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Abstract  This study aims to analyze the trend in cigarette consumption among the adult population in Brazilian 
capitals from 2006 to 2023 and estimate the projections of this trend through 2030. This time trend study used data 
from Vigitel. The prevalence of cigarette use was calculated for the total population and stratified by sociodemographic 
variables. Trend analysis was performed using the joinpoint regression model. The exponential smoothing model was 
applied to estimate the prevalence projections, considering prevalence from 2015 to 2023. Overall, cigarette use decre-
ased from 15.7% in 2006 to 9.3% in 2023 (AAPC: -3.3). This trend was observed across all sociodemographic strata. 
However, in the capitals, Goiânia was the only one with a stable prevalence. The trend analysis revealed a slowdown 
in the decline or even stagnation of prevalence after 2015. The projections indicate that the target of a 40% reduction 
by 2030 will not be achieved, as the projected prevalence is 7.96%, higher than the expected prevalence of 6.24%. These 
results point to setbacks in anti-tobacco policies in the country. Therefore, it is urgent to resume and expand several 
actions, considering the changes in context and the weaknesses of the policies, in order to reverse this situation.
Key words  Tobacco Use Disorder, Health Status Indicators, Sustainable Development Goals, Health Surveys, Time 
Series Studies

Setbacks in achieving tobacco control targets: a temporal 
trends analysis and projections for 2030
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Introduction

The health risks associated with cigarette 
smoking are widely recognized and documented 
in the scientific literature1-3. Smoking is a risk 
factor for chronic noncommunicable diseases 
(NCDs), cardiovascular diseases, cancer (lung, 
oral cavity, breast, among others), chronic res-
piratory diseases, and, in pregnant women, pre-
disposition to premature birth and intrauterine 
growth retardation, among others1-4. The adverse 
effect of tobacco use on health results from both 
the direct consumption of tobacco products 
(smoked, inhaled, or chewed) and exposure to 
secondhand tobacco use2. Cigarette smoking 
poses a problem for the healthcare system, in-
creasing social, economic, and healthcare costs5.

According to estimates from the Global 
Burden of Disease (GBD) study, the global 
prevalence of current smokers among indivi-
duals aged 15 and older decreased from 27.8% 
(95%CI, 27.5-28.1%) in 1990 to 20.1% (95%CI, 
19.8-20.4%) in 20171. However, population 
growth and aging have increased the burden 
of disease attributed to tobacco use, especially 
in low- and middle-income countries. Further-
more, tobacco use remained the second leading 
risk factor for premature death and disability 
worldwide in 20216.

The World Health Organization (WHO) has 
coordinated several efforts and policies to reduce 
preventable adverse effects of tobacco use. No-
table among these initiatives are the Framework 
Convention on Tobacco Control (FCTC) and 
its protocols, ratified by 40 countries, including 
Brazil, which signed the treaty in 2003 and ra-
tified it in 20057; the Global Action Plan for the 
Prevention and Control of NCDs, launched in 
2013, which aims to reduce tobacco use by 30% 
by 20253; and the inclusion of tobacco control 
targets in the United Nations 2030 Agenda for 
Sustainable Development (SDGs)8. 

In Brazil, the “Strategic Action Plan to Ta-
ckle Noncommunicable Diseases (NCD) in 
Brazil 2011-2022  (DCNT Plan)” represented a 
national milestone by establishing several mo-
nitoring and regulatory measures, in addition 
to setting the goal of reducing tobacco use by 
30% in the country during the period9. The 
“Strategic Actions Plan for Takle Chronic Dise-
ases and Noncommunicable Diseases in Brazil 
2021-2030 2021-2030 (DANT Plan)” reiterated 
the national commitment and set the goal of re-
ducing tobacco use prevalence by 40% by 2030, 
corresponding to a decline from 12.8% to 7.7%, 
relative to the 2019 base year10.

