and guilt in general, just like the student anddgh®ployee from above.

55 National recommendation to increase age limit fa@rto 20 years old (Andersen 2010)

56 Voigt (2013, 53, 54) discusses stigmatizationrasthical issue of smoking de-normalization strigeg
and points out that smoking prevalence which isceatrated mostly among disadvantaged social groups
might cause them to bear additional burden to dyr@aesent inequalities.
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6.2 Justification of SFE legislation

Although most of the discussed tobacco measureprdserve freedom of choice and are
experienced as initially non-coercive, the intgngihd comprehensiveness of tobacco control
policies might be perceived as manipulative (Vep&6D7, 196; Grill 2013, 40). However, Seebg
et al. (2012, 21) claims that fear appeals MMC piatbrial HWM imposed to adult "hardcore
smokers” represents typical hard paternalism @gtto mere information provision to youth
about health risk of tobacco product, that is meeen as soft paternalism or libertarian
paternalism, a term used throughout this thésRaternalism, as a term, is generally avoided in
political debates, being taken as "unacceptabdid "with no argument” (Grill 2013, 33).
Norway tobacco control policy is seen as a mixtirgpaternalistic and libertarian approaches.
The government’s legitimacy to limit freedom to &mas justified in accordance to smokers’
ignorance despite all provided information on talmaase hazard and health risk they impose to
themselves and others. On the other hand, smokeak& freedom to buy and consume legal
product available at the market for which they pagh taxes (Seebg et al. 2012, 21, 22).

Can we imagine a government, which does not imphenh@acco control measures because
"smokers have right to enjoy the pleasure of smgki(Verweij 2007, 195; Ashcroft 2011, 86)?
If a certain tobacco control measure is generateatder to protect smokers from doing harm to
their own health, by fully restricting choice to cke, that policy would be seen to seriously
impact "autonomy, liberty or personal freedoms? those smoker (Oriola 2009, 830, 831).
However, tobacco, unlike other unhealthy commoslitiegulated by the government, such as
alcohol and food, is very harmful to health andietilkk, even when moderately consumed
(Ashcroft 2011, 87). Accordingly, the justificatiofor restrictive regulations of tobacco
consumption largely relies on the argument thaad¢ob is not an ordinary commodity, but the
one that is highly addictive and hazardous (Seeld2£036). Nicotine addiction is seen as an
element that seriously interferes with autonomoregcgss as non-voluntarily choice to smoke
(Verweij 2007, 196).

57 Grill (2013, 32) points out that smokers mightfprenot being told that their behavior is harmfuhich
present provision of this kind of information aggraalistic. However, she adds that according taera
based approach “policies that are trivially undaisie because they do not have positive effectsare
paternalistic” (Grill 2013, 37)
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SFE act might be experienced as the most reskictgulation in Norwegian tobacco control
policy that seems to limit freedom of choice. Thaimfocus in discussions about justification of
SFE acts is embraced by the harm principle as a aral valid argument for legislation of SFE
and restriction of smokers” freedom. A coercionook’s freedom is only justified when it
prevents harm to others, such as prevention ofsxpao second-hand smoking, which is seen
as "involuntary smoking” (Oriola 2009, 833, 83Ashcroft 2011, 93).

"Tobacco laws prohibiting smoking in enclosed paldpaces... are ethically and morally
justifiable in defense of public health, which shibaf necessity, trump individual rights
to smoke freely” (Oriola 2009, 838)

Libertarians take harm principle very seriously anadtection of one from being harmed by other
is justified even if that protection would considienitation of other’s personal freedom (Verweij
2007, 183). Hersch (2005) argues that choice limotafor smokers who intend to quit can be
seen as positive and that smoking restrictive s are experienced as welfare promoting,
since they enable addicted smokers to employ ardgihen desired self-control mechanism for
smoking cessaticfi. Norway has been using the harm principle in figstiion for SFE act
(Hetland and Aarg 2005, 5; Helsedirektoratet 20k4eftforeningen 2014)

7. CONCLUSION

The aim of this study was to particularly explomure of Norwegian tobacco control policy,
which is designed, generated and improved in aecmel to identified global recommendations
and directions. The exploration process was lelibdeytarian paternalistic approach and ideology
of personal responsibility for health. In partiauléghe focus was to describe and thereafter
explore selected Norwegian tobacco control measuse®y libertarian paternalistic conceptual

framework. The discussion of those measures wasganst identified four mechanisms of

58 Ashcroft (2011, 95) discusses that behind SFEtlaede wider objectives, aside from protection of
exposure to second-hand smoke are questionablerimstof initial argumentation of harm to other
principle that justify this restrictive regulatiorle points that these are apparently "unintended
consequence” of reduction of smoking imposed hyg tegulation that would not be regretted by any
tobacco control policy maker.
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libertarian paternalistic policies. Organizing taaeeasures into each of the mechanisms revealed
nature of Norwegian tobacco control policy andsitaitegic approach and efforts to motivate and

stimulate personal responsibility for health.

After presenting concept of personal responsibility health and challenges of lifestyle change
induced by smoking as addictive behavior, | empeakiimportance of creation of social
environment with healthy options in order to ofégportunity to individuals to become capable
to lead smoke-free lifestyle. Following this, | peated Libertarian Paternalistic approach, as a
type of public health policy strategy, which hagepdial for creation of society that will, while
preserving freedom of choice and personal autonastsger individuals towards adoption of
smoke-free lifestyle. Framework Convention of Talma€ontrol as the most important tobacco
control global treaty was set out as main globabmemendation and direction for generation and
improvement of national tobacco control policy. Aelb overview of Norwegian tobacco control
policy followed before selected tobacco control sugas were presented. Presentation of
selected tobacco control measures was organizebicategories that focused on measures that
communicate smoking hazard and motivate persosabresibility for health and measures that
restrict smoking demand and stimulate personalorespility for health. The presentation was
organized in three-fold sets of information, whidescribed general properties, the WHO
recommendations and Norwegian examples for eatieaieasures. Eventually, those measures
were conceptualized into four libertarian patestalimechanisms and discussed, and the section

concluded by justifying the most controversial todmcontrol measure.

