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Abstract: In many countries around the world, the mechanisms of civil society have become very commonplace. Large
companies are under constant pressure from civil society organizations to change their policies, strategies and approaches.
The tobacco industry in particular is under heavy pressure in many parts of the world. Smoking has been prohibited in
many public as well as private or semi-private areas in a large number of countries. However, while smoking as an addiction seems to be declining in some countries, in others it is not. This paper presents an example of a country (Indonesia) in
which smoking is still on the rise. We discuss how mechanisms of civil society are a chance to at least improve the situation and effectively combat a grave social problem.
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1. INTRODUCTION
Tobacco has led to a global epidemic of tobacco-related
diseases and young addicted smokers. As a result, the World
Health Organization (WHO) has signed the Framework
Convention on Tobacco Control (FCTC) to protect nonsmokers from exposure to second-hand cigarette smoke and
to prevent adolescents from taking up cigarettes [1]. The
stagnation of tobacco control progress has resulted in soaring
numbers of smokers and tobacco related-diseases in Indonesia. Indonesia is the only country in the Asia Pacific Region
that has not yet ratified the FCTC. The Global Youth Tobacco Survey reported that smoking prevalence among Indonesian teenagers sharply rose from 12.6% in 2006 to 22.5% in
2009 [2, 3]. According to the Global Adult Tobacco Survey
(GATS) in 2011, Indonesia has the highest smoking prevalence in the world with 67.4% of men and 4.5% of women
comprising 36.1% of the population. It is approximated that
in 2010 about 235,000 Indonesians died due to tobacco related-diseases [4].
Indonesia has been implementing tobacco regulations
since 1999, but the reality of tobacco use goes in the opposite direction. Tobacco consumption skyrocketed from about
173 billion cigarettes in 2004 to 265 billion cigarettes in
2010. Loss of tobacco tax revenue is usually used to argue
against strong tobacco control. Some research shows that the
loss of life to tobacco-related diseases far outweighs the
tobacco tax revenue [5, 6]. However, the Indonesian government has not implemented stricter tobacco regulations
mostly due to its overlaps with economic, political, legal,
and social considerations; thus, tobacco control policies must
consider the perspectives of a broad range of stakeholders.
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Civil society organization is one of the most important
non-government actors in the success of negotiation and
implementation of tobacco control policies around the world
[7]. In this paper, we first present an overview of the socioeconomic impacts of tobacco and the health hazards of
smoking. We then provide an overview of the changes to
tobacco control regulations and the political environment
behind it. Thereafter, we examine four potential barriers to
tobacco control in Indonesia: smoking as a social norm, the
incapability of uneducated people and adolescents to make
rational decisions, the political aspect and the lobby of the
tobacco industry against tobacco control, and the behavior of
cigarette retailers. We discuss the relevance of civil society
organizations in resolving the tobacco control barriers in
Indonesia and conclude with several suggestions to support
tobacco control in Indonesia.
2. SOCIO-ECONOMIC IMPACTS OF TOBACCO
2.1. The Economy of Tobacco and Smoking
Given its large population and smoking prevalence, Indonesia was ranked third among countries with the highest
smoker population globally at 61.4 million adults as active
smokers [4]. The tobacco excise tax is one of the important
sources of government revenue, from which about 6.1% of
annual government revenue is drawn (Indonesian Minister of
Finance, 2012) [8]. Smokers spent about IDR 174.8 Trillion
or 1.7% of GDP on cigarettes in 2011. Research shows that
the total contribution of cigarette industries toward the Indonesian gross domestic product (GDP) in 2005 was about
1.5% (Rachmat, 2010) [9]. Moreover, the tobacco plantations and cigarette industry accounted for only about 0.9% of
the total workforce in Indonesia [10]. Unfortunately, the total
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loss of life due to tobacco-related diseases went up sevenfold
of GDP [6].
2.2. Smoking and Poverty
The tobacco industry has made a significant contribution
to government revenue and employment. In contrast, the
average real-wage in the cigarette industry is always below
the nominal national wage, and it has even fallen below the
poverty line since 2008. Scientific evidence confirms that
smoking has created a poverty cycle among Indonesian
smokers. Households with smokers spent 11.5% of their
household income on cigarettes compared to only 11% spent
on fish, meat, eggs, and milk [11]. Poor urban family smokers spent 22% of their weekly income on cigarettes [12]. At
the same time, nationally, the lowest-income families consume on average 12 cigarettes daily. In other words, they
spend up to 40% of their income on cigarettes [4].