Although the country has witnessed a sig-
nificant reduction in the prevalence of tobacco 
use over the last three decades – from 34.8% in 
198911 to 12.8% in 201912 – its use in Brazil is 
responsible for approximately 162,000 deaths 
annually, representing about 13% of all deaths 
in the country13. This reduction, in absolute ter-
ms, highlights the epidemiological significance 
of this habit and can be assigned to important 
regulatory measures implemented in Brazil, in 
conjunction with cost-effective interventions 
for the prevention of NCDs recommended by 
the WHO14, such as increased taxes on tobacco 
products and their prices, the ban on tobacco 
use in public places, the inclusion of labeling 
with warnings about the dangers of tobacco use, 
and the prohibition of advertising, sponsorship, 
and other activities promoting tobacco use.

Recent evidence indicates the emergence 
of new threats, such as the use of electronic ci-
garettes and hookahs, especially among young 
people15. These devices are associated with an 
increased risk of starting to smoke conventional 
cigarettes16 and may be impacting the trend of 
tobacco use prevalence in the country.

Thus, it seems quite pertinent to draw on the 
emphasis given by Gilmore et al.17 to the com-
mercial determinants of health, which place in-
dustry interests above Public Health and whose 
agents are mobilizing to weaken national regu-
lations. Brazil sees a clear and growing pressure 
from industry and political stakeholders for the 
approval of new legislation permitting the sale 
of electronic smoking devices (ESDs), which 
have been banned since 2009, as per resolution 
of the National Health Surveillance Agency 
(ANVISA)18, ratified in 202419-21.

Therefore, analyses of the magnitude and 
temporal behavior of tobacco use prevalen-
ce can contribute to understanding the event 
and provide evidence to support the evalua-
tion of current strategies and the development 
and implementation of new ones. From this 
perspective, data from national health surveys, 
particularly from the Surveillance of Risk and 
Protective Factors for Chronic Diseases by Te-
lephone Survey (Vigitel)22, are fundamental ele-
ments for enabling the production of indicators 
of health risk factors, such as tobacco use, and 
their monitoring in the country.

Given the epidemiological and social rele-
vance of the topic, the present study aimed to 
analyze the temporal trend of cigarette con-
sumption among the adult population of Brazi-
lian capitals from 2006 to 2023 and estimate the 
projections of this trend until 2030 in order to 
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identify the attainment of the Brazilian reduc-
tion target.

Methods

Study design

This study is characterized as a historical se-
ries study using data from the Surveillance Sys-
tem for Risk and Protection Factors for Chronic 
Diseases by Telephone Survey (Vigitel) from 
2006 to 2023.

Ethical aspects

The current work uses public, de-iden-
tified data and does not require CEP appro-
val for these analyses. However, the National 
Human Research Ethics Committee of the 
Ministry of Health approved Vigitel (CAAE: 
65610017.1.0000.0008) under Opinion No. 
4324071. Informed consent was obtained ver-
bally during telephone contact with respon-
dents of the interview.

Data source

Vigitel is a population-based telephone 
survey conducted annually by the Ministry of 
Health in Brazilian state capitals to collect in-
formation on Chronic Noncommunicable Dise-
ases (NCDs) and their main risk and protective 
factors. Until 2021, Vigitel’s sampling procedu-
res were designed to obtain, in each of the ca-
pitals of the 26 Brazilian states and the Federal 
District, probability samples of the adult popu-
lation (aged 18 and older) living in households 
with at least one landline telephone line. Betwe-
en 2006 and 2019, the minimum sample size 
was approximately 2,000 individuals per city. 
However, in 2020 and 2021, due to the difficul-
ties imposed by the COVID-19 pandemic, the 
sample size was reduced to approximately 1,000 
interviews per city. For 2023, due to operational 
reasons and the rapid deterioration of landline 
telephone coverage in the country, a new reduc-
tion was made, with a minimum of 800 inter-
views per location, 400 conducted by landline 
and 400 by mobile phone22.

Variable and indicator analyzed

This study analyzed the prevalence of cur-
rent conventional cigarette use among Brazilian 
adults based on responses collected in the Vigi-

tel survey during the study period. Individuals 
who answered “yes” to the question “Do you 
currently smoke?” were considered smokers, 
regardless of the number of cigarettes smoked 
per day, tobacco use frequency, or duration, and 
comprised the sample for this study22. 

Further details about the questionnaire and 
methodology are provided in the Vigitel re-
port22.