This review based study has shown that Norwegibadoo control policy, by following global

recommendations and directions, design, generaleiraprove its tobacco control measures
through libertarian paternalistic approach. It Hert reveals that Norwegian tobacco control
measures intend to create a society where smokilhpeviess acceptable which would result in
increased smoking cessation and prevention of smgakitiation, which will eventually lead to

tobacco-free society. Tobacco control measuresctiratmunicate smoking hazards inform public
about health risks. Mass media campaign and heeiiming messages aim to communicate
smoking hazard and make sure that population i3 imédrmed about serious health risks

imposed by smoking. Criticized Norwegian smokingsagion services have shown serious

46



tendency to improve. Smoke quit line, webpagesefbimtervention and available nicotine
replacement therapy aim to communicate and agssiskers whose autonomy to shift to smoke-
free lifestyle is seriously hindered by nicotinedation. Furthermore, measures that restrict
smoking aim to more directly decrease demand faskemg by banning smoking in all indoor
areas and creating smoke free environments, kegpdmgarettes prices and ban on point of sale
tobacco displays and self-service of tobacco prizduSmoke free environments, as only
measures that directly restrict smoking and limeetlom of choice are justified through harm to
others principle supported by libertarians. Accoglly, discussion of these measures through four
libertarian paternalistic mechanisms has reveaktdra of Norwegian tobacco control policy.
Choice architecture interventions has shown howtiapdesign impact people’s choices in
microenvironments. Limitation of smoking in a cantaindow of time embraced a time ordering
mechanism. Measures to rationalize the brain hage/s what are the elements that government
uses in order to promote rational behavior that @ohsequently induce healthier choices. And
finally, prompting social nhorms has emphasized snpkle-normalization process and creation
of social norms that can also have some unintemégative effects, beside extensive positive

ones.

The inculcation of sense of responsibility for sredkee lifestyle shows how Norwegian society
through libertarian paternalistic approach creaes individual-state partnership that offers
opportunities to individuals to become capable utbaomously choose smoke-free lifestyle by

motivated and stimulated personal responsibilityhiealth.
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APPENDICES

Appendix 1. Law on Protection against Harmful Effe¢ of Tobacco® (Lovdata 2014)
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Ikrafttredelse| /
Endrer| /
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Korttittel | Tobakkskadeloven — tobsk.
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KAPITTEL 1. INNLEDENDE BESTEMMELSER (Introductory provisions)

§ 1.Formal (Objective)

Formélet med denne lov er & begrense de helseslsaderbruk av tobakksvarer medfarer
giennom & redusere forbruket og pa sikt bidra tibpbna et tobakksfritt samfunn. Videre
regulerer loven tiltak for & forebygge at barn oge begynner & bruke tobakksvarer, fremme at
de som allerede bruker tobakksvarer, slutter ogyes befolkningen mot eksponering for
tobakksrayk.

§ 2. Definisjoner (Definitions)

Med tobakksvarer forstas i denne lov varer somrkgRkes, innsnuses, suges eller tygges
safremt de helt eller delvis bestar av tobakk.

Med raykeutstyr forstds i denne lov varer som etigr formal hovedsakelig benyttes i
forbindelse med tobakksvarer.

Med tobakkssurrogat forstas i denne lov produkt stter sin bruksmate tilsvarer tobakksvarer,
men som ikke inneholder tobakk.

Med tobakksimitasjon forstas i denne lov produldem etter sin utforming har en neer likhet
med tobakksvarer eller rgykeutstyr, men som ikkelholder tobakk eller tobakkssurrogat.

Med salg forstas i denne lov overdragelse av tobadder til forbruker mot vederlag.

Med engrossalg forstas i denne lov overdrageldetzakksvarer mot vederlag som ikke omfattes
av sjette ledd.

Med spesialforretning for tobakk forstds i denne latsalgssted som hovedsakelig selger
tobakksvarer eller rgykeutstyr.

Departementet kan gi forskrifter om hvilke produktsom skal regnes som tobakksvarer,
tobakkssurrogater, tobakksimitasjoner og rgykeutsty naermere kriterier for hva som menes
med spesialforretning. | tvilstilfeller kan depanentet avgjgre spgrsmalene med bindende

virkning.
§ 3.Virkeomrade(Scope)

Loven far anvendelse pa innfarsel, utfgrsel, onisgfutforming og bruk av tobakksvarer,

rgykeutstyr, tobakkssurrogater og tobakksimitagjone

64



Loven gjelder for Norge, herunder Svalbard og Jay&h. Kongen kan i forskrift bestemme at
deler av loven ikke skal gjelde for Svalbard og B&yen, og kan fastsette seerlige regler under
hensyn til de stedlige forhold.

Loven kommer til anvendelse for petroleumsvirksomtiehavs i den grad slik virksomhet

omfattes av arbeidsmiljgloven § 1-3.

KAPITTEL 2. BEVILLINGSORDING FOR SALG AV TOBAKKSVAR ER (Licence
ordning for the sale of tobacco products)

§ 4.Forbud mot tobakksreklaméBan on tobacco advertisement)

Alle former for reklame for tobakksvarer er forbubet samme gjelder for piper, sigarettpapir,
sigarettrullere og annet rgykeutstyr.