Some research shows that smoking has had a huge impact on health and education among the lowest-income families in Indonesia. The research has revealed that low spending on health and nutrition among poor families has a significant impact on the increase in malnutrition in toddlers [1214]. The mortality rate of children and infants is also higher
in families in which the father is a smoker than in those with
a nonsmoking father [15]. Premature death of fathers as a
family breadwinner has also increased the rate of school
drop-outs [11].
2.3. Health Hazards of Smoking
Kreteks are the most preferred type of cigarette by 88.1%
of Indonesian smokers [4]. They are made from 30–40%
cloves and contain special flavoring ingredients called
“sauces,” which are unique to each brand. From the 33 Indonesian kretek brands tested in 2007, all contained eugenol,
13 brands contained anethole, and coumarin was found in 19
brands [16]. Cloves naturally contain eugenol which is
linked to acute, chronic, and behavioral health effects when
inhaled [17]. Anethole and coumarin are flavoring and
sweetener agents; thus, they are likely contained in the kretek
sauce. Anethole has been proven to be toxic to the liver and
has been found to cause cancer and mutate animal cells [18].
In large doses, coumarin results in toxic effects on the nervous system, blood vessels, and liver [19].
During the manufacturing process, the sauces that contain hundreds of chemical ingredients are added the cigarette
to provide a special taste. While these additives may be safe
when ingested, this is not the case when they are inhaled in
smoke. Some of the carcinogenic additives found in cigarettes are ammonia, acetaldehyde, benzyl acetate, and humectants [20]. Indeed, Indonesian tobacco companies are not
required to disclose additives to tobacco products. They even
argue that the sauce is a secret of a successful brand [21].
In 2008 the WHO established that tobacco is the single
largest cause of preventable death in the world. The WHO
projects that, in 2030, tobacco-related diseases will be causing more than 8 million deaths globally per year with 80% in
developing countries given the rapidly increasing tobacco
use there. In 2010, it is estimated that tobacco-related diseas-

Tandilittin and Luetge

es accounted for 12.4% of total deaths in Indonesia [4]. The
majority of lung cancers, about 90%, are caused by smoking
cigarettes [22]. In addition, nearly half of smokers lost their
lives on average after 10–15 years of smoking [23, 24]. The
life expectancy of Indonesian people is nearly 71 years;
therefore, about 50% of Indonesian smokers will most like
die between the ages of 55 and 60. Due to premature mortality and disabilities in 2010, the total loss of disabilityadjusted life years (DALYs) in Indonesia was more than 3.5
million DALYs [4].
3. TOBACCO CONTROL IN INDONESIA
The Indonesian government under Suharto’s authoritarian regime had no intention of trying to regulate smoking and
cigarette marketing. In contrast, the government consistently
supported the local tobacco companies. Surprisingly, only
two of the Suharto family members were directly involved in
the tobacco industry [25]. After the Suharto era, or reformation era, President B.J. Habibie signed the first Indonesian
tobacco regulation entitled PP/81/199. This first tobacco
control regulation were succeeded with regulations 38/2000
and 19/2003. Unfortunately, insignificant changes in these
regulations indicated the stagnation of tobacco control in
Indonesia which was due to the political and economic aspects of the tobacco industry resulting in the reluctance of
the government to enforce strict regulations [26].
The last amendment to the tobacco control regulation,
number 109/2012, also did not actually accommodate the
WHO Framework Convention on Tobacco Control, and this
regulation even suffered a setback. Tobacco advertising in
electronic media is prohibited by the first decree but is allowed by the last amendment during a limited period (21.30
p.m.–05.00 a.m. local time). Some progress in tobacco control was accommodated in the last decree, such as special
protection for children and pregnant women. This regulation
prohibits the sale of cigarettes to children and pregnant
women, but provides only administrative sanctions for its
violation. A few anti-smoking groups proposed that the purchase and sale of cigarettes in bars should be prohibited to
prevent smoking initiation among adolescents and poor people. However, the proposal was not accommodated in the
last decree [27], and administrative sanctions for violations
render the regulation extremely weak. Thus, it is easily violated by manufacturers, advertisers, and retailers [28]. The
good news of the last decree, however, is that civil society
organizations can supervise implementation of the decree.
