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ABSTRACT
Introduction Tobacco has been a complex global problem 
that has adversely affected almost all the sectors of 
society. However, the ill- effects are often most reflected in 
humanitarian settings, which inadvertently are surmounted 
by fragile systems. We aim to map tobacco prevention and 
control intervention in humanitarian settings.
Methods and analysis This scoping review will follow the 
guidelines of the Joanna Briggs Institute. A comprehensive 
search strategy was designed using Medical Subject 
Heading terms, subject experts and pertinent reviews. 
The search was conducted on Medline (through PubMed 
and Ovid), EMBASE (through OVID), ProQuest Health and 
Medical Complete, EBSCO (through CINAHL Complete), 
Scopus and Web of Science databases. Two reviewers will 
independently screen the identified studies on removing 
duplicates, which shall be followed by data extraction 
using a pretested data extraction form. A narrative 
synthesis approach will be employed to collate the findings 
from the studies and tabular formats would be used to aid 
the representation.
Ethics and dissemination This review will identify, 
map and synthesise the interventions for tobacco 
prevention and control in the humanitarian settings. An 
ethics committee approval was not sought for this body 
of work as it does not include human subjects. Results 
from the study will be disseminated through conference 
presentations and peer- reviewed publications.

INTRODUCTION
Tobacco products are known to influence 
human, social and economic tragedy in the 
society. The unprecedented impact tobacco 
imposes on the society is estimated to cost 
8 million deaths a year around the world.1 
According to the 2019 report of Global 
Burden of Disease study, there are 1.14 billion 
current smokers. Current smokers consumed 
7.41 trillion cigarette equivalents of tobacco. 
Consequently, a disproportionate share of 
86.9% of all deaths is among current smokers. 
However, among former smokers, risks associ-
ated with smoking has decreased as a func-
tion of duration of time since cessation.2 
In 2012, the direct and in- direct economic 
cost of smoking- attributable diseases was 

estimated using the cost of illness approach. 
Around 5.7% of global health expenditure 
was due to smoking- attributable diseases. 
Economic cost due to both health expendi-
tures and productivity losses from morbidity 
and mortality accounted for 1.8% of the 
world’s annual gross domestic product. Ineq-
uity in economic cost was staggeringly high 
(40%) in developing countries.3 Important 
sociodemographic disparities exist in tobacco 
smoking prevalence. Low- income and middle- 
income countries (LMICs) report the highest 
number of tobacco- related illness and death. 
Out of over 1 billion tobacco users globally, 
over 80% live in LMICs leading to premature 
mortality and morbidity.1

‘The 2012 political declaration at the 
meeting of the United Nations General 
Assembly on the Prevention and Control of 
Non- communicable Diseases’ as well as ‘the 
2030 Agenda for Sustainable Development’ 
gave greater emphasis to curb the tobacco 
menace globally.4 5 One of the targets of the 
goal 3 is to ‘strengthen the implementation 
of the WHO Framework Convention on 
Tobacco Control (FCTC) in all countries, as 
appropriate’ as means of reaching the goal by 
2030.6 In addition to the non- binding decla-
rations, the first international public health 
treaty, the WHO FCTC emerged as an inter-
national binding law in 2005.3–5 The WHO 
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 ⇒ The review will attempt to map diverse tobacco pre-
vention and control interventions in the humanitar-
ian settings.

 ⇒ The review will include both epidemiological and 
evaluative study designs to map the evidence.

 ⇒ The review will capture the grey literature to supple-
ment the database search.

 ⇒ The review will include the literature published in 
English language only.
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contextualised recommendations would be limited.
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FCTC not only combines measures to reduce demand 
(price, tax and non- price measures) for tobacco, but 
also the supply of tobacco products including measures 
to prevent interference by commercial and other vested 
interests of the tobacco industry.5 6 According to the 2017 
WHO report on the global tobacco epidemic, approxi-
mately two- thirds of countries have introduced at least 
one of the following “1) Monitoring tobacco consump-
tion and the effectiveness of preventive measures; 2) 
Protect people from tobacco smoke; 3) Offer help to 
quit tobacco use; 4) Warn about the dangers of tobacco; 
5) Enforce bans on tobacco advertising, promotion and 
sponsorship; and 6) Raise taxes on tobacco” (MPOWER) 
measure7- Despite considerable progress, there remain 
implementation gaps in humanitarian settings.

