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ABSTRACT 

To assess support available for smokers in Jordan. To assess prevalence of second hand smoking (SHS) in closed areas 
and in public places. To assess compliances with smoking advertisement ban in Jordan.  This national project was a 
cross-sectional study on adults aged 18 to 79 and conducted in five governorates in Jordan. Study questionnaire was 
based on the Global Adult Tobacco Questionnaire (GAT) and data was collected through face-to-face interviews between 
July 2014 and December 2014.  A total of 874 participants with mean age of 33.9±13.3 years were interviewed Cigarettes 
smoking rate was 59.1% amongst males and 23.3% amongst females, while the hookah smoking rate was 18.9% 
amongst males and 23.1% amongst females.   Nearly two-thirds of our sample had tried to quit (69.0%). The most 
commonly reported reasons for failure to quit or relapse: withdrawal symptoms, lack of support, pressure from friends, 
and coping with stress. Only 7.5% of regular smokers reported having received advice from health professionals about 
smoking. There was a high rate of smoking at home and at close worked areas. 72.5% of participants reported that 
someone smoked in closed areas at work in the last 30 days. A large proportion of study participants noticed smoking-
related health promotion activities (86.8%) in the media or in other places. On the other hand, 39.9% of females and 
45.1% of males reported seeing information in the media or public places encouraging smoking. This study provides the 
first published quantitative evidence from Jordan on the poor compliance with smoking cessation laws in closed 
workplaces and in public areas. We strongly recommend revising anti-smoking laws and their application in Jordan.  
There is a need to provide more support to smokers to enable them quitting. Active involvement of health care 
professionals in future anti-smoking programmes is also recommended.  
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INTRODUCTION 
Smoking has become epidemic in many countries in the world [1]. In Jordan, recent figures indicate that 
cigarettes and hookah‐smoking rates are increasing.  A national survey published in 2014 showed a high 
overall smoking prevalence (32.3%; 54.9% males and 8.3% females) [2].  Results from universities also 
support these findings and raise an alarm on the growing burden of hookah smoking in Jordan [3].  
Since late 1990s, Jordan has adopted several strategies to control smoking (e.g. general ban on tobacco 
advertisements, raising public awareness about smoking hazards) [4]. In 2008, the government 

AAddvvaanncceess    

iinn      
BBiioorreesseeaarrcchh  



ABR Vol 6 [5] September  2015 48 | P a g e       ©2015 Society of Education, India 

prohibited smoking in all public facilities including hospitals, health care centres, schools, cinemas, 
theatres, libraries, museums, public and nongovernmental buildings, public transport vehicles, airports, 
closed playgrounds, and lecture halls [5]. Unfortunately, the compliance with these laws is limited and the 
enforcement of the law is extremely poor in most locations, including health care settings [6].  
Advertising of tobacco products can promote smoking behaviour, particularly amongst young age groups 
[6]. Therefore, it is essential to have total bans on tobacco advertising and tobacco industry‐sponsored 
events.  Although these bans have existed for more than 10 years 6, assessment of compliance has not yet 
been conducted. 
World Health Organization (WHO) initiated different strategies to control tobacco across the world. These 
include regulation of the market, litigation and product liability, smoke‐free environments, education, 
public information and support for smoking cessation[7]. However, compliance with smoke‐free laws 
varies between countries 8. E.g. results from China showed the prevalence of smoking in restaurants was 
highest (89.4%), followed by government buildings (59.6%), health care facilities (38.8%), schools 
(37.7%) and public transportation (34.4%) [8].  
A Cochrane Review reported that doctors’ advice to quit smoking increased quit rates significantly 
(relative risk=1.66) 9. Another study showed the duration of doctors’ advice was positively associated 
with high quit rates 10.  This suggests that increasing the frequency and duration of doctors’ advice to 
quit smoking are important actions for tobacco control [10, 11].   
WHO recommends that good surveillance of the tobacco epidemic is one of the keys to success in tobacco 
control programmes [12]. In the current environment of increased smoking in Jordan, it is essential that a 
number of factors be examined: overall smoking burden, support available for smokers in Jordan, health 
advice, reasons for failed attempts to quit, compliance with smoking bans at work and in public places, 
publishing observed rates of smoking cessation in the media and posted in public places and observed 
compliance with bans on pro‐smoking information and tobacco advertising campaigns. This data has not 
been previously published. 
 