Under this context, we will proceed to discuss the potential
barriers of tobacco control regulation and the relevance of
civil society in Indonesia.
4. BARRIERS TO TOBACCO CONTROL REGULATION
4.1. Smoking has Become a Social Norm
Chewing betel was a widespread practice for thousands
of years and was a social norm in Indonesia [29]. In the
twentieth century, however, betel chewing was largely replaced by tobacco use. This substitution happened in a relatively short period, roughly between 1900 and 1950 [30, 31].
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Smoking cigarettes presumably symbolized masculinity;
thus, many people associated it with the ‘male sphere’. In
contrast, many consider smoking among women and girls
impolite and ill-mannered. This norm, as observers believe,
leads to the higher smoking prevalence among men than
among women. Cigarettes have become a mandatory item to
welcome guests at almost all important social gatherings,
such as weddings, funerals, religious ceremonies, and community meetings [32]. In Indonesia, tipping is often followed
by the phrase “ini uang rokoknya,” or money for cigarettes
[33, 34]. Moreover, smoking has been considered a basic
daily necessity. The phrase “even money for cigarettes is
hard to find” is a common expression referring to the difficulty in obtaining money for basic living [35]. Also, since
Indonesia is a communal society, smoking behavior is a
strong social norm. Indeed, some research has revealed that
peer pressure is the most decisive factor in Indonesian smoking behavior [32, 36].
Many Indonesian social norms are influenced by religious value. The Indonesian Council of Ulama (MUI) has
declared smoking to be haram, or forbidden, in public places,
for pregnant women and children. The MUI is the country’s
highest authority on Islamic affairs and includes representatives of Nahdatul Ulama (NU). But, NU as Indonesia’s largest Muslim association considers smoking for Muslims only
objectionable (makruh), but not forbidden. Therefore, the
majority of Indonesian populations consider smoking not
forbidden by God.
4.2. Incapable of Making Rational Decisions
According to rational addiction theory, smoking is a
rational decision in the economic realm [37]. Smokers as
rational consumers face a trade-off between present pleasure
and future costs. In front of them, there are two choices:
becoming a smoker or not. They decide to smoke or continue
to smoke if they are willing to pay the price—the cigarette
price at present and high health costs in the future. In reality,
more than 75% of Indonesian smokers started smoking before they were 18 years old. At that age, they are incapable
of making a rational decision because their brains are not
fully developed [38]. Meanwhile, the current tobacco regulations do not prohibit smoking or possession of cigarettes
among adolescents. In fact, nearly three quarters of Indonesian smokers are categorized as uneducated people [4]. And
it is safe to assume that adolescents and uneducated people
are more easily manipulated to take up smoking than others.
Moreover, of the 50% of Indonesian smokers who try to
quit, only about 3.3% successfully quit4. The inability of
smokers to manage the withdrawal symptoms of nicotine
addiction is the main factor in the failure of smoking cessation among smokers [39]. Interruption of nicotine intake
results in temporal dysfunctional dorsolateral prefrontal
cortex of the brain that significantly reduces the ability of the
addicts to make rational decisions [40]. Therefore, their
decision to take up cigarettes and continue smoking is not
their genuine choice [41]. Further, it is difficult to protect
adolescents and uneducated people from taking up cigarettes
as well as promote smoking cessation among addicted smok-
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ers. Thus, adolescents are the main target of advertising and
marketing of cigarettes in Indonesia [42].
4.3. The Powerful Lobby of the Tobacco Industry
Against Tobacco Control
The tobacco industry has always been creative in the
promotion of its products due to huge financial resources and
a strong international network among transnational tobacco
companies. To protect its products, the tobacco industry uses
many tactics to challenge, weaken, and delay the implementation of tobacco control regulations. These include lobbying
the government, politicians, and the media. In 2010, the
Indonesian Tobacco Society Alliance (AMTI) and International Tobacco Growers’ Association (ITGA) co-hosted a
meeting in Jakarta with tobacco growers from Southeast
Asia. They opposed a ban on tobacco ingredients and urged
the Indonesian government to protect the tobacco growing
sector.