One understudied area related to sociodemographic 
disparities is the relationship between tobacco use and 
humanitarian settings. Humanitarian settings are defined 
as ‘a range of situations including natural disasters, 
conflict, slow- onset and rapid- onset events, rural and 
urban environments, and complex political emergen-
cies in all countries’8 and for the purpose of this study 
we consider the countries as humanitarian settings if the 
United Nations Office for the Coordination of Human-
itarian Affairs (OCHA) has listed it.9 There is lack of 
evidence pertaining to the trend of tobacco usage 
patterns, tobacco interventions and implementation chal-
lenges among civilians in humanitarian settings affected 
by armed conflict, despite key vulnerability factors 
prevailing in those settings. Due to the lack of structure 
in governance, poor policy- making, underdeveloped 
health systems and weak regulatory environments, it is 
challenging to implement tobacco control measures.10 11 
Consequently, the prevalence of tobacco usage is almost 
always higher in these settings as compared with non- 
humanitarian regions. For instance, the smoking preva-
lence among refugees in Syria, Palestine and Lebanon is 
higher as compared with their neighbours.12 In countries 
without a stable government and political will, tobacco 
issues have been prominent due to the industry influ-
ence and monetary support that the lobby offers to the 
unstable government.13 14 Against this background, we 
aim to map the tobacco prevention and control interven-
tions in humanitarian settings.

METHODOLOGY
We will use a scoping review approach to achieve the 
objectives as it is commonly used for clarifying defi-
nitions, conceptual boundaries and to map the status 
of an object or subject of interest within a particular 
field.15 16 This scoping review will be conducted based on 
the updated framework provided by the ‘Joanna Briggs 
Institute’.17 The framework consists of the following steps 
carried in sequence: (1) identifying the research ques-
tion, (2) identifying relevant studies, (3) study selection, 
(4) charting the data and (5) collating, summarising and 
reporting the results. The scoping review will be reported 

according to the Preferred Reporting Items for System-
atic Reviews and Meta- Analyses extension for scoping 
reviews (PRISMA- ScR).18

Identifying the research question
A recent systematic review examined the patterns of 
tobacco usage among several conflict- affected settings, 
specifically in populations such as refugees, internally 
displaced population and population dwelling in conflict 
and postconflict areas. Among the reviewed studies, there 
is a large discrepancy regarding the prevalence of tobacco 
use ranging from 2.18% to 66.4%.19 However, there is 
lack of evidence pertaining to the trend of tobacco usage 
patterns over time in postconflict settings. Besides, there 
is lack of evidence globally on tobacco use, tobacco inter-
ventions and implementation challenges among civil-
ians in humanitarian settings affected by armed conflict, 
despite key vulnerability factors prevailing in those 
settings. We found few studies addressing the burden 
and dynamics of tobacco usage and control in human-
itarian settings. A systematic review by Lo et al revealed 
substantially higher instances of tobacco usage in conflict 
affected regions across the world. For instance, Bosnian 
refugees in the USA have smoking prevalence of 66.4%. 
Likewise, the smoking prevalence among war- affected 
Serbian adults was reported to be about 70.7%.19 Another 
review, by Reiss et al, highlighted the increased preva-
lence of tobacco usage among immigrants as compared 
with natives.20 This finding was supported by another 
study that reported Palestine refugees having two times 
the odds of tobacco usage compared with non- refugees.12 
Furthermore, evidence pointed towards the lack of 
tobacco- control policies and measures for such vulnerable 
populations and directed the need for research on this 
domain.21 22 While this may be true, tobacco control strat-
egies have been successful in postconflict settings in Iraq, 
thus demonstrating both the necessity and effectiveness of 
specific policies for vulnerable populations.23 By demon-
strating a paucity in the literature and understanding the 
scattered evidence of interventions to prevent and control 
tobacco in the humanitarian settings, all the authors were 
involved in brainstorming and reached a consensus on 
the research question as outlined below.

Research question
What are the tobacco prevention and control interven-
tions in humanitarian settings?

Identifying the relevant studies
We follow the Population, Intervention, Context, 
Outcome and Study design criteria for identifying the 
studies.

