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Introduction and presentation of myself. 
 
I am glad to see Commissioner Byrne giving this opportunity even for individuals to comment 

on the future EU health policy. 

I will take the opportunity to comment on and give some suggestions on how to tackle the 

number one killer in the EU; tobacco smoking. My expertise in this area dates back to 1975 

when I opened a smoker’s clinic and since I have been fully employed in the tobacco field. 

For example I did my doctoral dissertation on tobacco dependence in 1980 and have over the 

years published some 100 articles on the subject in peer reviewed journals. I started the 

European Society for Research on Nicotine and Tobacco (SRNT) in 1998 and was its chair up 

to 2004. I have also been instrumental in starting the US equivalent 1993 and have held 

various honorary positions in the US SRNT. 

In my statement I would like to discuss three different topics in Tobacco Control; 

A. The need for a regulatory framework covering all nicotine containing products. 

B. The way in which EU citizens will be using nicotine/tobacco in the future in order to 

minimize harm. 

C. Guidance of policy by making better use of science. 
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The way in which U citizens will be consuming Tobacco/Nicotine should be used in the 

future in order to minimize harm. 

Nicotine is probably the world’s second most used drug after caffeine. About 1.3 billon 

people of the world population are smokers and the rate is declining very slowly. It has 

become more widely believed that it is probably an impossible task in the near future (the 

next couple of generations) to rid the world completely from nicotine (2,3,4). Despite the 

recent decade’s activities against tobacco its consumption in the world has not decreased at all 

(1). Moreover there is even little or no success in modern societies to eliminate the use of 

illegal drugs. Since tobacco or nicotine is a cultural drug on par with alcohol and caffeine it is 

difficult to see how a modern democratic society could be able to rid itself of any of these 3 

drugs. 

The realistic but maybe not ideal reaction to this insight has been to see that nicotine itself in a 

pure form can be part of the solution to the tobacco smoking problem. The possible danger of 

nicotine itself seems to be dwarfed in comparison to smoking tobacco (3). In addition, a 

distinction has to be made between smoked and non-smoked tobacco (5). Pure nicotine has so 

far not been associated with increased risk of cancer and respiratory diseases. For 

cardiovascular diseases pure nicotine is certainly less of a risk factor than smoking but 

probably, and depending on the rate of uptake N can pose some small risk (6,7). 

If one is allowed to entertain the very unrealistic assumption that all tobacco users would 

rapidly switch to clean nicotine tomorrow we would see an immediate effect on 

cardiovascular disorders and a delayed effect on respiratory and cancer disorders. At some 

future time the excess mortality from smoking, which currently runs at 4 milj. per year (8) 

would almost be eradicated. Even if such an experiment by itself would make nicotine look 

relatively safe and increase its use it would not significantly decrease the positive effect on the 

mortality picture (9). The much more likely effect is, however, that if smokers and potential 

smokers could not easily have access to cigarettes but pure nicotine fewer would be using it 

since nicotine without tobacco is not at all as reinforcing. Smoking delivers nicotine fast and 

in a very rewarding way. In addition tobacco smoke contains other substances that have 

pharmacological effects like CO, acetaldehyde and anabasine (10).  

With such an approach to the tobacco problem we would need to realise that addiction, like 

with caffeine, is still to be prevalent. Maybe it would be easier to deal with the addiction 



separately at a later stage rather than trying to solve the problem of mortality and addiction at 

the same time. 

Currently within the EU the dirtiest drug delivery system, the cigarette, has almost a 

monopoly, except Sweden, for people that want/need to use tobacco/nicotine. One can just 

draw a parallel to caffeine. It would probably be a health problem on par with cigarettes if we 

smoked the coffee plant material. Luckily we are using it in a very safe form. And the usage 

form has been further cleaned up when the northern Europe went from cocked to brewed 

coffee. In Sweden the nicotine delivery has also been cleaned up. Today approximately 65% 

of nicotine consumed by men is un-burned and the lung cancer rate the lowest in EU as stated 

in the background material to this call for input. 