Tobakksvarer ma ikke innga i reklame for andre valler tjenester.

Et merke som hovedsakelig er kjent som et merkéofwmakksvare kan ikke benyttes i reklame for
andre varer eller tienester, sa lenge det aktostike benyttes i forbindelse med en tobakksvare.
Tobakksvarer kan ikke lanseres ved hjelp av varkenesom er kjent som, eller i bruk som,

merke for andre varer eller tjenester.

Kongen kan gi forskrifter om unntak fra regleneende paragraf.

8 5. Forbud mot synlig oppstilling av tobakksvarer ogyieeutstyr (Ban on visible display of
tobacco products and smoking accessories)

Synlig oppstilling av tobakksvarer og raykeutstyryisalgssteder er forbudt. Tilsvarende gjelder
for imitasjoner av slike varer og for automatkodns gir kunden adgang til & hente ut
tobakksvarer eller rgykeutstyr fra automat.

Forbudet i farste ledd gjelder ikke for spesiakbminger for tobakk.

Det kan pa utsalgssteder gis ngytrale opplysnimgerpris, og om hvilke tobakksvarer som
selges pa stedet. Tilsvarende gjelder for rgykgutst

Departementet kan gi forskrifter om gjennomfgrirgguafylling av disse bestemmelser og gjgre

unntak fra dem.

§ 6.Forbud mot gratis utdeling av tobakksvaréBan on free distribution of tobacco products)
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Enhver form for gratis utdeling av tobakksvarerfaitbruker fra en fysisk eller juridisk person

som driver naeringsvirksomhet, er forbudt.

§ 11.AldersgrensefAge limit)

Det er forbudt & selge eller overlate tobakksvatker imitasjoner som kan oppfordre til bruk av

slike varer, til personer under 18 ar. Er det bnh kjgperens alder, kan salg bare finne sted
dersom kjgperen dokumenterer a ha fylt 18 ar.

Salg av tobakksvarer til forbruker kan bare foretapersoner over 18 ar. Dette gjelder likevel
ikke hvis en person over 18 ar har daglig tilsyrdrealget.

Departementet kan gi forskrifter om aldersgrensenninfarsel av tobakksvarer og sigarettpapir.

8 12.Rgykeforbud i lokaler og transportmidlgBan on smoking in premises and transport)

| lokaler og transportmidler hvor allmennheten hdgang skal lufta veere rgykfri. Det samme
gjelder i mgterom, arbeidslokaler og institusjohgor to eller flere personer er samlet. Dette
gjelder ikke i beboelsesrom i institusjoner, mestitasjonen plikter & gi dem som gnsker det,
tilbud om raykfrie rom.

Dersom det innen et omrade er flere lokaler somsharme formal, kan rgyking tillates i inntil
halvparten av disse. De ragykfrie lokaler ma ikkeresamindre eller av darligere standard enn
lokaler hvor rgyking tillates.

Rayking kan ikke tillates i serveringssteder. Medveringssteder menes lokaler der det foregar
servering av mat og/eller drikke, og hvor forholddigger til rette for forteering pa stedet.

Eieren eller den som disponerer lokalene ellerspartmidlene, plikter & sgrge for at reglene gitt
i eller i medhold av disse bestemmelsene blir ovieth Det skal markeres med tydelige skilt at
rayking er forbudt pa steder hvor det kan veere ¢wil dette, samt ved inngangen til alle
serveringssteder. For a sikre at forbudet mot maykpa serveringssteder etterleves, skal
serveringssteder fgre internkontroll og etablerangtrnkontrollsystem. Internkontrollen skal
kunne dokumenteres overfor tilsynsmyndighetene.

Person som pa tross av advarsel fra eieren eltesde driver lokalet eller transportmidlet eller
representant for denne, overtrer bestemmelse gjitrii medhold av paragrafen her kan bortvises

fra lokalet eller transportmidlet.
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Kongen kan gi neermere regler om gjennomfgring dgling av disse bestemmelser og kan

gjere unntak fra dem.

8 13.Tilsyn med rgykeforbudgiSupervision of ban on smoking)

Kommunestyret skal fagre tilsyn med at reglene i iognedhold av 8§ 12 overholdes.
Kommunestyrets myndighet etter denne paragraf ledegdres til et organ i kommunen eller til
et fellesorgan for flere kommuner. Dreier det sem arbeidslokaler, fgres tilsynet av
Arbeidstilsynet.

Reglene vedrgrende kommunestyrets og Arbeidstitsynegksomhet som tilsynsorgan etter
henholdsvis folkehelseloven kapittel 3 og arbeidigdoven 88§ 18-4 til 18-8 og 18-10 far
tilsvarende anvendelse ved tilsyn etter paragraén

Petroleumstilsynet farer tilsyn med at reglene iiagedhold av § 12 overholdes innen det
ansvarsomrade Petroleumstilsynet har i petroleuk®winheten i henhold til arbeidsmiljgloven.
Sjafartsmyndighetene farer tilsyn med at regleog i medhold av § 12 overholdes pa skip samt
fartgyer og innretninger for gvrig. | sin tilsynsndyghet kan nevnte myndigheter bruke
tilsvarende virkemidler som de har etter gjelderatger om helseforhold og arbeidsmiljg pa skip
0g innretninger innen petroleumsvirksomheten.

Forsvarsstaben farer tilsyn med at reglene i ogedmold av § 12 overholdes pa Forsvarets
fartayer.