METHODOLOGY 
Results published in this paper are based on data collected in the Jordan national smoking study. This 
national project was a cross‐sectional study conducted in five governorates in Jordan: Irbid and Jerash 
governorates in the north of Jordan; Amman and Zarqa governorates in the middle of the country; and 
Karak governorate in the south of Jordan. 
Multistage sampling technique was used in this study, i.e. dividing the whole country of Jordan into three 
regions: Southern, Middle and Northern. Cluster sample for governorates was obtained from each region. 
The main city in each governorate was stratified by socioeconomic status into low, middle and high 
ranges. Two villages and two towns were selected randomly from each governorate. A random sample 
was selected from each area.   
Eligibility criteria 
Inclusion criteria: adults aged 18 to 79 years; speaks Arabic fluently and permanently lives in Jordan. 
Exclusion criteria: not living permanently in Jordan or has lived in Jordan for less than one year; patients 
with psychiatric conditions; and those having difficulty in communication or any other medical conditions 
limiting their ability to complete the survey.  
Study questionnaire:  The Global Adult Tobacco Questionnaire (GAT) was developed as a standard 
approach to monitor adult smoking worldwide. [13] The validated Arabic version was obtained with 
permission for use in this study from the Office of Smoking and Health, National Center for Chronic 
Disease Prevention and Health Promotion, Centers for Diseases Control and Prevention, USA.  We added 
some questions to the baseline characteristics to cover items such as income, region in Jordan, nationality 
and medical history. We piloted the questionnaire in study regions on 30 subjects in each region. The 
questionnaires distributed in the pilot phase were not used in the final analysis.   
The questionnaire was divided into six sections. The first section contained baseline information covering 
demography, educational status, employment, family monthly income, religion and history of chronic 
illnesses.  
The second section covered cigarette‐smoking habits. It included items on number of daily cigarettes, age 
of initiation of daily smoking, reason(s) for smoking, time of day for first cigarettes, previous trial(s) of 
quitting, reasons for not quitting if participant tried unsuccessfully to quit previously; other questions 
addressed health advice received, awareness of smoking cessation helpline and awareness of 
pharmaceutical interventions for smoking cessation. The third section of the questionnaire was on 
hookah smoking. It covered the same questions included in the second section concerning smoking 

Abu-Helalah et al 



ABR Vol 6 [5] September  2015 49 | P a g e       ©2015 Society of Education, India 

habits. The fourth section targeted ex‐smokers. It included questions on duration of smoking and reasons 
for quitting.  
The fifth section was for all participants and included questions on knowledge, attitudes and perceptions 
towards smoking. The sixth section, and last part of this survey, dealt with passive smoking including at 
home, work and public places. It also contained questions on smoking and anti‐smoking programmes. It 
assessed whether or not the participants noticed pro‐smoking campaigns in the media or public places 
during the last 30 days.  
In this paper, we are focusing on the second and sixth sections of this questionnaire, since the remaining 
sections will be published separately.  
Ethical approval for conducting this study was obtained from the Central Ethics Committee at the Faculty 
of Medicine in Mutah University. Regarding confidentiality of the collected data, no personal data (e.g. 
participant’s name, address, telephone number) was reported. 
The questionnaire was administered through face‐to‐face interviews with participants meeting the 
inclusion criteria and agreement to participate in the study.  Interviews were conducted by medical 
students from the fourth‐ to sixth‐year of their academic study at Mutah University. These research 
assistants received two lectures on the topic and four training sessions on completing the study 
questionnaire; the principal investigator conducted all training.  
Sample size calculations 
Data from Jordan Behavioral Risk Factor Survey, conducted in 2004 and published in 2008, showed 
nearly 40% of all adults aged 25 years or older reported having smoked at least 100 cigarettes during 
their lifetime [14]. Age‐standardized prevalence of current smoking was 28% with nearly half of men 
reporting current smoking behaviour compared to 5% of women. 
Past 30‐day hookah‐smoking rates were 59% for males and 13% for females [3]. Therefore, a sample size 
of 385 males and 196 females at 95% significance level and 5% error margin would be sufficient. Being 
conservative, the authors agreed on sampling 530 males and 350 females; this allows for subgroup 
analysis.      
Statistical analysis plan 
Data analysis was carried out using R statistical analysis software version 3.1.2 [15]. Summary statistics 
including smoking habits were obtained and reported as necessary. For all performed statistical analyses, 
a significance level of 0.05 was assumed. The Chi‐squared testing procedure was used to test for 
association between study factors in sections two and six and smoking status for cigarette smokers, 
hookah smokers, ex‐smokers and ‘never smokers’. 
 