It is commonly believed that Indonesian public officials
have a special relationship with the tobacco industry for its
support of legislative and presidential elections [43]. Thus,
public policy against tobacco control would remain good for
the industry. Moreover, some of Indonesia’s richest and most
politically connected individuals made their fortunes in tobacco [44]. The Vice-Chairman of the Indonesian Forum of
Parliamentarians on Population and Development (IFPPD) in
his capacity as Chairman of the Tobacco Farmer Association
explained that the Indonesian government should not ratify
FCTC due to the significant workforce contribution of the
tobacco industry [45]. In 2006, the Sampoerna family started
the Jurnal Nasional, a daily newspaper in Jakarta, which is a
political proponent of the Merdeka Palace, Indonesia’s
White House [46]. In April 2012, the president’s spokesperson
said that a special team to discuss the possibility of the
FCTC ratification had formed [47]. This statement, however,
implied the weak intention of the government to ratify the
FCTC. At the same time, the tobacco industry tries to win
public opinion and promote their good image in the society,
such as sponsorship, corporate social responsibility, and
public relations [48]. Some observers even believe that the
tobacco industry has secretly hired scientists to alter public
opinion about tobacco-related diseases and secondhand
smoke [49].
4.4. Profit Maximization Behavior and Sustainability of
the Tobacco Industry
Tobacco control efforts would be best focused on adolescents as nearly 90% of new smokers come from this age
group. However, the Indonesian government has not yet
prohibited smoking for adolescents; thus, anybody of any
age is free to smoke, including children. The last decree of
tobacco control regulation, number 109/2012, prohibited the
sale of cigarettes to children, but only via administrative
sanctions. Thus, cigarette retailers continue to sell cigarettes
to adolescents due to the profit maximization and prime
source of new smokers [43, 50]. Therefore, the tobacco industry has no other choice but to turn adolescents into smokers as early as possible.
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In the USA, due to the noncompliance of cigarette stores
toward tobacco control regulations, the country has experienced only a slight decline in adolescents’ access to cigarette
sources—from 23.5% in 1999 to 18.3% in 2009 [51, 52]. In
fact, nearly half of the adolescent buyers in a recent study
were not asked to show identification when they bought
cigarettes in stores [53]. Not surprisingly, more than
three quarters of the adolescents said that cigarettes are
easy to find in the market [54, 55]. It is hard to draw any
conclusion other than that the profit-maximizing behavior of the cigarette retailers and the sustainability of the
tobacco industry seem to be more important than compliance
with the laws and concern toward the younger generation
[56].
5. CIVIL SOCIETY AS THE LAST RESORT FOR TOBACCO CONTROL IN INDONESIA
The barriers on tobacco control mentioned above have
made it difficult to obtain FCTC ratification and implement
strong tobacco control regulations in Indonesia. The barriers
have also caused an ineffective implementation of the current tobacco control regulations [57]. Therefore, civil society
organizations are the last resort to resolve the tobacco control
barriers in Indonesia. Indeed, some research shows that civil
society organizations have played an important role in negotiation and implementation of tobacco control regulations [7,
58]. The framework convention alliance (FCA) is an association of civil society organizations and coalitions for tobacco
control from around the world and were very influential
during the negotiation of the WHO Framework Convention
on Tobacco Control (FCTC). To influence policy positions
of countries during the FCTC negotiation, the FCA mobilized civil society organizations to frame discussion of public
health, publish a newsletter, and present shaming awards [7].
Similarly, in developed countries, civil society has played a
very important role in the successful negotiation and implementation of strong tobacco control regulations [59].
Civil society plays five main roles: advocate, coalition
builder, provider of evidence-based information, watchdog,
and service provider [59-61]. Through these roles, tobacco
control civil society organizations have bargaining power
against public policy decision makers and the tobacco industry. Moreover, these roles make tobacco control civil organizations effective agents of change to resolve tobacco control
barriers [59-62].
5.1. Advocate for Tobacco Control
Civil society tobacco control organizations can promote a
favorable public opinion, propose tobacco control policies,
and represent public health interest in court against the tobacco industry and state institutions [60, 61]. For example,
some Indonesian anti-smoking NGOs, such as the Jakarta
Residents Forum (FAKTA), the Indonesian Consumers
Foundation (YLKI), the Institute for Combating Smoking
(LM3), the Coalition for a Healthy Indonesia (KUIS), the
Indonesian Women without Tobacco Foundation (YWITT),
and the Indonesian Cancer Foundation (YKI) have been
involved in lawsuits against the tobacco industry and state
institutions.
