
Creative Commons Non Commercial CC BY-NC:  This article is distributed under the terms of the Creative Commons Attribution-
NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use, reproduction  

and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open Access pages  
(https://us.sagepub.com/en-us/nam/open-access-at-sage).

https://doi.org/10.1177/22799036241229341

Journal of Public Health Research
2024, Vol. 13(1), 1 –6

© The Author(s) 2024
DOI: 10.1177/22799036241229341

journals.sagepub.com/home/phj

Journal of
Public Health ResearchPerspectives and Debates

Introduction

Tobacco use and exposure is one of the biggest public 
health epidemics that lead to many preventable diseases, 
including cardiovascular diseases, cancers, chronic respi-
ratory diseases, and diabetes for both the tobacco users and 
those who exposed to the secondhand smoke.1 This put 
tobacco use and exposure as major cause for premature 
death. Globally, 1.18 billion people regularly smoked some 
form of tobacco, causing 8 million deaths a year, including 
around 1.2 million deaths from exposure to secondhand 
smoke.1,2 Although there has been a steady decline in any 
tobacco use during 2000–2020, the annual mortalities can 
be expected to keep increasing in some regions.3

The direct and indirect costs of the tobacco attributable 
diseases put significant economic burdens on health care 
systems and governments. It is estimated that the total cost 
of smoking accounted for 1.5%–6% of national health 
expenditure and 0.22%–0.88% of GDP of countries.4 
Therefore, tobacco control measures have been considered 
as the best investment for improving global health.5

The WHO Framework Convention on Tobacco Control 
(FCTC) is an internationally negotiated, legally binding 
package of measure to reduce the harms of tobacco through 
evidence-based measures intended to increase the aware-
ness and reduce the demand and supply of tobacco. In 
2008, the WHO has introduced a set of six cost-effective 
and high impact measures under the acronym of MPOWER 
to help countries in tobacco control. These measures 
include Monitoring tobacco use and prevention policies, 
Protecting people from tobacco smoke, Offering help to 
quit tobacco use, Warning about the dangers of tobacco, 
Enforcing bans on tobacco advertising, promotion, and 
sponsorship, and Raising taxes on tobacco.6 Although it is 
expected that the tobacco control efforts will lead to a 
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reduction in the prevalence of tobacco use across all the 
WHO regions to by 2025, the smallest decline is projected 
in the Eastern Mediterranean region (EMR).7

In six Arabian Gulf countries, it is estimated that the 
prevalence of tobacco smoking among adults ranged from 
7.8% to 19.3%, with a higher prevalence among males 
with a growing number of female youths who were willing 
to initiate tobacco use.8,9 In 2016, the economic burden of 
tobacco uses in these countries accounted for approxi-
mately $34.5 billion.10

This review highlights the status of tobacco use and 
exposure, the progress, and challenges in implementa-
tion of tobacco control policies and the smoking cessa-
tion services in the State of Qatar, one of the Arabian 
Gulf countries.

Epidemiology of tobacco use and exposure in 
Qatar

To implement and evaluate effective tobacco control inter-
ventions in the country, FCTC encourage countries to col-
lect and share national data on the magnitude, patterns, 
determinants, and consequences of tobacco use and expo-
sure. Between 2004 and 2021, Qatar reported tobacco use 
and exposure to secondhand smoke in different national sur-
veys targeting adolescents and adults, as shown in Table 1. 
The adult surveys reveled that the prevalence of tobacco use 
ranged between 12.6% and 25.2%, with the highest tobacco 
use rate were found among males.11–14 However recent 
reports that tobacco consumption among females reached to 
9.2%.12 Young adults group 18–39 year reported tobacco 
use more than other age groups.12,14 A recent survey in 2022 
reveled that the prevalence of waterpipe smoking was 8.3%. 
The prevalence of waterpipe smoking among males was 
twice the prevalence among females (10% vs 5%), which 
clearly show the tolerance of using the growing trend of 
using waterpipes among females.15

The surveys in the last few years have been updated to 
include all the tobacco forms. The surveys showed that 
the smoked tobacco forms, for example, cigarettes, water-
pipe, and cigar remain the main form among population in 
Qatar. Smokeless tobacco, for example, chewable tobacco 
and E. cigarette didn’t exceed 2% according to the national 
studies.11,12