RESULTS 
A total of 874 participants with mean age of 33.9±13.3 years were interviewed between July 2014 and 
December 2014. Males comprised 60.5% of study participants. Nearly half of the participants (51.1%) 
were in full time employment, 7.8% were in part‐time employment, 24.1% were unemployed, 9.1% were 
housewives and the remaining 7.8% were retired. Around one‐third of the participants were 
governmental employees and 13.4% were students. Most participants (97.8%) were literate with nearly 
half of them having completed either university education (41.6%) or postgraduate education (10.2%). 
Smoking status of study participants 
The overall prevalence of cigarette smoking in our sample (874) was 59.1% amongst males and 23.3% 
amongst females, while the overall prevalence of hookah smoking was 18.9% amongst males and 23.1% 
amongst females.  
Smoking status of study participants and quit trials are shown in Table 1. The mean number of daily 
cigarettes for regular smokers was 24±14.3, while the mean number of monthly sessions for hookah 
smoking was 32.7±18.4 for heavy hookah smokers and 4.3±2.8 for light hookah smokers. Around one‐
quarter of our sample (28.2%) start smoking within the first five minutes after wakening, compared to 
19.8% who start smoking one hour after wakening.  Nearly two‐thirds of our sample had tried to quit 
(69.0%). The most commonly reported reasons for failure to quit were: withdrawal symptoms (47.8%), 
lack of support (14.9%), pressure from friends (13.0%), and other unspecified reasons (23.6%). For 
smokers who quit and restarted smoking, stress was the most commonly reported reason for relapse 
(52.7%), followed by pressure from friends (19.4%). Interestingly, 29.2% of hookah smokers preferred to 
smoke at home, while 22.9% of them preferred to smoke at coffee shops.  
Health advice and support to smokers: 
Unexpectedly, only 1.9% of regular cigarette smokers and 14.7% of heavy hookah smokers were aware of 
the national smoking helpline and less than half of them (46.9% of regular smokers and 46.0% of heavy 
hookah smokers) were aware of smoking cessation clinics (Table 2). Only 7.5% of regular smokers 
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reported having received advice from health
(21.1%) reported duration of professional advice of less than two minutes, while 24.4% reported 
duration longer than ten minutes. Around one
knowing of pharmaceutical interventions for smoking cessation; electronic cigarettes (45.1%) followed 
by nicotine gum (30.4%) were the most reported interventions.

 

 
Smoking in closed places and public places:
As seen in Table 3, there was a statistically significant difference in rules applied at home for smoking in 
the home by smoking status with significant difference between ‘never smokers’ and the remaining 
groups (P<0.0001 for all group comparisons). There was also statistically s
regular cigarette smokers and ‘never smokers’ in allowing smoking in every room of their 
house/apartment (P=0.004). 
Smoking policies in closed areas at work showed 43.8% reporting it was not allowed in 
work, while 18.2% reported it was allowed in some closed areas. More than one
reported that smoking was allowed anywhere at work. Unexpectedly, 72.5% of participants reported that 
someone smoked in closed areas at work in t
healthcare facility in last month (53.5%) reported seeing someone smoking in the facility. Overall, 81.7% 
of male participants and 76.1% of female participants reported witnessing smoking in cl
the last 30 days.  
Smoking cessation activities in the media and public places
A large proportion of study participants noticed smoking
the media or in other places; this data is shown by gen
4). Although 90.4% of regular cigarette smokers noticed health warnings on cigarette boxes during the 
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reported having received advice from health professionals about smoking. Around one
(21.1%) reported duration of professional advice of less than two minutes, while 24.4% reported 
duration longer than ten minutes. Around one‐quarter of the regular cigarette smokers (26.1%) reported 

owing of pharmaceutical interventions for smoking cessation; electronic cigarettes (45.1%) followed 
by nicotine gum (30.4%) were the most reported interventions. 