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In a lawsuit concerning a cigarette advertising series
from a group of tobacco companies which aired from June to
December 2001 on television, a group of anti-smoking
NGOs were defeated by the tobacco companies in court. The
NGOs accused the tobacco companies of violating cigarette
advertising airtime on television, but the judges ruled in
favor of the cigarette industry and even ordered the plaintiff
to pay a penalty of IDR 100 million. The plaintiffs claimed
that the advertising series violated Government Regulation
No. 38/2000. However, the judges explained that the advertising had no connection with the broadcasting time but only
contracted third parties to promote their products [63]. In a
similar case, a group of four NGOs were defeated in a lawsuit against the president and the House of Representatives
in 2011 over ratification of the FCTC. In their suit, the antismoking NGOs accused state institutions of failing to protect
Indonesians from the dangers of smoking. The judges, nevertheless, found that these institutions had done their legal duty
to protect citizens through tobacco control regulations that
already existed.
Anti-smoking NGOs did not consider proper drafting of
the indictments against tobacco companies or state institutions; thus, they often lost in court. Moreover, the lack of
funds and human resources among civil society tobacco
control organizations are the fundamental problems [59].
The defeat of the NGOs, some say, might also be said to
have been caused by law enforcement officials being in favor
of the tobacco industry interests [64]. In this context, civil
society organizations should be empowered to represent
consumer and public health since the government is more
concerned with the political and economic aspects of the
tobacco industry.
5.2. Coalition Builder
To build coalitions, the tobacco control civil society
organizations can convene various organizations from different backgrounds and form general tobacco control alliances.
The tobacco control alliance would thus more effectively
mobilize the community and influence state institutions
related to tobacco control policy [59, 60]. The National
Commission on Tobacco Control (Komnas PT) was established in 1998 to coordinate and represent civil society in the
fight for tobacco control in Indonesia and is composed of 23
organizations and leading individuals who have a common
goal to protect the nation from the harm of smoking and
early addiction among adolescents. The main activity of the
commission is to promote the creation of tobacco control
policies to high-level decision makers. In addition, its advocacy activities include creating a world of entertainment free
of advertising, promotion, and sponsorship related to cigarettes. It must be added, however, the lack of resources for
tobacco control activities places civil society organizations
in direct competition with each other for the limited activity
funding [26].
5.3. Provider of Evidence-based Information
As providers of evidence-based information, the tobacco
control civil society organizations provide accurate information and balance public opinion about the tobacco control
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policies and health risks of smoking [58]. The organizations
usually translate science-based evidence for policy makers,
media, and the public. Fact sheets are a means frequently
used by the organizations to make the complex topics such
as price and taxation of cigarettes more accessible and understandable to the public. The Tobacco Control Support
Centre (TCSC) is an agency under the Indonesian public
health association that provides evidence-based information
about the negative impacts of tobacco in Indonesia. In 2012,
the Global Adult Tobacco Survey (GATS) publicized the
results of an independent survey on tobacco in Indonesia.
The evidence-based tobacco control programs have significantly reduced tobacco use among adults and adolescents in
the USA [65]. Evidence-based information is meant to
change the public perception about the health risks of smoking and stimulate strong tobacco control regulations [66].
However, the lack of local evidence-based information about
the negative impacts of tobacco is one of the main barriers
for Indonesian civil society organizations to change public
perception about smoking. In addition, very little funding is
available for tobacco control research of local scientificbased evidence.
5.4. Watchdog
As watchdogs, civil society organizations monitor and
report on the implementation of tobacco control regulations.
Ongoing monitoring by civil society organizations is an
important way for tobacco control advocates to hold the
government accountable for implementing the regulations
appropriately [1]. This role involves conducting independent
monitoring and evaluations that could permit unbiased determination of achievement in tobacco control policy. Report
cards are examples of this watchdog role, and Southeast Asia
Tobacco Control Alliance (SEATCA) usually provides the
shadow reports on tobacco control in Southeast Asian countries, including Indonesia, to the WHO [67]. The Indonesian
government’s hesitance to implement current tobacco regulations and the inadequate human resources among civil society organizations to monitor the implementation of the regulations are a problematic combination for tobacco control in
Indonesia.
