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BACKGROUND: As smoking is a major risk factor
in India, the objective of present study was to as-
sess smoking patterns, expenditure and aware-
ness amongst smokers and to examine factors
associated with the severity of smoking in Surat
city.

METHODS: Community-based cross-sectional
study was conducted with the use of pre-struc-
tured questionnaire tool targeting 281 current
smokers in the slums of 20 Urban Health Centers.
Smokers were categorized based on pack-years,
which means the number of packs smoked per day
multiplied by the duration of smoking (mild <5,
moderate 5-15, and severe >15), and based on
the number of cigarette/bidis smoked per day
without the duration component (mild <10, mod-
erate 10-19, and severe >20). Factors associated
with severity of smoking were examined within
two approaches with help of Epi-info mediated
analysis.

RESULTS: Lower severity of smoking was associ-
ated with smaller number of family members who

smoke (p<0.001). Groups of mild and moderate-
severe smokers were similar with regards to edu-
cation, socioeconomic class, and awareness
regarding hazards of smoking (p>0.05). With the
influence of friends (50%), about 60% smokers
engage into this habit before the age of 20 years.
Though only 20% of current smokers were not
aware of the consequences of active smoking,
more than 50% did not know about the same for
passive smoking. The lowest socioeconomic class
spends 44% of their income on tobacco products
compared to 7% in the highest class.

CONCLUSION: The study provides insights for in-
formation, education and counseling (IEC) activi-
ties which should take into account health impact
of bidi smoking, low awareness of health impact of
passive smoking, and higher percentage of total
monthly expenditure on tobacco among low-in-
come household resulting in crowding out of ex-
penditures on other needs.

KEYWORDS: tobacco smoke; awareness; expendi-
ture; bidi; India.

Crepeornnbl moTpedaeHns Tadaka, 0CBeIOMJICHHOCTD M 3aTPAThHI HA
Ta0a4yHble U31eJIUsi: pe3yJbTaThl onpoca B ropoae Cypar, Ungus
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AKTYAJIbHOCTb: lMockonbKy KypeHue aBnseTcs
BaXXHbIM DaKTOPOM pucka B MHAMMK, Lenbio AaH-
HOro nccnenosaHus Gblna oueHKa CTepeoTUnoB no-
TpebneHunsa Tabaka, pacxonoB Ha Tabak 1 3HaHWUI O
BIMSIHUW Ha 340POBbe, a Takxe (PaKTopoB, CBA3aH-
HbIX C TSXXECTbIO KYPEeHUS, Cpean KypuiblMKOB ro-
pona Cypar.

METO/bl: O4HOMOMEHTHbIW onpoc 281 Kypuib-
LMKa C UCMosb30BaHNEM CTPYKTYPUPOBAHHOM aH-
KeTbl 6bl1 NpoBeAeH Ha 6ase HaceneHHOro NyHKTa
B Tpywobax, okpyxatowmx 20 ropoaCcKUX LEHTPOB
340poBbs. Kypunblymkos knaccmbuumposanm B 3a-
BMCUMOCTW OT NnokKasaTesns rnayvyko-seT, TO ecTb KO-
JINYECTBa Nnayek, BbIKypnBaeMblX B eHb, NMEepeMHO-
XKEHHbIX Ha KOIMYeCTBO NIeT KypeHus (nerkume —
MeHee 5 nauko-neT, ymepeHHble — 5-15 nayko-neT,
TsKenble — 6onee 15), n B 3aBUCUMOCTU OT KON~
yecTBa curapeT, BblIKkypuBaeMbiX B AeHb, 6e3 yyeTa
LJINTENbHOCTU KypeHus (nerkue — meHee 10 cura-
peT B [leHb, YMepeHHble — 10-19 curapeT B AeHb,
T kenble — 20 n 6onee curapet B AeHb). ®akTopbl
TSXKECTU KYPEHUS, N3MEPEHHON C MOMOLLbBIO ABYX
noaxoAo0B, aHanAn3nposanam C UCNOJSIb30BaHUEM
nporpammbl Epi-info.
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PE3YJIbTATbI: MeHbluas TAXeCTb KypeHusi coyeTa-
Nacb C MEHbLUMM KOJIMYECTBOM KYPSLLUMX YNEHOB
cembn (p<0.001). Mpynnbl KypUIbLUNMKOB pa3nuny-
HOW TSHKECTU He pasnm4yanncb No obpasoBaHuio,
COLMaNbHO-3KOHOMMYECKOMY CTaTyCy, YPOBHIO
3HaHWI 06 onacHoCTN KypeHus. o4 BANSHMEM
npy3en (50%) okono 60% KypunbLINMKOB BOBe-
KatTcsa B KypeHue ao 20 net. XoTsa Tonbko 20% He
3HaNM 0 NOCNeACTBUAX aKTUBHOIO KypeHus, 6onee
50% He 3Hann 0 BANAHUM NACCUBHOIO KypeHUs.
MpeacTtaBuTenn HU3LWEro CouManbHOro Kiacca 3a-
TpaumMBalT Ha KypeHue 44% cBOoMX AOXOA0B MO
cpaBHeHuto ¢ 7% [oXxo[oB nNpeacTtaBuTenei Bbic-
Lwero knacca.