Smoking in closed places and public places: 
was a statistically significant difference in rules applied at home for smoking in 

the home by smoking status with significant difference between ‘never smokers’ and the remaining 
groups (P<0.0001 for all group comparisons). There was also statistically significant difference between 
regular cigarette smokers and ‘never smokers’ in allowing smoking in every room of their 

Smoking policies in closed areas at work showed 43.8% reporting it was not allowed in 
work, while 18.2% reported it was allowed in some closed areas. More than one
reported that smoking was allowed anywhere at work. Unexpectedly, 72.5% of participants reported that 
someone smoked in closed areas at work in the last 30 days. Around half of the participants who visited a 
healthcare facility in last month (53.5%) reported seeing someone smoking in the facility. Overall, 81.7% 
of male participants and 76.1% of female participants reported witnessing smoking in cl

Smoking cessation activities in the media and public places 
A large proportion of study participants noticed smoking‐related health promotion activities (86.8%) in 
the media or in other places; this data is shown by gender or smoking status and by promotion site (Table 
4). Although 90.4% of regular cigarette smokers noticed health warnings on cigarette boxes during the 
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Smoking policies in closed areas at work showed 43.8% reporting it was not allowed in any closed area at 
work, while 18.2% reported it was allowed in some closed areas. More than one‐ quarter (28.7%) 
reported that smoking was allowed anywhere at work. Unexpectedly, 72.5% of participants reported that 

he last 30 days. Around half of the participants who visited a 
healthcare facility in last month (53.5%) reported seeing someone smoking in the facility. Overall, 81.7% 
of male participants and 76.1% of female participants reported witnessing smoking in closed areas within 

related health promotion activities (86.8%) in 
der or smoking status and by promotion site (Table 

4). Although 90.4% of regular cigarette smokers noticed health warnings on cigarette boxes during the 



ABR Vol 6 [5] September  2015 

last 30 days, only 27.1% of them reported these health warnings encouraged them to think about 
stopping smoking.  

 

 
Pro-smoking promotions in the media and public places 
Participant awareness of advertisements in the media or public places to encourage smoking is shown by 
gender and smoking status (Table 5). Overall, 39.9% of females and 45.1% of males reported seeing 
information in the media or public places encouraging s
significant difference between ‘never smokers’ and the remaining groups of smokers in reporting seeing 
advertisements encouraging them to smoke. 
Around one‐third of participants (29.2% of females and 31.4%
smoking campaigns; details are shown by gender and by smoking status (Table 6).

 
DISCUSSION 
Although the government of Jordan adopted various strategies and applied several laws to control 
tobacco smoking [14], cigarettes and hookah smoking rates are increasing 
first published quantitative evidence from Jordan on the poor compliance with smoking cessation laws in 
closed workplaces and in public areas. This study also shows that health care
minimal contribution to smoking cessation initiatives as indicated by the small proportion of smokers 
who received advice on smoking cessation. 
More than two‐thirds of smokers in this study reported failing attempts to stop smokin
that smokers in Jordan could be motivated to give up smoking but lack the tools to help them do so. The 
most commonly reported reasons for failing to quit were: withdrawal symptoms, lack of support and 
pressure from friends. Our results a
withdrawal symptoms was one of the main reasons for continued smoking
have their highest intensity in the first week after quitting, particularly during the f
symptoms can be controlled by nicotine replacement products 
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last 30 days, only 27.1% of them reported these health warnings encouraged them to think about 

smoking promotions in the media and public places  
Participant awareness of advertisements in the media or public places to encourage smoking is shown by 
gender and smoking status (Table 5). Overall, 39.9% of females and 45.1% of males reported seeing 
information in the media or public places encouraging smoking. Interestingly, there was no statistically 
significant difference between ‘never smokers’ and the remaining groups of smokers in reporting seeing 
advertisements encouraging them to smoke.  

third of participants (29.2% of females and 31.4% of males) reported knowing about pro
smoking campaigns; details are shown by gender and by smoking status (Table 6).  