Data analysis

The prevalence estimates were calculated 
using R-Studio software version 2024.09, and 
Joinpoint Trend Analysis software, version 
5.2.0, was employed to conduct the JoinPoint 
regression model. 

The prevalence of smokers was calculated 
for the total population and stratified by gender 
(female and male); age group (18-24; 25-34; 35-
44; 45-54; 55-64; and 65 and over); schooling 
level (0-8; 9-11; and 12 or more study years); 
regions (North, Northeast, Midwest, Southeast, 
and South); and Brazilian capitals for all years.

A joinpoint regression model was adopted to 
analyze trends in the prevalence of adult smoke-
rs. Joinpoint regression allows us to identify dif-
ferent patterns of behavior over time. It is based 
on the premise that the time series is compo-
sed of continuous linear segments with varying 
slopes, joined by inflection points, or points in 
time where the trend changes (joinpoints)23. 
The technique identifies the number/amount 
and location of these trend change points and 
calculates the percentage change for each seg-
ment23. Notably, each regression point reflects a 
significant change in the indicator’s prevalence 
trajectory. Therefore, each indicator may have a 
different period depending on its data. To mea-
sure these changes, the Annual Percent Change 
(APC) was calculated for each identified pe-
riod, and the Average Annual Percent Change 
(AAPC) was employed for the entire time se-
ries. The fitted line slope (on the logarithmic 
axis) over a given period indicates the conti-
nuous growth rate, which is then transformed 
into a percentage (APC) for more straightfo-
rward interpretation. A positive APC indicates 
growth, and a negative APC indicates decline. 
The AAPC summarizes the several APCs into 
a single value, providing an overall estimate of 
the trend over the entire analyzed period, even 
when there are changes in the growth or decline 
patterns23. A trend was considered significant 
when APC and AAPC were significantly diffe-
rent from 0, i.e., when the p-value of the unpai-
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red Student’s t-test was equal to or less than 5%, 
rejecting the null hypothesis of absence of trend.

An exponential smoothing model was used 
to estimate prevalence projections up to 2030 
and verify whether the target of a 40% reduc-
tion in tobacco use prevalence, as set out in the 
DANT Plan, will be achieved, considering pre-
valence rates from 2015 to 2023. This model 
is grounded in the theory that events closer in 
time are more representative for predicting the 
future, using smoothing coefficients that decay 
exponentially as the data moves further into the 
past. This intuitive and straightforward appro-
ach avoids overestimating random variations 
in short time series, providing robust and effi-
cient projections, even in contexts with limited 
data24. Although the DANT Plan (2022-2030) 
establishes 2019 as the base year for monitoring 
the tobacco reduction target, this study opted 
to expand the time frame, adopting 2015 as the 
starting point for the series. This decision aims 
to align the analysis period with the base year of 
the Sustainable Development Goals (SDGs) and 
the WHO Global Plan, besides incorporating 
more points in the time series, providing greater 
analytical robustness to the estimates.

All analyses considered Vigitel weighting 
factors, considering the unequal probability 
that individuals living in households with more 
telephone lines or fewer residents had of parti-
cipating in the sample. The application of these 
factors corrects for potential over- or underes-
timation of the Vigitel sample, resulting from 
the uneven coverage of the Brazilian landline te-
lephone services, through the post-stratification 
procedure of each individual by gender, age, and 
schooling level. This allows for comparability be-
tween each capital city, year by year, considering 
the distinct sociodemographic distributions.

Results  

Table 1 presents trends in the prevalence of adult 
smokers in the general population of Brazilian 
capital cities, stratified by sociodemographic va-
riables. Overall, cigarette use decreased betwe-
en 2006 and 2023, from 15.7% to 9.3% (AAPC: 
-3.3%). A similar backdrop was observed across 
all sociodemographic strata. Among males, the 
prevalence decreased from 19.5% in 2006 to 
11.7% in 2023 (AAPC: -3.1%), while among fe-
males, it fell from 12.4% in 2006 to 7.2% in 2023 
(AAPC: -3.5%). Regarding schooling, the decli-
ne was observed in all strata: among those with 
0-8 study years, the prevalence fell from 19.3% 
to 12.2% (AAPC: -2.5); among those with 9-11 

