
 

٢٠٠٧ ،٦ العدد عشر، الثالث املجلد العاملية، الصحة منظمة املتوسط، لشرق الصحية املجلة




 






   

        
       



    






 










 

٢٠٠٧ ،٦ العدد عشر، الثالث املجلد العاملية، الصحة منظمة املتوسط، لشرق الصحية املجلة



Tobacco use is one of the chief preventable 
risk factors of some 25 noncommunicable 
diseases, many of which are eventually fa-
tal. The World Health Organization (WHO) 
attributes some 4 million deaths annually to 
tobacco consumption, and this is expected 
to rise to 8.4 million by 2020 [1–3]. A report 
by WHO Regional Office for the Eastern 
Mediterranean indicates that the prevalence 
of tobacco consumption among adult males 
in the countries of the Eastern Mediter-
ranean Region (EMR) ranges from 24% 
to 70% among adult males and 3% to 22% 
among adult females, and that these are 
among the highest in the world, especially 
for males [4].

A few studies have estimated tobacco 
prevalence among young people aged less 
than 18 years of age in the United Arab 
Emirates (UAE). The UAE has recently 
participated in the Global Youth Tobacco 
Survey (GYTS) which reported that among 
4178 surveyed schoolchildren aged 13–15 
years, 14.3% of boys and 2.9% of girls were 
current smokers, while 25% of students had 
first tried smoking at under 10 years of age, 
more than 70% had seen a tobacco advertise-
ment, 20% had been offered free cigarettes 
from a tobacco company representative and 
50% had bought their cigarettes from stores, 
80% of whom were not refused purchase 
because of their age [5]. Another study by 
the UAE University in 1999 found that 30% 
of surveyed 15–19-year-old schoolboys 
were smokers [6]. A family health survey 
in 1995, covering 45 830 UAE citizens, re-
vealed that 18.3% of adult males and 0.4% 
of adult females were current smokers [7].

Other studies on tobacco use and its risk 
factors among secondary-school students 
were carried out in other Gulf nations, in-
cluding Bahrain [8], Saudi Arabia [9–12],
Kuwait [13] and Yemen [14], and can be 

compared with high-school students in Bel-
fast [15], Syria [16] and Egypt [17].

In spite of the many studies carried out 
in the EMR on tobacco consumption among 
secondary/high-school students, only a few 
have focused on university students, such 
as studies performed in Saudi Arabia [18],
Jordan [19], Egypt [20], Lebanon [21] and 
Bahrain [22]. Hence, there was a great need 
to bridge the gap in the literature for UAE 
students. This study aimed to estimate the 
prevalence, patterns and risk factors of 
tobacco consumption among students at-
tending the University of Sharjah (UoS). 



The study was cross-sectional, conducted 
during the academic year 2004/05.


Founded in 1997, the UoS is one of the 
leading higher education establishments in 
the UAE, with 4 health-related colleges, 
namely: health sciences, medicine, phar-
macy and dentistry, with an overall student 
population of about 6000, of whom 66% 
(3755) are females, and 34% (1949) males, 
with 9.4% health-related students in 4 col-
leges (2004/05 data).


A stratified proportionate random sampling 
technique was used to select 1290 students 
for the study, representing the 13 differ-
ent colleges of the UoS. The sample size 
estimate was based on an estimated 20% 
prevalence of smoking. Table 1 shows the 
distribution of the 1290 students in the sur-
vey by college.


The data collection tool used in the study 
was a modified version of the standard 
WHO questionnaire and the GYTS ques-
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tionnaires, which have previously been 
validated for use in both their English and 
Arabic versions [23,24]. It was developed 
as an anonymous self-administered ques-
tionnaire by the investigators (all bilingual), 
revised, piloted and edited several times 
before it was finally utilized in its English 
and Arabic versions. 

The study proposal and instrument were 
approved by the College of Health Sciences 
Institutional Review Board.

The questionnaire enquired about demo-
graphic information (age, sex, marital status, 
nationality, field of study, residence, work 
status, pocket money, mother’s and father’s 
education, years in university) and tobacco 
consumption (status, type, frequency, dura-
tion, age at first attempt, family members’ 
and peers’ smoking status, etc.).