Population
We will include studies that are conducted on all age 
groups, gender and ethnicity. We will include studies 
carried out among general population in the humani-
tarian settings regardless of their tobacco usage status. We 
will include studies conducted on current tobacco users 
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(smoke or smokeless), former tobacco users (smoke or 
smokeless), never tobacco users (smoke or smokeless) 
and ever tobacco users (smoke or smokeless). Individuals 
who have used tobacco in the last 30 days are termed as 
current tobacco users. Former tobacco users are those 
who have tried consuming/using tobacco but not in the 
past 30 days. Ever tobacco users are those who have used, 
have tried consuming/using tobacco in the past. We will 
exclude studies that do not specify the age groups and 
tobacco usage status of the study participants.

Intervention
We will include studies that contribute to control and 
prevention of the use of tobacco products, delivered 
either through in person, using technology or both.

Context
We will include studies conducted in the regions classified 
as humanitarian settings by OCHA. If there are studies 
in which there are multiple settings, then we will extract 
data for only those countries as listed by OCHA.

Outcome
We will include studies that report on maintenance and 
cessation of tobacco use, change in the frequency of/
intensity of and quantity of tobacco (smoke and smoke-
less) consumption.

Study designs
We will include both interventional (randomised 
controlled trials, cluster randomised trials, quasi- 
randomised trials, non- randomised trials, controlled 
before and after studies, pre–post designs), observa-
tional (cross- sectional studies) and participatory research 
appraisals, action research, operational research and 
implementation research designs would be included. We 
will further include studies that follow regression discon-
tinuity design, propensity score matching and differ-
ence–in- difference analysis. In case of mixed- method or 
multimethod studies, we will consider the qualitative and 
quantitative phases separately. We will not include study 
protocols, conference proceedings and studies published 
in language other than English.

Search strategy and searches
A comprehensive search strategy was developed by iden-
tifying terms from the Medical Subject Heading library, 
discussion with subject- matter experts and relevant 
reviews.19 22 24 The search was carried out for the period 
March 2005 until May 2022 by NG. Although the WHO 
FCTC was opened for signature from 16 June 2003, it 
entered into force only in February 2005, and thus we 
have carried out the searches for the afore- mentioned 
time period.25 26

To identify countries from the humanitarian settings, 
we have used the list of countries as mentioned in the 
United Nations OCHA.27 A list of countries and the 
corresponding regions are provided in the online 
supplemental appendix 1. The grey literature forms an 
important body of the literature to provide contextual 
information on a given topic,28 provides insights from the 
literature not published by commercial agencies, gives a 
balanced view of the literature, and therefore we plan to 
employ the grey literature searches .29 Hand- searching of 
references from the studies included at the full- text stage 
will also be carried out to gather the relevant literature. 
The key terms identified from literature are ‘(Smoke*, 
tobacco*, cigarette*, nicotine, beedi, bidi, papirosi, 
dip, chew, snuff, snus, e- cigarette, ENDS) AND (armed- 
conflict, conflict- affected, conflict, war, refugee, inter-
nally displaced, forcibly displaced, asylum, humanitarian) 
AND (prevention, cessation, quit, control) AND (list of 
countries as per OCHA) AND (study designs as per inclu-
sion criteria)’.19 22 24 The search terms were combined 
using Boolean operators and adapted according to the 
needs of the respective database. A detailed list of data-
bases and websites is presented in table 1. Of the listed 
databases, Scopus and WOS contain both commercially 
published and grey literature.29 Search for the grey liter-
ature will be carried out by more than two authors due 
to its inexhaustive nature. The databases were searched 
from 23 May 2022 until 25 May 2022. A complete list of 
search strategy used along with corresponding databases 
and number of articles found is presented in online 
supplemental appendix 2.

Table 1 List of databases and organisational websites

Database Website

‘Medical Literature Analysis and Retrieval 
System Online’ (MEDLINE (through 
PubMed and OVID), ‘Excerpta Medica 
dataBASE' (through OVID) (EMBASE), 
'SCOPUS’, ‘ProQuest Health and Medical 
Complete’, EBSCO (through Cumulative 
Index of Nursing and Allied Health 
Literature Complete (CINAHL Complete)), 
Web of Science (WOS).