Few studies measured the prevalence of the exposure to 
secondhand smoke. In 2012, the national STEPwise sur-
vey showed that 22.2% of the sample were exposed to 
environmental tobacco smoke at home.14 A recent study 
published in 2019 showed the exposure to secondhand 
smoke was 19.3% among general population and increased 
to 22.8% among females.16

Health authority conducted specific national surveys 
such as The Global Youth Tobacco Survey (GYTS) and 
Global School-based Student Health Survey (GSHS) to 
monitor the tobacco use among adolescents. The prevalence 

of tobacco use ranged between 18% and 24.8% especially 
among males.17,18 The GSHS revealed that the exposure to 
secondhand smoke among adolescents was 48%.17

Although that review summarizes different surveys 
with different age groups and include different types of 
tobacco use. Gaps in some data remains as one of the 
main challenges is the sustainable implementation of 
community-based surveys such as monitoring the use of 
e-cigarette and smokeless tobacco. Also, the new trend 
of tobacco use needs to be well-studied especially among 
females and adolescents. Another challenge is assessing 
the knowledge and attitudes about the harms of the 
e-cigarette, heated tobacco, and chewing tobacco as they 
could be used by smokers as alternative to Cigarettes 
and waterpipes.

Implementation of tobacco control policies

Qatar was one of the first countries in Arabian Gulf to 
sign and ratify the FCTC during 2003–2004 and entered 
into force in 2006,19 as shown in Table 2. Before that, the 
government has started some tobacco control legislative 
measures. The first measure was imposing the smoke 
free policy in the governmental health care premises in 
1996, followed by law to increase the custom duties on 
imported tobacco products.20 In 2002, Qatar issued the 
first comprehensive tobacco control law that encom-
passes a range of legislative measures starting from 
smoking bans in enclosed public places, banning adver-
tising for tobacco products, and prohibition of selling 
tobacco products to minors.20

Beside Bahrain, Qatar has comprehensive imple-
mented FCTC measures compared to the other neighbor-
ing countries since 2006.19 The smoke free policy has 
been implemented in indoor public places, with a 200 
Qatari Riyals (QARs) fine for non-compliance, which is 
equivalent to 54.8 USD, as shown in Table 2. The country 
has banned all forms of direct or indirect advertisement of 
tobacco products and sponsorship of the events by tobacco 
industry. In 2019, the total taxation on tobacco products 
has been increased to 100% of retail price.19 Nevertheless, 
the price of most sold brand (pack of 20 cigarettes) 
reminds affordable at 22.0 QARs (6.0 USD), while the 
cheapest brand price has been increased from 9 QARs 
(2.4 USD) to 14 QARs (3.8 USD).21

All tobacco retail stores were required to post signage 
stating legal age ≥18 of purchasing tobacco. The pictorial 
warning standard that mandates presence of combined text 
and picture warning to occupies no less than 50% of the 
front and back of the tobacco products package has been 
introduced in 2012. However, the pictures used remain 
unchanged since the 201222 as shown in Figure 1.

With the global increased use of electronic nicotine deliv-
ery systems (ENDS), for example, e-cigarettes and vaping 
devices, or vape pens especially among youth,23 Qatar’s 



Al-Kuwari et al. 3

tobacco control law addresses some aspect to control the 
e-cigarettes. The Qatari law bans the import, display, sale, 
distribution, and manufacture of e-cigarettes but it doesn’t 
address the situation of using e-cigarettes in indoor public 
places, workplaces, or public transportation.21

Based on the WHO reports on the Global Tobacco 
Epidemic from 2011 to 2019 on the activities of all coun-
tries in implementing the various WHO FCTC policies, 

Qatar one of six countries in the EMR scored more than 
75% of the score in implementation on MPOWER. Qatar 
showed continuous improvement from score of 18 out of 
37 in 2011 to 28 in 2019, with more improvement achieved 
in pictorial health warning and enforce ban on tobacco 
advertising. While areas such compliance to the smoke 
free policy and smoking cessation programs needs 
improvement.24 For instance, updating the policies to 

Table 1. Summary of the epidemiological studies on tobacco use in Qatar 2004–2021.