OBCYXJEHWE: WUccnepoBaHne gaet nHbopMaunio
AN MTPOCBETUTENbCKUX AENCTBUIM, KOTOPble
AOJDKHbI MPUHMMATbL BO BHUMaHWE BAUSHWE Ha 340~
poBbe KypeHus 6uamn, HU3Ky 0CBEAOMIIEHHOCTb O
BIMSIHUW Ha 340POBbe MAaCCMBHOIO KypeHus, a
Takxe 6osiee BbICOKYO L0/ PacxoAoB Ha Tabak B
6roaxeTe ManoMMyLLNX KypublWMKOB, YTO BEAET K
BbITECHEHMIO PAaCXOA0B Ha Apyrue BaxKHble noTpeb-
HOCTW.

KJTKOYEBBLIE C/TOBA: TabauHbl AblM, OCBEAOMJ/IEH-
HOCTb, pacxoabl, 6uan, NHaus.
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INTRODUCTION

Today, around the world, tobacco is
one of the most widely distributed
and commonly used drugs (Mak-
wana, Shah, & Yadav, 2007). There
are more than one billion smokers
worldwide with nearly 80% of
them living in low- and middle-in-
come countries (World Health Or-
ganization [WHO], 2011).
Globally, around five million
deaths every year are attributable to
direct tobacco use, which is the
largest preventable cause of death
(WHO, 2012).

In India, among people aged 30
years and over the mortality due to
tobacco use is 206 per 100,000 in
men and 13 per 100,000 in women
with proportion of deaths attributa-
ble to tobacco reaching 12% for
men and 1% for women (WHO,
2012).

Bidi, typically made with Indian
tobacco, hand wrapped in a temb-
hurni leaf, nabbed on one end and
bound with a thin string, is the tra-
ditional Indian smoking product
(Gajalakshmi et al., 2003; Gupta,
Murti, Bhonsle, 1996; Rapiti, Jin-
dal, Gupta, & Boffetta, 1999). In
comparison to bidi, cigarette smok-
ing is a relatively new habit in
India with its prevalence increasing
steadily only in the past 40 years
(The World Bank, 2011). Globally,
tobacco is responsible for 14% of
all deaths related to non-communi-
cable diseases (NCD), whereas in
India it is responsible for 9% of all
deaths related to NCD (WHO,
2012).

In majority of smokers, tobacco
usage starts before the age of 19
years with adverse health effects
cumulating over a longer period of
lifespan, which ranges from lung
and other cancers, cardiovascular
diseases and stroke to infertility,
spontaneous abortions and still-
births; in both smokers and sur-
rounding non-smokers due to
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effects of passive smoking (Center
for Disease Control [CDC], 2002;
CDC, 2008; Makwana et al., 2007,
US Department of Health &
Human Services, 2004).