Although the government of Jordan adopted various strategies and applied several laws to control 
ttes and hookah smoking rates are increasing [3].  This study provides the 

first published quantitative evidence from Jordan on the poor compliance with smoking cessation laws in 
closed workplaces and in public areas. This study also shows that health care professionals have made 
minimal contribution to smoking cessation initiatives as indicated by the small proportion of smokers 
who received advice on smoking cessation.  

thirds of smokers in this study reported failing attempts to stop smokin
that smokers in Jordan could be motivated to give up smoking but lack the tools to help them do so. The 
most commonly reported reasons for failing to quit were: withdrawal symptoms, lack of support and 
pressure from friends. Our results are consistent with those of studies that showed that relief of nicotine 
withdrawal symptoms was one of the main reasons for continued smoking [16]. Withdrawal symptoms 
have their highest intensity in the first week after quitting, particularly during the f
symptoms can be controlled by nicotine replacement products [17].  
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This study provides the 

first published quantitative evidence from Jordan on the poor compliance with smoking cessation laws in 
professionals have made 

minimal contribution to smoking cessation initiatives as indicated by the small proportion of smokers 

thirds of smokers in this study reported failing attempts to stop smoking. This indicates 
that smokers in Jordan could be motivated to give up smoking but lack the tools to help them do so. The 
most commonly reported reasons for failing to quit were: withdrawal symptoms, lack of support and 

re consistent with those of studies that showed that relief of nicotine 
. Withdrawal symptoms 

have their highest intensity in the first week after quitting, particularly during the first two days. These 
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Social factors also have an important role in smoking cessation and in relapse 
quitting is difficult in the presence of a social environment filled with smokers 
essential to train smokers to cope with peer pressure 
Of those participants who had successfully quit smoking,, stress was 
for relapse, followed by pressure from friends; these reasons were similar to previous studies
24].  Results from Saudi Arabia showed that influence of friends (86.4%) and stressful life events (78.4%) 
were the main reasons for relapse.  Behavioural therapy including stress management sessions have been 
shown to be effective in supporting smokers 
in Jordan [24]. 
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Social factors also have an important role in smoking cessation and in relapse [18].
quitting is difficult in the presence of a social environment filled with smokers 
essential to train smokers to cope with peer pressure [20].  
Of those participants who had successfully quit smoking,, stress was the most commonly reported reason 
for relapse, followed by pressure from friends; these reasons were similar to previous studies

Results from Saudi Arabia showed that influence of friends (86.4%) and stressful life events (78.4%) 
in reasons for relapse.  Behavioural therapy including stress management sessions have been 

shown to be effective in supporting smokers [23]. Therefore, this could be applied in control of smoking 
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[18]. Evidence shows that 
quitting is difficult in the presence of a social environment filled with smokers [19]. Therefore it is 

the most commonly reported reason 
for relapse, followed by pressure from friends; these reasons were similar to previous studies [21, 22, 

Results from Saudi Arabia showed that influence of friends (86.4%) and stressful life events (78.4%) 
in reasons for relapse.  Behavioural therapy including stress management sessions have been 

. Therefore, this could be applied in control of smoking 
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Health care professionals have played a major role in control of smoking in many countries in the world 
[25].  However, this has not been the case in Jordan where only 7.5% of regular smokers reported 
receiving advice from a health care professional on smo
was less than five minutes for around 60% of them.  The UK Government adopted an incentive 
programme for general practitioners to support patients’ smoking cessation; this has proven successful 
[26]. It is recommended that the local authorities should strive to have health care professionals on 
boards of smoking cessation initiatives in Jordan.
Only one‐quarter of participants were aware of pharmaceutical interventions available to help them quit 
smoking. Although nicotine replacement therapies (e.g. Bupropion, Varenicline), are effective in smoking 
cessation [27], our participants had limited knowledge of these products. The alarming result was people 
were more aware of electronic cigarettes than these inter
There has been no solid evidence to support use of electronic cigarettes in smoking cessation. Scientists 
have called for bans on electronic cigarettes due to risk of increased addiction
promotion programmes in Jordan should e
help them, particularly in control of withdrawal symptoms. People should also be aware of the lack of 
evidence to support claims that electronic cigarettes help smoking cessation and the overal
associated with their use. 
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.  However, this has not been the case in Jordan where only 7.5% of regular smokers reported 

receiving advice from a health care professional on smoking cessation. Moreover, duration of this advice 
was less than five minutes for around 60% of them.  The UK Government adopted an incentive 
programme for general practitioners to support patients’ smoking cessation; this has proven successful 

recommended that the local authorities should strive to have health care professionals on 
boards of smoking cessation initiatives in Jordan. 