Sysselmannen farer tilsyn med at reglene i og ihmkelav § 12 overholdes pa Svalbard.
Sysselmannen kan overlate til Longyearbyen lokedsdyfare tilsyn for Longyearbyen.
Tilsynsmyndigheten kan i seerlige tilfeller gi disgasjon fra regler gitt i eller i medhold av § 12
og sette vilkar for eventuell dispensasjon. Paiddpéasser med arbeidsmiljgutvalg skal uttalelse
fra utvalget legges ved sgknaden. Pa arbeidsplasgeararbeidsmiljgutvalg skal uttalelse fra
verneombud legges ved.

Kongen kan gi neermere regler om gjennomfgring dgling av disse bestemmelser og kan

gjere unntak fra dem.

§ 14.Direktoratets tilsynsansvafDirectorate supervision responsibility)
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Direktoratet farer tilsyn med at bestemmelsene 48%, 6, 7, 8 og 9, og bestemmelser gitt i
medhold av disse lovbestemmelsene, overholdesktOraet kan foreta slik granskning og

besiktigelse som det finner ngdvendig for & utkine gjgremal etter loven.

§ 16.Retting og tvangsmulk{Rectification and coercive)

Finner direktoratet at noen av bestemmelsene rié/ig er overtradt, kan det palegge retting av
forholdet. Samtidig settes en frist for retting@irektoratet kan kreve skriftlig bekreftelse fra
overtrederen pa at det ulovlige forholdet skal agh

Samtidig med at palegg om retting gis, kan tvandknfastsettes. Mulkten lgper fra oversittelse
av fristen for retting, og kan fastsettes i formemgangsmulkt eller dagmulkt. Mulkten tilfaller
staten.

Dersom direktoratet ved avdekking av en overtredals§ 4 eller bestemmelser gitt i medhold av
denne, finner saerlig grunn til a tro at det vil bédigatt nye brudd pa reklamebestemmelsene som
ikke kan stanses etter fgrste og annet ledd, kapaéorhand fastsette at mulkt vil lgpe fra det
tidspunkt ny overtredelse tar til. Slik tvangsmutkn fastsettes for inntil ett ar.

Nar seerlige grunner taler for det, kan direktoragt eller delvis frafalle ilagt tvangsmulkt. For
Svalbard kan Sysselmannen fatte vedtak etter desmagrafen.

Departementet kan gi forskrifter om fastsettelsgefning og innkreving av tvangsmulkt.

KAPITTEL 3. SALG AV TOBAKKSVARER (Sale of tobacco products)

§ 17.AldersgrenseAge limit)

Det er forbudt & selge eller overlate tobakksvanerykeutstyr, tobakkssurrogater eller
tobakksimitasjoner til personer under 18 ar. Ertdidtom kjgperens alder, kan salg bare finne
sted dersom kjgperen dokumenterer & ha fylt 18 ar.

Salg av tobakksvarer til forbruker kan bare foretapersoner over 18 ar. Det samme gjelder salg
av tobakksimitasjoner, tobakkssurrogater og rgydtgutDette gjelder likevel ikke hvis en person
over 18 ar har daglig tilsyn med salget.

Departementet kan gi forskrifter om aldersgrensenninfarsel av tobakksvarer og sigarettpapir.

§ 18.Forbud mot selvbetjening av tobakksvar@an on self-service of tobacco products)
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Selvbetjening av tobakksvarer pa utsalgsstedeofbrukere er forbudt.
Forbudet i farste ledd gjelder ikke i spesialfanmeger for tobakksvarer og utsalgssteder for

avgiftsfritt salg pa flyplasser.

819.Forbud mot salg av tobakksvarer fra selvbetjent antat (Ban on sale of tobacco products
from self-service vending machines)

Salg av tobakksvarer fra selvbetjent automat eoudt. Forbudet omfatter ikke lgsninger der
kunden henter ut tobakksvarer fra automat med fat$idetalt automatkort.

Automatkort ma ikke pafegres vare- eller firmamestier andre kjennetegn for tobakksvarer.
Automatkort kan kun pafares en ngytral skriftliggaelse av varemerkenavnet pa den aktuelle
tobakksvaren.

Automater ma ikke pafgres vare- eller firmamerKkeredandre kjennetegn for tobakksvarer. Det
kan kun gis en ngytral, skriftlig angivelse avratretningen er en automat for tobakksvarer.

Departementet kan gi forskrifter om gjennomfarigguafylling av disse bestemmelser.

8 20.Forbud mot gratis utdeling av tobakksvar€Ban on free distribution of tobacco products)
Enhver form for gratis utdeling av tobakksvarerfaitbruker fra en fysisk eller juridisk person
som driver neeringsvirksomhet, er forbudt. Tilsvaeengjelder for tobakksimitasjoner og

tobakkssurrogater.

§ 21.Forbud mot omsetning med rabaBan on sale with discount)

Det er forbudt & gi spesiell rabatt ved salg aakisvarer til forbruker.

KAPITTEL 4. FORBUD MOT REKLAVE MV. (Ban on advertisement)

§ 22.Forbud mot tobakksreklaméBan on tobacco advertisement)

Alle former for reklame for tobakksvarer er forbuBet samme gjelder rgykeutstyr,
tobakksimitasjoner og tobakkssurrogater.

Tobakksvarer ma ikke innga i reklame for andre valler tjenester.

Et merke som hovedsakelig er kjent som et merkéofmakksvare kan ikke benyttes i reklame for

andre varer eller tienester, sa lenge det aktusdike benyttes i forbindelse med en tobakksvare.
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Tobakksvarer kan ikke lanseres ved hjelp av varkenesom er kjent som, eller i bruk som,
merke for andre varer eller tjenester.