5.5. Service Provider
Civil society organizations also play an independent
service provider role. They provide anti-smoking campaigns,
seminars, and counseling about tobacco-related diseases, as
well as treatment for the poor. Providing services is a less
controversial activity and fits well with the charitable role of
the main stream of civil society. Furthermore, the service
provider role makes civil society organizations powerful
agents of change [58]. The community engagement through
these services is necessary to change the social norm about
tobacco use [66]. Some civil society organizations, such as
TCSC, YLKI, Komnas PT, and the National Commission for
Child Protection (Komnas Anak) have held seminars and
counseling sessions about tobacco-related diseases. The lack
of human and funding resources is a major obstacle for Indonesian civil society organizations in conducting their role
as service providers.
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6. FUTURE DIRECTION
The above discussion has revealed that civil society organizations are the last resort to overcome the substantial
barriers to the ratification of FCTC and negotiation of strong
tobacco control regulations in Indonesia. However, Indonesian civil society organizations face the challenge of building
their capacities in spite of scarce resources. Therefore, we
propose several policies, such as fund allocation for tobacco
control, tobacco control research, and election of legislative
and public officials who support strong tobacco control regulations.
6.1. Tobacco Control Fund
According to the World Bank, tobacco control policies
are considered cost-effective toward health care due to the
high cost of tobacco-related diseases [5], and tobacco control
is one of the most rational evidence-based policies in health
care [68]. Government and civil society organizations require sustainable funding resources to conduct tobacco control programs such as mass media campaigns to prevent
initiation among youth, promotions to stop smoking among
adults, public information about the health consequences of
smoking, and tobacco control research [57]. Tobacco control
funds derived from a surcharge on tobacco is also an effective way of taxing disease-causing products to promote
health [69, 70]. Moreover, tobacco taxes have immediate
health promotion benefits because they increase the cigarette
price and thus discourage smoking among adolescents and
poor people [71]. This fund would be used by the government to promote health by working with civil society tobacco control and community-based organizations to carry out
health promotion programs and initiatives [72]. Therefore,
Indonesian civil society organizations should advocate for
the tobacco control fund obtained from tobacco excise taxes.
6.2. Local Tobacco Control Research
Knowledge and proper understanding about the negative
impacts of tobacco will change the public perception of
smoking. Thus, local scientific evidence-based information
about the negative impact of tobacco can be used to change
public perception [73]. Conducting independent research is
essential to convince the community about the negative impacts of tobacco. Very little local research, unfortunately, has
focused on the health impacts of smoking kreteks, despite
evidence showing that eugenol caused negative health impacts [17, 18]. Moreover, grants to support independent
researchers in tobacco agriculture, industry, economics, and
epidemiology would encourage the mobilization of the academic community to provide scientific local evidence. Local
tobacco control research would provide accurate information
to civil society organizations and professionals active in
tobacco-related issues and better inform the public debate
[59]. Moreover, public health experts and policy decision
makers are increasingly demanding that the rationale for
tobacco control policies should be based on local evidence
[74]. Tobacco control policies are most effective when they
are based on local research findings, so such policies should
be appropriate for the local conditions and characteristics of
society [75]. Therefore, civil society should be intensely
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involved in local tobacco control research to provide local
evidence to the community and public decision makers.
6.3. Mobilizing the Community to Give their Vote for
Tobacco Control
Effective prevention policy is a function of three factors:
a knowledge base, a social strategy, and political will [73].
Some case studies have confirmed that leadership in tobacco
control is a key component of success [76]. Strong tobacco
control regulations reflect the increased political commitment of the government and parliament to public health and
tobacco control [57]. The cigarette industry, however, is still
a main contributor to government revenue. In fact, it was the
only sector not hit by the financial crisis of 1997 and 1998
due to its addictive substance [64]. For many years, only
hesitant steps have been taken to introduce tobacco control
policies on the political and public health agenda. Therefore,
to increase political will on tobacco control, civil society
organizations should mobilize the community to vote for
legislative and executive official candidates who support
strong tobacco control regulations.

[7]

[8]

[9]

[10]

[11]

[12]

7. CONCLUSION
Civil society organizations are the most important component of success in resolving the barriers of tobacco control
in Indonesia. The ratification of FCTC would be an important first step to provide legal standing for civil society
organizations to play these roles. Tobacco control funds
would resolve the fundamental problem of civil society organizations to conduct their functions. Finally, Indonesian
civil society organizations should intensively mobilize the
community to vote for tobacco control.
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