quarter of participants were aware of pharmaceutical interventions available to help them quit 
though nicotine replacement therapies (e.g. Bupropion, Varenicline), are effective in smoking 

, our participants had limited knowledge of these products. The alarming result was people 
were more aware of electronic cigarettes than these interventions. 
There has been no solid evidence to support use of electronic cigarettes in smoking cessation. Scientists 
have called for bans on electronic cigarettes due to risk of increased addiction
promotion programmes in Jordan should educate patients about available smoking cessation therapies to 
help them, particularly in control of withdrawal symptoms. People should also be aware of the lack of 
evidence to support claims that electronic cigarettes help smoking cessation and the overal
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Around one‐quarter of our sample starts smoking within the first five minutes after wakening, indicating 
addiction to smoking. Muscat, et'al,
predictor of nicotine uptake and could also predict likelihood of success in attempts to quit. These factors 
should be considered in management of individual cases of smoking cessation. 
Second‐hand smoke (SHS) is an established risk factor for coronary heart disease, stroke and lung cancer. 
It is associated with increased overall mortality rates 
public places have been applied strictly in many countries 
study. Our results showed that roughly
reported smoking is not allowed in their homes; there was statistically significant difference between 
smokers and non‐smokers. Similar findings were observed in a recent study from State of Palestine. 
Future health promotion programmes need to target the hazards of smoki
Results from the UK are promising. Assessment of smoke
growing trend towards smoke‐free homes, even when parents themselves are smokers 
hand, a review on SHS in low‐ and middle
are exposed to high rate of SHS in their workplace and at public places 
with this review. Nearly one‐quarter of females and one
any place at their work. Only around half of the participants reported that smoking is prohibited in closed 
areas at their workplace. It is imp
compliance with anti‐smoking laws. 
Compliance with smoke‐free laws varies between countries 
such as governmental building, transportation and health care settings have been reported mainly in 
LMICs [33]. At the other extreme, high
restrictions on smoking with good compliance rates 
viewing smoking was highest in restaurants (89.4%), f
care facilities (38.8%), schools (37.7%) and public transportation (34.4%) 
rates in our study were also in restaurants, but the rate in health care settings and public transportation 
were nearly double those reported in China 
Although a ban on smoking advertisements has been in place since 2009 
of males reported seeing information promoting smoking. The main problem was observed in shops 
where cigarettes are sold. Studies showed the advertisements for smoking are successful in targeting 
non‐smokers, particularly at young age groups 
are still below expectations.  
Other areas for promoting smoking were cigarette marketing campaigns (e.g. sporting events, coupon 
distributions and low‐priced cigarettes). This was reported by around one
that such events are popular in Jordan and in public places. While previous studies were based on 
observations 6, 14, our results provide evidence of the poor compliance with anti
Jordan,.  
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quarter of our sample starts smoking within the first five minutes after wakening, indicating 
Muscat, et'al, [29] Studies have shown that the time to first cigarette is a strong 

predictor of nicotine uptake and could also predict likelihood of success in attempts to quit. These factors 
ered in management of individual cases of smoking cessation.  

hand smoke (SHS) is an established risk factor for coronary heart disease, stroke and lung cancer. 
It is associated with increased overall mortality rates [30].  Smoking bans in closed areas at work or in 
public places have been applied strictly in many countries [31]. Unfortunately this was not the case in our 
study. Our results showed that roughly half of participants had either no rule for smoking at home or 

is not allowed in their homes; there was statistically significant difference between 
smokers. Similar findings were observed in a recent study from State of Palestine. 