OCHA, ‘United Nations Children’s Fund' (UNICEF), 'World Health Organization’ 
(WHO), ‘World Food Program’ (WFP), The United Nations Relief and Works 
Agency for Palestine Refugees (UNRWA), ‘The United Nations High Commissioner 
for Refugees’ (UNHCR), ‘Médecins Sans Frontières’ (MSF), The Centre for 
Global Development, United Nations Development Programme (UNDP), Food 
and Agriculture Organization (FAO), The Gates Foundation, The Global Fund, 
The Abdul Latif Jameel Poverty Action Lab (J- PAL), The RAND Corporation, 
‘United States Agency for International Development’ (USAID) and The Aga Khan 
Foundation.

https://dx.doi.org/10.1136/bmjopen-2021-058225
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Study selection
All the identified studies from the electronic search will 
be exported to EndNote X8 software (Clarivate Analytics, 
USA). On removing the duplicates, the studies will be 
exported to Rayyan (https://www.rayyan.ai/), where 
two reviewers will independently screen the records at 
two stages: title, abstract and full text. The reasons for 
excluding studies at the full- text stage will be presented 
as an appendix. In cases where the reviewers fail to reach 
a consensus, the arbitration will be done by the senior 
author (SP). The records at each stage of the review will 
be represented using the PRISMA flowchart.30

Charting the data and collating, summarising and reporting 
the results
Data shall be extracted independently by a couple of 
reviewers using a standardised, pretested data extraction 
form on Microsoft Excel 2007. All differences of opin-
ions shall be resolved in consultation with other authors 
(AS and NG). The data extraction sheet (DES) shall 
be developed by the authors and pilot tested on 5% of 
the studies included after the full- text stage. A prelimi-
nary DES is provided in online supplemental appendix 
3. The DES will be modified as the need arises and the 
same will be mentioned in the completed review. Data will 
be extracted initially for the setting, study design, type of 
intervention (face- to- face or group or population based), 
target population (age group, gender, type of tobacco 
usage, status of tobacco usage), mode (peer led or health 
worker led), digital/non- digital intervention, duration of 
intervention delivery, outcomes of intervention and chal-
lenges faced during the delivery of these interventions. 
Further information will be captured based on the need 
as the topic is emergent in nature. We will not perform 
a quality appraisal of included studies as the aim of this 
review is to only map the interventions and record the 
challenges. The study objective will not be influenced by 
the quality of included studies as we are not aiming to 
estimate the efficacy of these interventions.

Plan for analysis
The analysis will include mapping the interventions to 
the respective settings. A tabular format will be used to 
present the data for interventions and the populations 
they were implemented in. Type of intervention, mode 
of intervention delivery and duration of the same will be 
presented with the aid of tables and figures. The results 
will be summarised using narrative synthesis.

Patient and public involvement
Patients and public were not involved in the review.

DISCUSSION
Tobacco consumption is both health and social issue. 
Burden of tobacco and its consumption patterns are 
context specific. Although, the WHO FCTC was ratified in 
the year 2005, there remains gap in the implementation 

of strategic interventions specific to tobacco prevention 
and control. The WHO FCTC provided broad guidelines 
for countries to prevent, manage and evaluate tobacco 
control programmes with a broader aim of reducing global 
morbidity and mortality associated with tobacco use. To 
assist in the implementation of prevention and control 
measures, the WHO suggested MPOWER approach 
covering broad domains related to monitoring and evalu-
ation, education, awareness, ban on marketing and adver-
tisement; other regulatory and legislative tax measures. 
MPOWER interventions intended to reduce both supply 
and demand for tobacco consumption, production and 
distribution. In addition to these measures, there is need 
for sustainable and robust implementation strategies to 
achieve the adherence to the Protocol to Eliminate Illicit 
Trade in Tobacco Products and implementation of WHO 
FCTC 2019–2025 Global Strategy to accelerate tobacco 
control.31 Understanding and implementing tobacco 
prevention and control interventions in humanitarian 
settings is important to achieve equity in global tobacco 
control measures. Although considerable achievements 
have been gained over the past 10 years in humanitarian 
settings, many challenges remain ahead to achieve compli-
ance to smoke- free policy and the prevalence of consump-
tion in humanitarian settings.7 Humanitarian context 
is different in terms of fragile governance and regula-
tions, and thus implementation of interventions need to 
be understood, mapped and evaluated considering the 
social and economic context in these regions. Mapping 
of interventions to MPOWER strategy in humanitarian 
setting and understanding the challenges/enablers of 
implementation will assist in preparing comprehensive 
tobacco control strategies in humanitarian settings.
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