study years, it decreased from 13.8% to 8.9% 
(AAPC: -2.5); and among those with 12 study 
years or over, it dropped from 10.8% to 7.4% 
(AAPC: -2.8). In the age groups, the prevalen-
ce of cigarette use also declined: in those aged 
18-24 years, from 12.1% to 6.7% (AAPC: -3.9); 
those aged 25-34 years, from 14.0% to 9.8% 
(AAPC: -3.4); those aged 35-44, from 18.7% to 
10.4% (AAPC: -3.5); those aged 45-54 years, 
from 22.8% to 9.1% (AAPC: -5.4); in those aged 
55-64 years, from 15.0% to 9.7% (AAPC: -2.5); 
and among those aged 65 years or older, from 
9.6% to 9.1% (AAPC: -0.1).

A decreasing prevalence was also observed 
in all regions, namely: Midwest (14.7% in 2006 
to 10.0% in 2023; AAPC: -2.5); Northeast (13.1% 
to 6.9%; AAPC: -3.7); North (15% to 7.2%; 
AAPC: -4.5); Southeast (16.8% to 10.1%; AAPC: 
-3.3); and South (19.1% to 13.7%; AAPC: -3.4). 
Regarding the capitals, only Goiânia had a sta-
ble prevalence (AAPC: -1.0). The capitals with 
the most significant decline in prevalence were 
Aracaju (-6.3%); Manaus (-6.3%); Porto Velho 
(-5.9%); Palmas (-5.3%); and Teresina (-5,3%) 
(Table 2).

Table 3 presents the trend of the prevalen-
ce of smokers over the time segments given by 
the joinpoint regression. Considering the total 
population, we observed that the most conside-
rable drop occurred from 2010 to 2014 (APC=-
6.9%; p<0.001). Women showed a stability in 
the first period (2006-2010), followed by the 
most significant decrease from 2010 to 2014 
(APC=-9.5%; p=0.007). Men showed a decline 
in the first two periods, and the most significant 
decline was from 2010 to 2014 (APC=-7.2%; 
p=0.022), with a stability in the last period 
(2014-2023). Regarding schooling, a significant 
reduction was observed from 2011 to 2014 for 
the population with 0-8 study years (APC=-
7.3%; p=0.001) and from 2006 to 2015 for those 
with 9-11 study years (APC=-4.2%; p=0.047). 
The rates remained stable in the other periods. 
Regarding the age group, a declining prevalen-
ce was observed in almost all groups, except for 
the population aged 65 and over, whose rate re-
mained stable throughout the analyzed period. 
The younger age groups - 18-24 years and 35-44 
years - showed a decrease only until 2013 and 
2015, respectively. The most significant decli-
ne was recorded among individuals aged 45-54 
years (APC=-7.9%; p<0.001). All regions of the 
country showed a downward trend, albeit with 
temporal variations. In the Midwest, Northeast, 
and North, the reductions occurred mainly in 
the initial and intermediate periods, with sub-
sequent stabilization from 2016/2017 onward.
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Considering trends from 2015 to 2023, pro-
jections indicate that tobacco use prevalence 
rates in the adult population – by gender, scho-
oling level, age group, and region – will remain 
above expected values. This suggests that the re-
duction targets projected for 2030 will likely not 
be achieved, except for adults aged 45-54 years, 
who show a trend consistent with achieving the 
target (Figure 1, Table 4).

Discussion

The study analyzed trends in the prevalence of 
adult smokers in Brazilian capitals from 2006 
to 2023 and identified a decline throughout 
the period. However, trends varied by sociode-
mographic variables and the period analyzed, 
with the 2010-2014 period generally showing 
the most significant decline. However, stability 
was observed in the subsequent period. If the 
prevalence trends observed in the most recent 
period (2015-2023) continue, national and glo-
bal tobacco reduction targets are unlikely to 
be achieved in Brazil by 2030, as the projected 
prevalence (7.96%) is higher than the expected 
prevalence (6.24%).