Kongen kan gi forskrifter om unntak fra regleneende paragraf.

§ 23.Forbud mot tobakkssponsin{Ban on tobacco sponsorship)

Alle former for tobakkssponsing er forbudt.

Med tobakkssponsing forstas i denne lov enhver fésmoffentlig eller privat bidrag til et
arrangement, en virksomhet eller en person medhaesikt eller den direkte eller indirekte

virkning a fremme salget av tobakksprodukter.

8 24.Forbud mot synlig oppstilling av tobakksvarer ogyigeutstyr(Ban on visible display of
tobacco products and smoking accessories)

Synlig oppstilling av tobakksvarer og raykeutstyryisalgssteder er forbudt. Tilsvarende gjelder
for tobakksimitasjoner, tobakkssurrogater og faiomatkort som gir kunden adgang til & hente
ut tobakksvarer eller rgykeutstyr fra automat.

Forbudet i farste ledd gjelder ikke for spesiakbninger for tobakk.

Det kan pa utsalgssteder gis ngytrale opplysnimgerpris, og om hvilke tobakksvarer som
selges pé stedet. Tilsvarende gjelder for raykgutst

Departementet kan gi forskrifter om gjennomfgrirgguafylling av disse bestemmelser og gjgre

unntak fra dem.

KAPITTEL 5. SERSKILTE FORBUD MOT TOBAKKSBRUK (Specific prohibitions on
tobacco use)

§ 25.Rgykeforbud i lokaler og transportmidlgBan on smoking in premises and transport)

| lokaler og transportmidler hvor allmennheten hdgang skal lufta veere rgykfri. Det samme
gjelder i mgterom, arbeidslokaler og serveringdlmka Utendgrs inngangspartier til
helseinstitusjoner og offentlige virksomheter skare rgykfrie.

Rayking kan likevel tillates i falgende lokaler:
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a) Beboelsesrom i institusjoner som erstatter beimsehjem. Institusjonen plikter & gi dem som
gnsker det, tilbud om rgykfrie rom. Denne unntaktdramelse gjelder ikke for institusjoner hvor
det hovedsakelig bor personer under 18 ar.

b) I seerskilt angitte oppholdsrom pa institusjos@mn erstatter beboernes hjem og pa innretninger
til bruk i petroleumsvirksomheten til havs. Det tilys tilsvarende rgykfrie oppholdsrom, og
disse ma ikke vaere mindre eller av darligere stahdan lokaler hvor rgyking tillates. P4 samme
vilkar kan arbeidsgiver tillate rgyking i seerskidhgitte rom nar virksomhetens art hindrer
arbeidstakerne i & forlate arbeidslokalene i Igpetarbeidstiden. Denne unntaksbestemmelse
gjelder ikke for institusjoner hvor det hovedsafjddor personer under 18 ar.

c) | inntil halvparten av overnattingsrom pa haelbg andre overnattingssteder. De raykfrie
overnattingsrommene ma ikke veere mindre eller aliggée standard enn overnattingsrom hvor
rgyking tillates.

Eieren, driveren eller den som disponerer elleraasvarlig for lokalene, omradet eller
transportmidlene, plikter & sgrge for at reglerieigiller i medhold av disse bestemmelsene blir
overholdt. Det skal markeres med tydelige skiltegtking er forbudt pa steder hvor det kan veere
tvil om dette, samt ved inngangen til alle servgssteder. For & sikre etterlevelse av forbudet
mot rgyking pa serveringssteder og forbudene mumkksbruk i barnehager og skoler, jf. 8§ 26
og 27, skal slike steder fgre internkontroll ogbétee et internkontrollsystem. Internkontrollen
skal kunne dokumenteres overfor tilsynsmyndighetene

Person som pa tross av advarsel fra eieren ellersden driver eller er ansvarlig for lokalet,
omradet eller transportmidlet eller representamt denne, overtrer bestemmelse gitt i eller i
medhold av paragrafen her kan bortvises fra lokalaetadet eller transportmidlet.

Kongen kan i forskrift gi neermere regler om gjenfanmg og utfylling av disse bestemmelser,
herunder om hva som anses som et lokale i toballlevens forstand, spesielt med hensyn til
uteserveringer, om meldeplikt til tilsynsmyndighete og om kriterier for nar
unntaksbestemmelsene i annet ledd kan komme teratelse, og kan gjgre unntak fra dem.
Kongen kan i forskrift ogsd gi nsermere bestemmetsar krav til raykfrie buffersoner ved
inngangspartier til helseinstitusjoner, offentliggksomheter og serveringslokaler.

§ 26.Tobakksforbud i barnehagefBan on tobacco in kindergartens)

Tobakksbruk er forbudt i barnehagers lokaler ogmi&der.
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Bestemmelsene i § 25 tredje og fjerde ledd gjditiyrarende.
Departementet kan i forskrift gi nsermere regler gmnnomfaring og utfylling av disse

bestemmelser og kan gjgre unntak fra dem.

§ 27.Tobakksforbud pa skoler og i skoletidgBan on tobacco in schools and in school hours)
Tobakksbruk er forbudt i grunnskoler og videregaeskblers lokaler og uteomrader.

Elever ved grunnskoler og videregaende skolerseaie tobakksfrie i skoletiden.
Bestemmelsene i § 25 tredje og fjerde ledd gjditlrarende.

Departementet kan i forskrift gi nsermere regler gnnomfaring og utfylling av disse

bestemmelser og kan gjgre unntak fra dem.