In addition to the various health ef-
fects, smoking also lays a cata-
strophic burden on family budget
(Alachkar, 2008). In smoking
households, expenditure on ciga-
rettes and tobacco constitutes a re-
markable percent of total
household expenditure (Alachkar,
2008). Some studies on India have
found that tobacco-consuming
households had lower use of cer-
tain commodities such as milk, ed-
ucation, clean fuels, and
entertainment with more direct bur-
den on women and children; the vi-
cious cycle of higher likelihood of
smoking being associated with
lower spending on education,
which again in turn being associ-
ated with higher smoking, and
clearly leads to negative intergener-
ational consequences (Hu, Mao,
Liu, De Beyer, & Ong, 2005; Rijo,
2008; Wang, Sindelar, & Busch,
2000).

One problem that has been consis-
tently faced by all researchers in
studying smoking and its conse-
quences is the precise quantifica-
tion of the burden of smoking. A
widely used approach is calculating
pack-years based on number of cig-
arettes smoked per day and the du-
ration of smoking with one pack
equaling 20 cigarettes (“National
Cancer Institute definition of pack
year”, n.d.).

There is a wide regional difference
in smoking patterns in India with
prevalence of cigarette/bidi smok-
ing among men ranging from as
high as 73.6% in Mizoram to as
low as 13.6% in Goa (International
Institute for Population Sciences
[TIIPS] & Macro International,
2007). In Gujarat, the prevalence of
cigarette/bidi smoking is 26.1% in
men and 0.6% in women (IIPS &
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Macro International, 2007). There
is also a wide difference in rural
and urban areas with prevalence of
cigarette/bidi smoking being 35%
and 28.7% in men, respectively
(ITPS & Macro International,
2007). So the study findings in any
particular region cannot accurately
describe smoking pattern of an-
other region (IIPS & Macro Inter-
national, 2007). The objective of
our study is to investigate the pat-
terns of smoking and related ex-
penditures along with awareness
about its hazards among current
smokers as well as to categorize in-
dividuals for severity of smoking
and to explore its correlates in the
Surat city of Gujarat, as there is not
much literature available from this
region.

METHODS

In the month of October, 2010, a
rapid cross-sectional survey was
carried out among the smokers re-
siding in the slum areas nearest to
20 UHCs (Urban Health Centers)
of Surat city. The 20 UHCs were
selected randomly by lottery
method after obtaining a complete
list of all 34 UHCs from Surat Mu-
nicipal Corporation. Smokers from
each UHC-catered slum area were
selected by doing a house-to-house
survey. The goal was to cover 15
smokers from each UHC-covered
slum aiming at 300 altogether. Se-
lection of subjects from different
UHC areas was aimed at obtaining
an equal representation from every
part of the city. The survey was
stopped in each area when first 15
smokers were covered regardless
of refusal. The response rate for all
UHCs was 93% with on average
one subject out of 15 refusing per
UHC. So, the final sample size ob-
tained was of 281 subjects.

An oral informed consent was ob-
tained from all the participants.
Those participants who voluntarily
consented for participation were
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subjected to in-depth interviews
using semi-structured question-
naire. Only current smokers who
have smoked tobacco in any form
at any point of time during last
month were included.

The semi-structured questionnaire
was prepared after a detailed litera-
ture review followed by piloting of
20 subjects in one UHC area to
check for feasibility and necessity
of corrections. Data of subjects in-
terviewed in the piloting stage were
not included into the analysis. The
survey tool focused on assessing
demographic variables, smoking
patterns, and knowledge about haz-
ards among smokers.