The existing policy seem to protect the cigarette hegemony and one can wonder what smart 

lawyers will do in the future when it will be found out that it was general knowledge that that 

were much safer ways to use tobacco, e.g. not putting fire to tobacco as with smokeless 

tobacco manufactured according to the Gothia Tech standard but such alternatives were 

prohibited by the European Court of Justice. The ideal way of using nicotine would be to use 

it in its purest form, where it would certainly be less dangerous than alcohol, and probably on 

par with caffeine, but such a situation is far away. Smokers often like tobacco, dislike 

medicines like nicotine, dislike to be labelling themselves as suffering from a condition that 

needs a visit to the pharmacy and moreover they think nicotine is one of the more dangerous 

substances in tobacco. Unfortunately that is also the case with Eurostat that in one of its latest 

reports report that “nicotine poisoning is behind most of the lung cancers”. The fact is that 

nicotine has nothing to do with lung cancer. 

Thus the EU needs to think beyond the corner and look into the future and start now to shape 

the tobacco/nicotine market of the future to the benefit of our children and those not yet born. 

 

 

 

 

 

 

The need for a regulatory framework covering all nicotine containing products. 

 

There is clear recognition that the current piecemeal approach to tobacco and nicotine product 

regulation is ineffective, penalizes cleaner forms of nicotine and promotes nicotine in its most 



harmful form (cigarettes).  The status quo is no longer acceptable and immediate action is 

needed. The pure products are evaluated by Medicines Regulatory Authorities that apply their 

normal very stringent standards. This means e.g. that they hinder the development of products 

with a more consumer friendly look and a nicotine uptake more similar to the cigarettes´ more 

rapid uptake. The reason often cited for this is that such products could lend themselves to 

recreational use by some adolescents. There is an imbalance here where one part of the 

society is meticulous about avoiding addiction to pure nicotine while no part has had the same 

anxiety to prevent adolescents from using products from the cigarette industry. In order to 

redress the balance there is an urgent need for the establishment of a tobacco and nicotine 

regulatory framework at the European level.  The main objective of such regulation should be 

to minimize mortality and morbidity from tobacco/nicotine. A secondary objective should be 

to minimize addiction. 

Any such agency should be entirely independent of the tobacco and pharmaceutical industries 

and be well resourced, possibly through a levy imposed on the tobacco industry for this 

purpose. Any such agency should have a broad remit which includes all aspects of product 

and industry regulation including research, emissions, exposure, marketing and 

communication. 

In order for a regulatory body to function, on empirical data rather than on opinion, it is 

crucial that research can be conducted on tobacco industry products. That is today almost 

impossible since few but very brave scientists dare to use resources and products from the 

tobacco industry for such research. Currently such research need is to be funded from public 

money which is not satisfactory. Tobacco industry should rather than tax payers pay for the 

evaluation of their own products. For that to happen a totally independent body need to be 

created at some level that can accept tobacco industry money and allocate it according to 

normal scientific evaluation standards. 

 

Guidance of policy by better use of science. 

It seems to me that so far the tobacco area has not yet in the EU been subjected to the normal 

procedures that other major medical health threats are subjected to. Mistakes have been done 

in the past since organizations with good intentions and a strong interest in anti tobacco has 

been called upon. Often these organizations are composed mainly of laymen and clinicians. 

Specialized research societies with the worlds best researcher in the area as the US and 

European Societies for Research on Nicotine and Tobacco has to my knowledge never been 

invited to give opinions. E.g. for the first directive highly qualified European cancer experts 



were called upon who were very knowledgably on cancer but the tobacco problem is much 

broader and input from e.g. lung, cardiology and behavioural scientists should also have been 

more actively sought. If that has happened we could probably have avoided the misleading 

declarations of nicotine, tar and carbon monoxide on today’s´ cigarette packages.    

Another example where it looks as the EU is not making best use of experts is its Expert and 

Regulatory Committees where many if not most members are civil servants rather then 

scientists. For the tobacco area, with its enormous ramifications for public health, it is of 

utmost importance that the best expertise is brought to bear on the problem. 
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