Five data collectors (3 women and 2 
men), with a social sciences background 
and experience in supervising student ac-
tivities in UoS and carrying out surveys 
among university students were trained by 
the investigators on how to administer the 




   
    

   

   

   

   

   

   

   

   

   

   

   


study tool. To facilitate data collection, the 
purpose and operation of the study were 
adequately explained to the deans of stu-
dents’ affairs (men and women) as well as 
the deans of different UoS colleges in per-
sonal letters from the principal investigator. 
Deans then asked their faculty to cooperate 
in data collection before/after lectures. The 
data collectors explained the purpose of the 
study to the students, asking for their verbal 
consent, and emphasized the voluntary and 
anonymous nature of the study. 


Data were coded, entered, cleaned and ana-
lysed using SPSS, version 14.0. Analysis 
included univariate, bivariate as well as 
multivariate analytical techniques. This 
included calculation of odds ratios (OR) 
with 95% confidence intervals (CI) and 
corresponding P-values, while multiple 
logistic regression was carried out to iden-
tify variables most predictive of taking up 
the habit of smoking among the surveyed 
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students. P < 0.05 was used as the level of 
significance.



Table 2 shows the characteristics of the 
study population. The total sample was 
1057 students, with a response rate of 82%. 
The age range was 17–37 years, mean 20.9 
[standard deviation (SD) 2.6] years. About 
two-thirds of participants in the survey 
were females (60.7%), more than half were 
UAE nationals (57.2%) and lived with their 
parents (53.9%). Most students were single 
(87.9%) and were from colleges other than 
health and medical sciences (84.0%). About 
two-thirds of students (63.1%) in the sam-
ple were in their junior (3rd) or senior (4th) 
years. More of the students’ fathers had 
university or higher education (44.5%) than 
did the mothers (27.3%). 

A total of 163 students reported smok-
ing, giving an overall smoking prevalence 
(cigarettes and waterpipe) of 15.1%; this 
was 33.0% among males, 3.9% among 
females (Table 3). The mean age of smok-
ers was 22.3 (SD 2.9) years, slightly older 
than the whole sample. Smokers in the 
sample were mostly single (81.0%), males 
(84.6%), non-UAE nationals (62.7%), non-
health majors (89.3%) and living with their 
parents or relatives (64.5%). Table 3 shows 
the characteristics of the student smokers, 
comparing cigarette smokers (prevalence 
of 9.4%) with waterpipe smokers (5.6%). 
While most smokers had 1 or more friends 
who smoked (86.7%), less than one-quarter 
(24.5%) had fathers who smoked. 


The results of bivariate analyses showed 
that the most important predictors of smok-
ing among UoS students in our sample were: 
male sex (OR = 12.2; CI: 7.8–19.0), having 
a smoking friend (OR = 9.8; CI: 6.1–15.8), 
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working (OR = 4.0; CI: 2.6–6.2), non-UAE 
nationality (OR = 2.6; CI: 1.8–3.7), higher 
education of father (OR = 2.1; CI: 1.5–3.0), 
having pocket money of > 500 Arab Emir-
ate dirhams (OR = 2; CI: 1.4–2.9), single 
status (OR = 1.95; CI: 1.25–3.0), having 
a smoking family member (father/mother/
both) (OR = 1.9; CI: 1.3–2.8), and mother’s 
education (OR = 1.76; CI: 1.2–2.6) (Table 4).


Results of multiple logistic regression 
analysis showed that the most important 
predictors for smoking among students in 
our sample were: male sex (OR = 6.1; CI: 
3.2–11.7), having a smoking friend (OR = 
3.3; CI: 1.7–6.4), having a smoking family 
member (father/mother/both) (OR = 2.1; 
CI: 1.2–3.5) and older age group (OR = 1.2; 
CI: 1.0–1.3) (Table 5).



The UAE Ministry of Health (MoH) has 
been implementing important measures 
to combat smoking, whether through ant-
ismoking campaigns with special emphasis 
on primary prevention of smoking among 
adolescents, or establishment of antismok-
ing clinics during the past 8 years across 
the 9 districts of the MoH in the 7 Emirates 
[25].