The study reveals a higher prevalence of to-
bacco use among men and individuals with low 
schooling levels. The higher prevalence among 
men is consistent with global results. It can be 
explained by historical and cultural contexts, 
sexism, and intense tobacco industry adverti-
sing, which for decades has associated tobacco 
products with images of strength, virility, and 
power25. Furthermore, socioeconomic inequa-
lities related to tobacco use appear to be esta-
blished in youth, associated with academic de-
lay or even dropout, which are markers of low 
educational attainment and, therefore, of lower 
current and future socioeconomic status26,27. In 
this sense, the higher prevalence of tobacco use 
among less educated individuals could be ex-
plained by a lack of information or a reduced 
ability to understand information about the 
health risks of tobacco use and use it, either to 
prevent initiation or to quit28.

The study used joinpoint regression, an im-
portant tool for data analysis in epidemiological 
surveillance, which provides a better unders-
tanding of the temporal evolution of the event 
of interest. This study identified changes in to-
bacco use prevalence over time, allowing for the 
evaluation of different periods and thus highli-
ghting the effectiveness of adopted regulatory 
policies, their failures, and their exhaustion. Ta
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Although the first institutional measures to 
control tobacco use in Brazil were adopted in the 
1990s, most notably Law No. 9,294/1996, whi-
ch restricted advertising, established warning 
messages on tobacco products, and prohibited 
tobacco use in enclosed public spaces, except 
in tobacco use rooms29,30. This study focuses on 
the analysis of the 2006-2023 period. Therefo-
re, three distinct time periods are highlighted 
(2006-2010, 2011-2014, and 2015-2023), which 
coincide with the implementation of important 
regulatory frameworks. The aim is to contribu-
te to understanding the specificities of tobacco 
control policies in each period and how they 
may have influenced the observed variations in 
tobacco use prevalence.

The first period marks the onset of conti-
nuous monitoring surveys on tobacco use pre-
valence and the inclusion of the issue on the 
elected democratic-popular government’s prio-
rity political agenda. This period was marked by 
significant initiatives, such as the Senate’s appro-
val of the Framework Convention on Tobacco 

Control in 200630,31. In 2009, ANVISA banned 
the sale of e-cigarettes and intensified anti-s-
moking mobilizations and campaigns, among 
other actions18. During this period, a decline in 
smoking prevalence was observed across seve-
ral demographic strata, including gender, age 
group, and region.

The second period was marked by impor-
tant public policies, such as the launch of the 
Strategic Action Plan to Combat NCDs 2011-
2022 in 2011, which defined the priorities for 
tobacco use surveillance and monitoring9. In 
that same year, Law No. 12,546 was also passed, 
establishing a minimum cigarette price policy32. 
In 2014, Presidential Decree No. 8,262 regula-
ted tobacco-free environments, expanding he-
alth warnings on cigarette packaging, limiting 
advertising of smoking products at points of 
sale33, in addition to supporting and granting 
credit to small tobacco producers for crop di-
versification, combating illegal tobacco trade, 
expanding access to tobacco treatment within 
the Unified Health System (SUS) network, and 

Table 3. Trends in tobacco use prevalence and annual percentage change, by gender, education, age group, and 
region, by period. Brazil, 2006-2023.

Period APC P-value Period APC P-value Period APC P-value
Gender

Total Female Male
2006-2010 -2.8 0.021 2006-2010 -1.7 0.247 2006-2011 -3.5 0.021
2010-2014 -6.9 <0.001 2010-2013 -9.5 0.007 2011-2014 -7.2 0.022
2014-2023 -1.8 0.009 2013-2023 -2.4 0.048 2014-2023 -1.4 0.064

Schooling (years)
0-8 9-11 ≥12

2006-2011 -1.5 0.107 2006-2015 -4.2 0.047 2006-2011 -3.2 0.179
2011-2014 -7.3 0.001 2015-2023 -0.6 0.755 2011-2014 -11.7 0.077
2014-2023 -1.5 0.198 - - - 2014-2023 0.57 0.545

Age group (years)
18-24 25-34 35-44

2006-2013 -7.3 0.002 2006-2023 -3.4 <0.001 2006-2015 -6.6 <0.001
2013-2023 -1.4 0.545 - - - 2015-2023 0.1 0.945