§ 28.Vern av barn mot passiv rgykin@rotection of children from passive smoking)
Barn har rett til et rgykfritt miljg. Den som ersaarlig for barn skal medvirke til at denne

retten blir oppfylt.

8 29.Tilsyn med tobakksforbudengupervison of bans on tobacco)

Kommunen skal fgre tilsyn med at reglene i og i hudd av 88 25, 26 fgrste ledd og 27 farste og
annet ledd overholdes. Dreier det seg om arbeidkokfgres tilsynet av Arbeidstilsynet.

Reglene vedrgrende kommunens og Arbeidstilsynetksasnhet som tilsynsorgan etter
henholdsvis folkehelseloven kapittel 3 og arbeidjgioiven 88§ 18-4 til 18-8 far tilsvarende
anvendelse ved tilsyn etter paragrafen her.

Petroleumstilsynet farer tilsyn med at reglene iiagedhold av § 25 overholdes innen det
ansvarsomrade Petroleumstilsynet har i petroleukmwinheten i henhold til arbeidsmiljgloven.
Sjafartsmyndighetene farer tilsyn med at regleog i medhold av § 25 overholdes pa skip samt
fartgyer og innretninger for gvrig. | sin tilsynsndyghet kan nevnte myndigheter bruke
tilsvarende virkemidler som de har etter gjelderatger om helseforhold og arbeidsmiljg pa skip
0g innretninger innen petroleumsvirksomheten.

Forsvarsstaben fgrer tilsyn med at reglene i ogedimld av § 25 overholdes pa Forsvarets
fartgyer.

Sysselmannen farer tilsyn med at reglene i og ihmkdav 88 25, 26 og 27 overholdes pa

Svalbard. Sysselmannen kan overlate til Longyearhglealstyre a fare tilsyn for Longyearbyen.
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Tilsynsmyndigheten kan i saerlige tilfeller gi disgasjon fra regler gitt i eller i medhold av § 25

og sette vilkar for eventuell dispensasjon. Paiddptasser med arbeidsmiljgutvalg skal uttalelse
fra utvalget legges ved sgknaden. Pa arbeidsplasgeararbeidsmiljgutvalg skal uttalelse fra

verneombud legges ved.

Kongen kan gi naermere regler om gjennomfgring dgling av disse bestemmelser og kan

gjere unntak fra dem.

KAPITTEL 6. MERKING OG UTFORMING AV TOBAKKSVARER (Labeling and design

of tobacco products)

8 30.Krav til merking av tobakksvare(Requirements for labeling of tobacco products)

Det er forbudt & fgre inn i Norge, selge eller igdebakksvarer som ikke er merket med advarsel
som peker pa farene for helseskade ved bruk ae.sliksvarende skal sigarettpakker veere
merket med en innholdsdeklarasjon.

Det er forbudt a fare inn i Norge, selge eller ledebakksvarer som ved tekst, navn, varemerke,
illustrasjoner eller andre tegn antyder at et sgpesibakksprodukt er mindre helseskadelig enn
andre.

Den som produserer eller selger tobakksvarer, ki@ ved symbol eller tekst pa pakninger gi
egne opplysninger om de helsemessige konsekveedet rayke.

Departementet gir naermere forskrifter om merkinger denne paragraf.

§ 31.Forbud mot produkter for & skjule helseadvarsle(@an on products that conceal health
warnings)

Det er forbudt a fgre inn i Norge, selge eller lgdetuier, esker, omslag, innpakninger og ethvert
annet produkt som har til hensikt helt eller del&iskjule eller tilslgre helseadvarslene i § 30

forste ledd.
8 32.Tobakksvarers innholdContent of tobacco products)

Departementet kan gi forskrifter om tobakksvarargold, herunder maksimalgrenser for

bestanddeler, vekt, filter, innpakning mv.
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§ 33.Forbud mot salg av mindre pakningdBan on sale of smaller packages)

Til forbruker kan det kun selges forpakninger someholder minst 20 sigaretter. Sigaretter kan
ikke selges i detaljsalgspakninger som inneholderdre pakninger eller som kan deles opp i
mindre pakninger.

Sigarer kan selges enkeltvis med advarselsmerkingagningen.

Departementet kan gi forskrifter om minste antgllvekt tobakksvarer per forpakning som kan

selges i detaljsalg.

§ 34.Forbrukertesting(Consumers testing)
Enhver form for testing av tobakksvarer og tobakikspakninger ved hjelp av forbrukere er
forbudt.

KAPITTEL 7. HELSEDIREKTORATETS TILSYN (Directorate of Health supervision)

§ 35.Helsedirektoratets tilsynsansvdbirectorate’s supervision responsibility)

Helsedirektoratet fagrer tilsyn med at bestemmelseég& 19, 20, 21, 22, 23, 30, 31, 33 og 34 og
bestemmelser gitt i medhold av disse lovbestemme|severholdes. Direktoratet kan foreta slik
granskning og besiktigelse som det finner ngdvefatig utfare sine gjgremal etter loven.
Direktoratet kan kreve at den som tilvirker ellanfigrer tobakksvarer gir opplysninger om
tobakksvarens innhold. Departementet kan gi foitekrimed nsermere bestemmelser om
opplysningsplikten etter farste punktum.

Direktoratet kan kreve at den som tilvirker ellemfigrer tobakksvarer skal legge frem en
representativ prgve av produktet eller iverksettéeusgkelser som er ngdvendig for & vurdere et
produkts egenskaper og virkninger. Kostnadene iike sndersgkelser beeres av vedkommende
tilvirker eller importar. Direktoratet kan bestemmekostnadene helt eller delvis skal dekkes av
det offentlige.