Future health promotion programmes need to target the hazards of smoking at home. 
Results from the UK are promising. Assessment of smoke‐free homes shows that there has been a 

free homes, even when parents themselves are smokers 
and middle‐income countries (LMICs) concluded that 

are exposed to high rate of SHS in their workplace and at public places [33]. Our results are 
quarter of females and one‐third of males reported smoking is allowed in 

any place at their work. Only around half of the participants reported that smoking is prohibited in closed 
areas at their workplace. It is important that local authorities inspect workplaces in Jordan and assess 

smoking laws.  
free laws varies between countries [34]. Low compliance figures in public places 

such as governmental building, transportation and health care settings have been reported mainly in 
. At the other extreme, high‐income countries (e.g. Australia) have imposed extensive 

restrictions on smoking with good compliance rates 34. Results from China showed 
viewing smoking was highest in restaurants (89.4%), followed by government buildings (59.6%), health 
care facilities (38.8%), schools (37.7%) and public transportation (34.4%) [35].  
rates in our study were also in restaurants, but the rate in health care settings and public transportation 

reported in China [35].  
Although a ban on smoking advertisements has been in place since 2009 14,  39.9% of females
of males reported seeing information promoting smoking. The main problem was observed in shops 
where cigarettes are sold. Studies showed the advertisements for smoking are successful in targeting 

smokers, particularly at young age groups [36]. Thus, application of the 2009 law and its outcomes 

Other areas for promoting smoking were cigarette marketing campaigns (e.g. sporting events, coupon 
priced cigarettes). This was reported by around one‐third of participants indicating 

that such events are popular in Jordan and in public places. While previous studies were based on 
, our results provide evidence of the poor compliance with anti
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quarter of our sample starts smoking within the first five minutes after wakening, indicating 
Studies have shown that the time to first cigarette is a strong 

predictor of nicotine uptake and could also predict likelihood of success in attempts to quit. These factors 

hand smoke (SHS) is an established risk factor for coronary heart disease, stroke and lung cancer. 
in closed areas at work or in 

. Unfortunately this was not the case in our 
half of participants had either no rule for smoking at home or 

is not allowed in their homes; there was statistically significant difference between 
smokers. Similar findings were observed in a recent study from State of Palestine. 

ng at home.  
free homes shows that there has been a 

free homes, even when parents themselves are smokers 32. On the other 
income countries (LMICs) concluded that adults living in LMICs 

Our results are consistent 
third of males reported smoking is allowed in 

any place at their work. Only around half of the participants reported that smoking is prohibited in closed 
ortant that local authorities inspect workplaces in Jordan and assess 

. Low compliance figures in public places 
such as governmental building, transportation and health care settings have been reported mainly in 

Australia) have imposed extensive 
China showed the prevalence of 

ollowed by government buildings (59.6%), health 
.  The highest viewing 

rates in our study were also in restaurants, but the rate in health care settings and public transportation 

,  39.9% of females and 45.1% 
of males reported seeing information promoting smoking. The main problem was observed in shops 
where cigarettes are sold. Studies showed the advertisements for smoking are successful in targeting 

. Thus, application of the 2009 law and its outcomes 

Other areas for promoting smoking were cigarette marketing campaigns (e.g. sporting events, coupon 
third of participants indicating 

that such events are popular in Jordan and in public places. While previous studies were based on 
, our results provide evidence of the poor compliance with anti‐smoking laws in 
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On the other hand, the majority of study participants did report seeing anti‐smoking information and 
health warnings. However, the effectiveness of these warnings and information should be revised 
considering the increasing rates of cigarette and hookah smoking in Jordan [37].  
In conclusion, we believe SHS is highly prevalent in Jordan. Smokers receive little support in Jordan and 
also have limited knowledge of pharmaceutical interventions. Coping with stress, withdrawal symptoms 
and peer pressure are the main barriers to quitting smoking. Smoking is common in public places in 
Jordan and pro‐smoking advertising campaigns are still very active in the country. We strongly 
recommend revising anti‐smoking laws in Jordan. There is an urgent need for application of the law in 
collaboration with local communities. At the same time, current smokers need more support to enable 
them to quit. We also recommend active involvement by the health care professionals in future anti‐
smoking programmes in Jordan.  
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