45-54 55-64 ≥65
2006-2008 -7.9 <0.001 2006-2023 -2.5 <0.001 2006-2020 -2.4 0.071
2008-2011 -2.4 0.019 - - - 2020-2023 11.24 0.229
2011-2014 -9.8 0.006 - - - - - -
2014-2023 -4.2 0.002 - - - - - -

Region
Midwest Northeast North

2006-2014 -5.1 0.002 2006-2017 -7.2 <0.001 2006-2016 -7.8 0.003
2014-2023 -0.2 0.996 2017-2023 2.9 0.199 2016-2023 0.3 0.842

Southeast South
2006-2023 -3.3 <0.001 2006-2023 -3.4 <0.001

Source: Vigitel.
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increasing anti-smoking campaigns13,30. This pe-
riod saw significant progress in the regulatory 
framework, with international recognition, in-
cluding WHO awards for the work conducted 
in Brazil13. As a result, the regulatory initiatives 
implemented during this period generated the 
most significant declines in tobacco use preva-
lence, reflected across different strata, such as 
gender, age group, schooling level, and regions 
of the country.

Setbacks in regulatory initiatives characteri-
zed the third and final period. The years 2015 
and 2016 were marked by the impeachment of 
President Dilma Rousseff by parliament, poli-
tical and economic crises, the implementation 
of fiscal austerity measures, budget cuts, and 
the approval of Constitutional Amendment 95, 
which reduced resources allocated to public po-
licies34-36. These measures resulted in the rapid 
deterioration of the population’s health, with 

worse social and economic indicators and an 
increase in poverty and extreme poverty34-36. 
Furthermore, the period was marked by a lack 
of investment in regulatory measures and a fre-
eze on tobacco prices, and even proposals by 
ministers to reduce cigarette prices37. There was 
also the abolition of the Ministry of Agrarian 
Reform, the end of the allocation of resources to 
support the diversification of crops by small to-
bacco farmers, and a reduction in investments in 
inspection and control of tobacco smuggling38. 
Furthermore, from 2016 to 2022, the National 
Commission for the Implementation of the 
Framework Convention on Tobacco Control 
(CONICQ), the intersectoral body responsible 
for coordinating these policies on several fronts, 
weakened its performance. This situation was 
reflected in fewer meetings, fewer representati-
ves from several ministries, and a smaller range 
of topics covered39, and was further exacerbated 

Figure 1. Trends and projections of tobacco use prevalence in the adult population by gender, schooling, age 
group, and region. Brazil, 2006-2030.
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Figure 1. Trends and projections of tobacco use prevalence in the adult population by gender, schooling, age 
group, and region. Brazil, 2006-2030.

Note: A 40% reduction target, according to the DANT Plan.

Source: Authors.
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by the COVID-19 pandemic. Studies during 
the pandemic (2020 and 2021) revealed that to-
bacco consumption increased among smokers, 
elevating the tobacco burden40. Therefore, after 
2016, the Brazilian government’s regulatory role 
weakened, tobacco product prices were stable, 
oversight was reduced, and illegal trade and to-
bacco use burden rose13. These factors may ex-
plain the change observed in tobacco use indi-
cators, which stabilized after a significant period 
of decline in virtually all segments.

Notably, new products such as electronic 
smoking devices (ESDs) can change tobacco use 
prevalence trends in the country. These products 
have escalated among young adults and may 
change the behavior of more recent cohorts41. 
A study using data from the National School 
Survey (PeNSE), which analyzed the consump-
tion of all tobacco products by Brazilian adoles-
cents, found that the prevalence increased from 
10.4% in 2015 to 14.8% in 2019, a 40% increase 
attributed to the use of other tobacco products, 
such as e-cigarettes and hookahs, while the con-
sumption of regular cigarettes remained stable 
(6.8%) in the same period15.