Direktoratet kan selv iverksette slike undersgkelsg kan palegge tilvirker eller importar a beaere
kostnadene ved undersgkelsen. Kostnadene er tvangsag for utlegg.

§ 36.Retting og tvangsmulk{Rectification and coercive)
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Finner direktoratet at noen av bestemmelsene /86 er overtradt, kan det palegge retting av
forholdet. Samtidig settes en frist for retting@irektoratet kan kreve skriftlig bekreftelse fra
overtrederen pa at det ulovlige forholdet skal agh

Samtidig med at palegg om retting gis, kan tvandknfastsettes. Mulkten lgper fra oversittelse
av fristen for retting, og kan fastsettes i formemgangsmulkt eller dagmulkt. Mulkten tilfaller
staten.

Dersom direktoratet ved avdekking av en overtredaeis§ 22 eller bestemmelser gitt i medhold
av denne, finner seerlig grunn til & tro at detblilbegétt nye brudd pa reklamebestemmelsene
som ikke kan stanses etter fgrste og annet leddd&apa forhand fastsette at mulkt vil lgpe fra
det tidspunkt ny overtredelse tar til. Slik tvanggkn kan fastsettes for inntil ett ar.

Nar seerlige grunner taler for det, kan direktoragt eller delvis frafalle ilagt tvangsmulkt. For
Svalbard kan Sysselmannen fatte vedtak etter desmagrafen.

Departementet kan gi forskrifter om fastsettelsgefning og innkreving av tvangsmulkt.

§ 37.Klage pa vedtak om retting og tvangsmulippeal on decision on rectification and
coercive)
Vedtak etter § 36 kan paklages til Markedsradet behandlingen i Markedsradet gjelder de

saksbehandlingsregler som er gitt i eller i medtaslanarkedsfaringsloven sa langt de passer.

KAPITTEL 8. OPPLYSNINGSPLIKTER (Information duties)

§ 38.0pplysningsplikt mv(Information duty)

Enhver plikter etter palegg av direktoratet a gi ajgplysninger som er ngdvendige for a
forebygge helseskader som bruk av tobakk medfdler giennomfare gjaremal etter loven.
Direktoratet kan kreve at den som tilvirker ellenfigrer tobakksvarer gir opplysninger om
tobakksvarens innhold. Departementet kan gi foitekrimed nsermere bestemmelser om
opplysningsplikten etter fgrste punktum.

Direktoratet kan kreve at den som tilvirker ellemfigrer tobakksvarer skal legge frem en
representativ prgve av produktet eller iverksettéeusgkelser som er ngdvendig for & vurdere et

produkts egenskaper og virkninger. Kostnadene like sndersgkelser baeres av vedkommende
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tilvirker eller importar. Direktoratet kan bestemmekostnadene helt eller delvis skal dekkes av
det offentlige.

Direktoratet kan selv iverksette slike undersgkelsg kan palegge tilvirker eller importar a beere
kostnadene ved undersgkelsen. Kostnadene er tvangsag for utlegg.

§ 39.0pplysninger til statistiske formal myinformation for statistical purposes)
Departementet kan gi forskrifter om plikt for titssr og bevillingsmyndighet, bevillingshaver,
den som har tillatelse til avgiftsfritt salg padlgsser og den som driver engrossalg til & avgi

opplysninger til statistiske formal.

8 40.0pplysningsplikt om importarer av tobakksvarer nfinformation duty about importers of
tobacco products)

Toll- og avgiftsetaten skal uten hinder av lovbestetaushetsplikt pa foresparsel fra
Helsedirektoratet gi de opplysninger som er ngdigendor at direktoratet skal kunne holde
oversikt over hvem som driver import av tobakksyarebakksimitasjoner og tobakkssurrogater,
herunder opplysninger om kvantum og type produkter.

KAPITTEL 9. AVSLUTTENDE BESTEMMELSER (Final provisions)

8 41.Forbud mot eksport av snu@Ban on export of snuff)

Det er forbudt & eksportere snus til land som edleme av det Europeiske @konomiske

Samarbeidsomrade, og som har utferdiget forbudomsetning av snus.

Eksportforbudet gjelder ikke for snus som tas medrareisende til dennes personlige bruk eller
til gave for personlig bruk.

Med snus menes i denne bestemmelse tobakksvaegristpa oral bruk, laget helt eller delvis

av tobakk, med unntak av de tobakksvarer som egbet pa a raykes eller tygges.

8§ 42.Straff (Fine)
Den som forsettlig eller uaktsomt overtrer forbulidrepabud gitt i eller i medhold av denne lov
straffes med bgter. Medvirkning straffes pa samréenforsgk straffes som fullbyrdet forseelse.

Denne bestemmelse far ikke anvendelse pa § 28.
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Departementet kan ved forskrift bestemme at stoafiaktsom overtredelse ikke skal anvendes

uten etter advarsel fra politiet.
8 43.Forskriftshjemmel(Regulation authority)
Departementet kan gi overgangsregler og forskréliers til gjennomfaring og utfylling av

bestemmelsene i denne lov.