Nevertheless, smoking still remains 
prevalent among young people in the UAE. 
This study showed that 15.1% of surveyed 
students reported smoking, with a much 
higher prevalence among males (33.0%) 
than females (3.9%). Such figures seem 
to be comparable to other studies in the 
EMR among university students [18–22]
or high-school students [8–17]. The smok-
ing prevalence ranged from 11.8% among 
Cairo University students, Egypt [20] (22% 
among males; 1.7% among females) and 
28.6% among Jordan University of Sci-
ence and Technology students [19] (50% 
among males; 6.5% among females). A 
study of Aga Khan University medical 
students, Pakistan [26], also reported a 
considerable sex difference (17% among 
males; 4% among females). Reported fig-
ures among high-school males in the EMR 
ranged from 16% to 22% in different stud-
ies [6,8,11,12,14,16].

The gender difference is explainable, 
given the local traditions in the EMR, but 
it should be noted that figures here are 
reported ones, and females, despite the 
anonymity of the questionnaire, are less 
likely to report a habit which may be seen as 
a “social stigma”. It has also been observed 
that smoking prevalence is on the rise 
among women in the EMR in recent years, 
especially waterpipe consumption [personal 
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observation]. In our study, it was shown that 
while only 8.9% of cigarette smokers in 
our study were females, 26.2% of reported 
waterpipe smokers were females. 

Being a male with a smoking friend or 
family member was shown by multiple re-
gression analysis in our study to be the most 
predictive factor for being a smoker. In fact, 
having a smoking friend (peer pressure) has 
been shown by this study and many others 
to be consistently linked with smoking of 
youngsters. A Bahraini study reported that 
43% of smokers reported that their best 
friend was a smoker, compared with 15.4% 
among non-smokers [19]. Similar results 
were reported from other Gulf country stud-
ies in Saudi Arabia [9,10], Kuwait [13] and 
Yemen [14].




We conclude, based on the findings in this 
study, that an intensification of efforts is 
needed to prevent young people taking up 
the habit of smoking and to help those who 
consume tobacco to swiftly quit before 

serious complications ensue. Both ciga-
rettes and the waterpipe still attract young 
people, including females, not only in the 
UAE, but also in many other countries of 
the EMR. In fact, one-third of the smokers 
in our study were waterpipe smokers, and it 
was the most common habit among female 
smokers. This points to the need for effec-
tive outreach health education programmes, 
targeting young schoolchildren, in primary 
education, before they take up the habit of 
smoking. Teachers and parents should be 
involved, and the mass and mini media all 
brought into action. 

The message emerging from the role of 
peer pressure in smoking is for role models 
in the community, for example parents, 
teachers (in basic and university educa-
tion), community and religious leaders. The 
health community is no exception here, and 
there is no value of preaching the harmful 
effects of smoking and asking the public to 
avoid or quit the habit, when many health 
professionals themselves are smokers. We 
are a long way from reducing the incidence 
as well prevalence of tobacco consumption 
among students, but combined multisectoral 
efforts are called for without delay.



 

٢٠٠٧ ،٦ العدد عشر، الثالث املجلد العاملية، الصحة منظمة املتوسط، لشرق الصحية املجلة



      


     

    


   



      
   



 

  


     
      
 


 


  


     
     
    
   


 
    
   


      

   


 



     



   
   
    


 





       
     



   
 
    


      
 
    
   


 

   



    
    
    
     


    
 

   
 


 




 

٢٠٠٧ ،٦ العدد عشر، الثالث املجلد العاملية، الصحة منظمة املتوسط، لشرق الصحية املجلة

      


 
 


      
     



     
 

  


     
  
 


 



Workshop on the Framework Convention on Tobacco Control imple-
mentation and reporting
The World Health Organization is organizing a workshop on the Frame-
work Convention on Tobacco Control (FCTC) implementation and re-
porting in Alexandria from 18 to 20 November 2007. 
The objectives of the workshop are to: 

discuss the status of the FCTC implementation at the national 
level;
start the needed work for reporting;
take the needed steps to involve other sectors in the reporting 
mechanism.

Experts from Canada, Djibouti, Egypt, Islamic Republic of Iran, Iraq, 
Jordan, Lebanon, Libyan Arab Jamahiriya, Oman, Pakistan, Qatar, Saudi 
Arabia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates, 
and Yemen as well as WHO concerned staff will be participating in this 
workshop.
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