Notably, a point of concern is that the tobac-
co industry has been operating globally on seve-
ral fronts and using several strategies to sell the 
idea that ESDs can be used as an alternative tre-
atment for reducing consumption or harm re-
duction19. The strong presence on social media 
seeks to attract young audiences and dissemina-
te new behavior patterns, in addition to using 
strategies to change national regulatory poli-
cies16. In Brazil, the industry has used legislati-
ve agents to seek to pass laws that would allow 
the sale of e-cigarettes42 or the use of hookahs 
in closed spaces. For example, Bill 5,008/2023, 
which aims to regulate production, sale, ins-
pection, and advertising, is already underway42. 
Furthermore, false arguments are used, in ad-
dition to economic pressure, to establish new 
behavioral parameters, including changing local 
culture, values, and current legislation. On the 
other hand, Collegiate Board Resolution (RDC) 
No. 855/2024, published by the National Heal-
th Surveillance Agency (ANVISA) on April 23, 
2024, reinforces Brazil’s ban on ESDs, such as 
e-cigarettes and vapes. This resolution expands 
the restrictions established by RDC N°46/2009, 
covering not only the marketing and import, 
but also the manufacture, distribution, storage, 
transportation, and advertising of these pro-
ducts throughout the country.

Regarding this topic, the literature refers to 
the industry’s approach to changing consump-

tion patterns and increasing profits as “com-
mercial determinants of health”43. The tobacco 
industry has long been active in marketing, en-
couraging the consumption of tobacco/nicotine 
products or promoting smoking. Between the 
late 1920s and mid-1950s, movie stars received 
large sums from tobacco companies to appear 
smoking in films44,45. With the advancement of 
anti-smoking policies in recent decades, strate-
gies have become more sophisticated. Not only 
does cinema continue to promote smoking, but 
cigarettes and ESDs have also come under the 
spotlight of other contemporary media, rea-
ching people of all ages through “likes and sha-
res”. According to the “Where There is Smoke” 
project, from the Tobacco Free Kids Campaign, 
social media has become the primary marketing 
tool for tobacco companies, promoting smoking 
as part of the lifestyle of so-called influencers. 
As of September 2021, this content had been 
viewed more than 25 billion times worldwide, 
8.8 billion of which were in the US46. The Global 
Tobacco Industry Interference Index assesses 
how governments protect themselves from in-
dustry influence in public policy. In 2023, Brazil 
scored 66 on this index, indicating significant 
tobacco industry interference in the country47.

Despite the efforts of technical groups com-
mitted to tobacco control, the areas where the 
National Tobacco Control Policy faces the most 
significant obstacles are those that affect econo-
mic interests, whether tax-related, industrial, or 
commercial (legal or illegal). It is crucial to ad-
vance measures related to taxation, with higher 
taxes on tobacco products and directing these 
resources to the Unified Health System (SUS); 
coordination of tobacco control with other SUS 
policies (NCD prevention, healthcare); con-
tainment of ESD marketing; promotion of crop 
diversification in tobacco-growing areas; elimi-
nation of illicit trade in tobacco products; and 
protection of policies against tobacco industry 
pressures41. The complex tobacco control policy 
requires intense intersectoral coordination, ex-
panded state regulation in the face of changes in 
business strategies, and continued expansion of 
initiatives in areas where there are still weaknes-
ses, to avoid the risk of setbacks and harm to the 
population’s health.

This study has some limitations, such as 
the use of self-reported data, which can lead to 
under- or overestimating prevalence rates and 
affect the accuracy and validity of the estima-
tes. However, validation studies of the Vigitel 
questionnaire indicate good reproducibility and 
validity. The Vigitel sample, which until 2021 
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consisted only of adults residing in capital cities 
and the Federal District with a landline, may 
compromise representativeness. However, this 
bias is mitigated by the use of weighting factors 
calculated using the rake method. Furthermore, 
changes in the sampling plan over the Vigitel 
rounds may affect the historical comparability 
of the data, requiring caution in interpreting 
trends. Further studies to validate and analyze 
the impact of these changes are advisable.

Conclusion 

The results of this study indicate that Brazil, af-
ter a long period of declining adult tobacco use 
prevalence in Brazilian capital cities, has begun 
to stabilize, jeopardizing the achievement of the 
national DANT Plan target and the goals of in-
ternational agreements. These findings change 
the tobacco use scenario in the country, brin-
ging it back as a central issue that deserves the 
attention of public policymakers and highligh-
ting the need for additional measures to address 
the emerging facets of this problem. 
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