Data analysis

Double data entry was done in an
Excel sheet. Based on the compiled
data, using the standard formula
from the National Cancer Institute,
USA, pack-years were calculated
for each individual by multiplying
the number of packs of cigarettes
smoked per day by the number of
years the person has been smoking,
where one pack equaled 20 ciga-
rettes. Assuming four bidi equal in
its nicotine content to one cigarette
(Gajalakshmi et al., 2003; Malik,
1974; Malson, Sims, Murty, Pick-
worth, 2001; Mohan et al., 2006),
for bidi smokers the above index

GO0

Table 1: Smoking pattern (n=281)
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Parameter Frequency
(Percent)
Type of smoking
Bidi 208(74.0)
Regular cigarette 73(26.0)
Associated substance abuse (Multiple response)
Chewable tobacco 46(16.4)
Alcohol/Country liquor 30(10.7)
Gutka/Mawa 26(9.3)
Tabkhir 4(1.4)
Number of associated substances of abuse
None 192(68.3)
One 74(26.3)
More than or equal to two 15(5.4)
Smoking severity based on pack-years(p-y)
Mild smoker(<5 p-y) 236(84)
Moderate smoker(5-15 p-y) 43(15.3)
Heavy smoker(>15 p-y) 2(0.7)

Smoking severity based on number of bidi/cigarettes smoked per day

Mild smoker(<10 bidi/cigarettes)
Moderate smoker(10-19 bidi/cigarettes)
Heavy smoker(=20 bidi/cigarettes)

Age of smoking initiation
<10 years

Pre-pubertal (11-13 years)
Pubertal (14-16 years)
Post-pubertal (17-20 years)

> 20 years

Duration of smoking (in years)
<11
11-20
>20

Ever tried to quit smoking in the past

170(60.5)
31(11)
80(28.5)

15(5.4)
5(1.8)
33(11.7)
121(43.1)
107(38.0)

107(38.1)
116(41.2)
58(20.7)

126(44.8)
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Figure 1: Absolute cost per month spent on substances of abuse

(n=281)
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was further multiplied by 0.25 to
derive pack-years for bidis.

The smokers in the study were di-
vided into mild, moderate, and
heavy smokers using two different
approaches. The first approach was
based on pack-years: smokers with
<5 pack-years were considered as
mild, 5-15 pack-years as moderate,
and >15 pack-years as severe
smokers. The second approach was
based only on numbers of ciga-
rettes/bidi smoked per day regard-
less of the duration component
from pack-years: smokers with less
than 10 cigarettes/bidi per day were
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considered as mild, 10-19 ciga-
rettes/bidi per day as moderate, and
20 or more cigarettes/bidi per day
as severe smokers. As there were
only two individuals under heavy
smoker category when using the
first approach, for the purpose of
analysis we clubbed moderate and
heavy smokers into one category.
The same was also done for the
second approach to maintain uni-
formity.

For both approaches, comparison
of mild and moderate-heavy smok-
ers was conducted with the use of
Epi Info 7 with respect to demo-
graphic and other variables to ex-
plore the difference between the
two groups. Chi-square test of in-
dependence with calculation of
crude odds ratios in 2x2 tables was
used for categorical variables.

RESULTS

All 281 participants in the sample
were males and 78.7% of them
were either illiterate or educated up
to primary level only. Majority of
participants (73.6%) in the study
were laborers and semi-skilled
workers. When the subjects were
classified based on socioeconomic
status as per Modified Prasad’s
classification, 68% were falling in
class two (Kumar, 1993; Prasad,
1961). Categorization of individu-
als for severity of smoking based
on two approaches is given in
Table 1.

As seen from Table 1, 174 (62%)
of participants in the study had
their first puff before the age of 20
years. As for the duration of smok-
ing, 61.9% of the current smokers
in the study have been smoking for
more than 10 years.