Author, year of the 
study

Aim Methodology Target population 
(N = sample size)

Outcome

AlMulla A, 202112 Measure the 
prevalence of 
tobacco use and 
describe the type of 
tobacco products 
use.

Self-administered 
survey

Adults aged ≥18 years 
(N = 6904)

25.2% were tobacco users 
(36.6% male and 9.2% female). 
12.0% were ex-tobacco users. 
The highest among aged 18–24 
(27.2%).
Type of tobacco products: 
42.8% cigarette smokers, 20.9% 
waterpipe, 3.2% traditional 
pipe, 0.7% cigar smokers, 1.9% 
chewable tobacco use, 2.0% 
electronic cigarette use, and 0.3% 
heat-not-burn tobacco use.

Global Adult Tobacco 
Survey (GATS), 201311

Measure the 
prevalence of 
tobacco use.

Standardized 
questionnaire

Age group ≥15 years 
(N = 8398)

12.6% of smoked tobacco (males 
20.2% and females 3.1%), 3.4% 
waterpipes, and 0.7% smokeless 
tobacco.

Global School-based 
Student Health Survey 
(GSHS), 201117

Measure the 
prevalence of 
tobacco use.

Self-administered 
questionnaire

Age group 13–15 years 
old (n = 2021)

18% smoked tobacco
48% exposed to environmental 
tobacco (ET) smoke.

Al-Dahshan, 201918 Measure the 
prevalence of 
tobacco use.

Retrospective 
data analysis for 
The Global Youth 
Tobacco Survey 
(GYTS) 2004, 
2007, and 2013

Age group 13–15 years 
old.
GYTS 2004 (N = 2229)
GYTS 2007 (N = 943)
GYTS 2013 (N = 1716)

Cigarette smokers were 24.8% 
(2013), 22.4% (2004), and 20.7% 
(2007)

Al-Kuwari MG, 201913 Measure the 
prevalence of 
tobacco use.

Data were 
extracted from 
electronic 
medical record.

Adults’ population aged 
≥18 years registered 
in Primary health care 
centers (N = 861,131)

Tobacco use rate was 13.7%. 
The rate among males was 25.4% 
compared to 2.6% among females.

The national Stepwise 
survey, 201214

Measure the 
prevalence of 
tobacco use and 
the prevalence of 
second-hand smoke 
exposure.

National 
household 
using survey 
standardized 
questionnaire

Adults aged 18 and 64 
listed as living in the 
households (N = 2106)

The prevalence of smoking was 
16.4%. Smoking was higher 
among men than women (31.9% 
vs 1.2%). The age group 18–44 
was the highest. Exposure to 
environmental tobacco (ET) 
smoke = 22%.

Al-Mulla A, 201916 Measure the 
prevalence of 
second-hand smoke 
exposure.

Population-based 
survey

Adults aged ≥18 years 
(N = 7921)

19.3% reported that smoking was 
allowed in the home, Among the 
women, 22.8% allowed smoking 
inside the home.

Al-Mulla A, 202215 Measure the 
prevalence of 
waterpipe smoking 
in Qatar.

Population-based 
survey  

Adults aged ≥18 years 
(N = 6904)

8.3% were waterpipe tobacco 
smokers, prevalence was 10.6% 
and 5.1% among males and 
females respectively. The highest 
prevalence of reported among 
people aged 18–24 years (10.6%).
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include e-cigarettes will be important proactive step to 
control tobacco use among the new generation. Assessing 
the impact of pricing and taxation on the affordability of 

the tobacco products among different social levels will be 
good indicator for the effectiveness of that measure on 
high income community.

Figure 1. Labels of tobacco product packages, Qatar.
Source: https://tobaccolabels.ca/countries/qatar/.

Table 2. The status of tobacco control policies in Qatar in 2022.

Tobacco control initiative Situation

WHO Framework Convention on Tobacco Control 
status (year)

● Signed in 2003.
● Ratified in 2004.
● Implemented in 2006.

Smoke free policy ● Cover all indoor public places.
● Fines for smoking in these places = 54.8 USD.
● E-cigarettes not clearly included.