Source: (Lovdata 2014)
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Appendix 2. Table 1. Smoke Quit line and MMC

Year | Type of the campaign Intensity Total number of cds

in opening hours

2003 | Every cigarette is doing you harm + IndustfHigh 19033
2004 | Every cigarette is doing you harm + Smokigh 14997
free hospitality premises

2005 | Every cigarette is doing you harm Low 8567
2006 | COPD High 13898
2007 | Every cigarette is doing you harm + Cols High 13859
2008 | COPD Low 8707
2009 | COPD Low 8315

2010 | No campaign

6858

Source: (Oftedal et al. 2012, 8) (My translation)

Appendix 3. Table 2. Attitude towards SFE act in hepitality premises from 2004 — 2014

Year period

Proportion of positive attitudes on SE in hospitality premises

2004 (NorStat)

54 percentage

2004 (NorStat)

62 percentage

2005 (MMI)

68 percentage

2005 (MMI)

76 percentage

2006 (Synovate MMI)

78 percentage

2007(Synovate MMI)

85 percentage

2008 (Synovate)

88 percentage

2009 (Sentio)

89 percentage

2011 (Sentio)

90 percentage

2014 (Sentio)

94 percentage (Helsedirektoratet 8014

Source: (Helsedirektoratet 2014c) (My translation)
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Appendix 4. Figure 1. Tobacco Cessation with Brigihtervention

Tobacco cessation

1. Brief intervention
1. Do you smoke/use snus?
2. Would you like to quit?
3. I would recommend that you quit, and I can help
you.

2. Further guidance
e Provide information on, or offer, medical treatment
e Provide information on healthy life centres, the quit
line and slutta.no
e Agree on follow-up

If the patient does not want to quit: Ask permission to raise
the issue again at the next consultation.

Source: (Helse og omsorgsdepartementet 2012, 21)

Appendix 5. Figure 2. Arenas and Parties involvedi tobacco cessation

Healthy life canter

Genaral practitioners Quit-line B00 400 85

|ndividial counselling Company health

Pharmacautical Individual counsalling Individual counsalling + Individual counselling snpfienh y
support #  Group counseling Pharmacsutical support »  Siructured follow-up with = [ndivicual DDUITW""'IQ
Group counseding (smoking cessation Referral to group wab based services as . Gmup_ cuunsdln_g
Quit smoking before classes) sluttano {smoking cessation

counseling (smoking
cessation classes)
Information about Cuit-
line and web based
sarvices as slutta.no

» Goflaboration with classes)
general practitioner on
medication

Information about Quit-
line and web based

sarvices as a.g. slutta.no

by Haalthy life center /
-genaral practifionar !
Quitine before
discharga

Source: (Helse og omsorgsdepartementet 2012, 19)
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Appendix 6. Figure 3. Original provisional typologyof choice architecture intervnetions in
microenvironments (left side) and mapping of availbale evidence (righ side)

PROVISIONAL TYPOLOGY OF CHOICE ARCHITECTURE INTERVENTIONS MAPPING OF AVAILABLE EVIDENCE BY
IN MICRO-ENVIRONMENTS INTERVENTION TYPE AND TARGET
BEHAVIOUR
Intervention class Intervention type Number of study reports (combining primary
research and reviews)
Diet Physical Alcohol Tobacco
WAH=TOIN | activity NIMADSTIN | 15M40=3 AN
BAH40=19. 1%
AMBIENCE - alter aesthetc or atmospheric aspects of the | EE] L] ™
surrounding emnronment |
m-mpuraﬂaﬂ!qﬂmw ---- 2! 5
2 o function of the environment
m "CABELLING — apply labelling or endorsement informationto | %= 7 1o
of objects or stimuli product or at point-of-choice
"PRESENTATION -alter sensory qualities or visual design | 21 1
of the product: f——
| SIZING - change size or quantity of the produet | 65 [
e AVm.IT‘F - add behavioural options withina given | 8 B
y micro-environment —
" ""”":"* , | PROXIMITY ks behavioural optons easier (or harder) | FT
to engage with, requiring reduced (or increased) effort EEEE—
Alter both PRIMING ~ place madental cues in the environment | ® [ T i
properties and to influence a non-conscious behavioural response
placement of objects or | PROMPTING - w52 non-personalised information to | 2 55 [ [
st promote or raise awarensss of a behaviour [ — Iﬁ
Figure 1 Provisional typology of choice architecture interventions in micro-environments (left side) and mapping of available evidence
(right side). (MB Numbers include primary and secondary research reperts featuring multipée intervention types and across multiple behaviours).

Source: (Hollands et al. 2013a, 3)

80



Appendix 7. Figure 4. Norwegian pictorial health waning messages on cigarette packages

Reyk inneholder

Rayking kan Reykin ferélr til forkalkin
: av Z‘i‘:eni - Vern barn mot tobakksrayk,

o9

Source: (Persen 2009)
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Appendix 8. Figure 5. Norwegian MMC 2012

Norway reactivates anti-tobacco mass media

campaigns

After some years without using mass media far antl-labagoo
adverlising campaigns and a concrent stagnation in dedines in
tebacos use provalence, the harwegian govemment aunched &
- anti-obacco: mass media campaign in-January 2012 tha:
featurad four televsion adwetisements as well as print media ads,

The materials were adapted from Australian campaigns that have
provern highly sucoessful ina number of countrses of all moome bevels
and i mostWHO Regions. Amang the ads selacted was "Sponge”,
srigenally created inAustraba in 1979 and updated in 2007, and
which has been used to wam peogle about the harms of smeking

ir a doven countries Aoprosimabely 10 news skories Erat grovided
free publiciny for the campaign wene nin in Norwegian pring and
broadoast media within its first bwa weeks: & phone survey Toung
B8% of Noraegiars recatled being exposed 10 these ami-tebacoo
acdvertisements, and that among smokess who s the campalgn,
55°% <aid i motivated them to-make a quit atiempl A rew carnpaign

' "-"-"""'_"_":—""'“: wass [aunched in Januany 2013 targeting "social” smskers who Lse
Y tebacoo only occationaly,

Do you want to stop smoking? You can do it.”
Source: (WHO 2013b, 69)
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