Mandate pictorial health warning ● Implemented in 2012 occupies 50% of the packs.
Bans on tobacco advertising, promotion, and sponsorship ● Fully implemented and covers TV, radio, magazines, newspapers.
Taxation on tobacco products & pricing ● Increased to 100% in 2019

● Average price for Pack of 20 = 6.0 US Dollars.
● Cheapest brand = 3.8 US Dollars.

Smoking cessation support free-of-charge ● Provided since 1999 by the governmental health care providers.

https://tobaccolabels.ca/countries/qatar/
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Smoking cessation services

Smoking cessation services was first introduced at hospital 
level in 1999. Then the service has been introduced to the 
primary health centers in 2011 with one clinic in one health 
center and expanded to 16 clinics in different health center 
in 2022. About 26 physicians have been trained on tobacco 
dependence treatment. The governmental health providers 
in primary health care centers and hospitals offers the 
smoking cessation medications free of charge and this 
includes bupropion, varenicline, and different forms of 
nicotine replacement therapy (NRT), for example, as nico-
tine gums, lozenges, and patches.25

While the recommendations stressed on the importance 
of integrating smoking cessation services in different 
health care setting, primary care settings have been identi-
fied as important sites. In Qatar, the reports showed that 
the tobacco control center in the secondary care has an 
annual average of 1200 smoker patients who receive 
smoking cessation services.26 Although expanding the 
smoking cessation service in primary care has offered a 
good accessibility to the patient with of annul average of 
visits ranging from 3200 to 3800 visits according to the 
report from 2019 to 2021, still the indicators showed the 
low uptake.27,28 Since primary care introduced the elec-
tronic medical records in 2015, the primary health care 
centers received visits from 81,202 smokers’ patients, only 
4784 (5.9%) of them have utilized the smoking cessation 
services with high loss of follow up rate (50.8%).27,28

Smoking cessation programs still need more improve-
ment to increase utilization and to decrease the no show 
rate and loss of follow up. A recent survey showed that 
only 22.5% of primary care physicians reported they 
always asked patients about smoking status and docu-
mented it in the patient record.29 This supports considering 
tobacco use in the diagnosis list in the electronic medical 
records will help health care providers to advise patients to 
quit, assess their readiness and provide them the support 
and referral to smoking cessation service once the patients 
show their readiness to change.

Following up the patients in smoking cessation services 
is challenging with high relapse rate, particularly in the first 
6 months.30 Although the national guidelines stressed on the 
frequency of the follow up visits, using teleconsultation 
during Covid-19 pandemic provide good method to close 
follow up the patients.25,31 This might be used as a tool to 
reduce the loss of follow up and no-show rate among 
smoker patients. On the other hand, with the absence of the 
data on the quit rate, smoking cessation services in Qatar 
need to measure attempts rate and quit rate as part of their 
indicators to regularly monitor the outcome.

Conclusion

Over the last 20 years, there have been tremendous strides 
made in tobacco control in Qatar. The adoption of 

MPOWER measures such as taxation, health warning, and 
offering help to quit has seen inspiring progress. However, 
prevalence of tobacco uses and exposure still remains as 
major public health problem that needs more collective 
efforts of tobacco control at all levels.

Despite that, there have been challenges in implementa-
tion of tobacco control policies and uptake of smoking ces-
sation services. This review highlight some of the 
recommendations to achieve better practice of tobacco 
control measures. At the policy level, expansion of free 
tobacco policy to include all public/indoor places as well 
as emerging tobacco products such as e-cigarettes is highly 
recommended. In addition, monitoring of all forms of 
tobacco use and exposure in the community still consid-
ered of utmost importance.

At the smoking cessation service level, the providers 
should adopt service enhancing strategy to increase the 
uptake and reduce the loss of follow up such as use the 
appointment reminder system, establishment of the help line, 
smoking status as vital sign, and expand use telephone con-
sultations to increase the follow up especially in the early 
phase of treatment. The health authority needs to continue 
the community awareness and to educate population more 
on the effects new tobacco products and secondhand expo-
sure. Lastly, researchers in Qatar need to conduct further 
research on prevelnce of e-cigarettes use and the evaluate 
quit rate among the users of the smoking cessation services.
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