Average amount spent on all types
of psychoactive substances used
per month was found to be 348.5
(SD 360.9) Rupees, which consti-
tutes on average 11.3 (SD 11.6)
percent of monthly income.
Though absolute amount spent on
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Table 2: Awareness regarding smoking hazards, family history

and expenditure (n=281)

Parameter Frequency

(Percent)
Aware of hazards of active smoking 249(88.6)
Aware of hazards of passive smoking 135(48.0)

Reported hazards of passive smoking in those who said they were aware

(Multiple response) (n=135)

Respiratory problems in general 45(33.3)
Cough 14(10.4)
Asthma /Bronchitis 4(2.96)
Lung infection, Pneumonia, TB 7(5.19)
Cancer 27(20.0)
Problems to others 8(5.93)
Don’t know 50(37.04)
Total number of family members with history of substance abuse
None 63(26.6)
One 10(3.5)
Two 100(35.6)
More than two 82(29.2)
First introduced to smoking by
Self 89(31.6)
Parents 7(3.0)
Sibling/Cousin 12(5.1)
Other relatives 17(7.2)
Friends 126(53.2)
Colleague 7(3.0)
Neighborhood 5(2.1)
Percent of monthly income spent on abuse
<6 108(38.4)
6-10 76(27.0)
>10 84(29.9)

psychoactive substances is lower
among lower socioeconomic class
(Figure 1), they spend more as a
percentage of total income due to
lower average income in compari-
son to higher socio-economic class
(Figure 2).

Approximately 249 (90%) and 135
(50%) of smokers under study had
knowledge of active and passive
smoking being harmful, respec-
tively; however, asked about what
harms it caused, 37% didn’t know
the answer. Enumerated harms are
presented in Table 2. Those who
were knowledgeable about the
harmful effects of smoking were
found significantly more likely to

Tobacco control and public

be mild smoker at p<0.05 with Chi-
square test as evident from Table 3
for approach 1. It is known that
young smokers are more aware of
the harms of smoking. Younger
smokers due to their age also have
shorter duration of smoking and
hence less pack-years. Hence, to
control for the possible confound-
ing effect of age on the relation be-
tween awareness and severity,
adjustment for age was done. The
age-adjusted odds ratio for aware-
ness and severity is 1.78 (Confi-
dence interval: 0.1-4.2), which is
non-significant. Using the second
approach, no association between
awareness of smoking harms and

health in Eastern Europe | 2012, Vol.2, No.1
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severity of smoking (OR=1.41,
CI=0.7-2.9, p-value=0.36) was
seen as well.

A majority — 161 (64.6%) smokers
— were not able to quit smoking
due to compulsive habit as the
main reason for continuing smok-
ing despite being aware of its
dreadful consequences as seen
from Figure 3. About half 22 (48%)
of moderate-heavy and 104 (44%)
of mild smokers had past history of
unsuccessful attempts to quit,
which indicates their probable will-
ingness to quit, but failure due to
lack of proper guidance and sup-
port, which is an unmet demand for
smoking cessation help.

Factors associated with the severity
of smoking are shown in Tables 3
and 4. On applying Chi-square test,
no statistically significant associa-
tion was found between education
and severity of smoking based on
pack-years (OR=1.72, CI=0.8-3.8,
p—value=0.17) (Table 3). The non-
significant relation persisted even
after removing the duration compo-
nent from the model as seen from
Table 4 (OR=1.92, CI=0.9-2.6, p-
value=0.13). Similarly, on applica-
tion of Chi-square for linear trend,
socioeconomic class and severity
of smoking were also not found to
be significantly associated in both
models (p=0.26).

On application of Chi-square for
linear trend, it becomes evident
that as the total number of smoking
members in the family increases,
the chances of remaining a mild
smoker decrease for a subject
(p<0.01) (Tables 3 and 4).

DISCUSSION

National Family Health Survey
(NFHS-3) and other large scale
surveys in India have shown higher
prevalence of cigarettes/bidi smok-
ing amonyg illiterates (50.1% men
and 3% women) and lowest income
quintiles (42.9% men and 3.3%
women) in comparison to literates

TOBACCO CONTROL

Table 3: Factors associated with severity of smoking based on

pack-years, approach 1 (n=281)

Parameter Frequency  (Percent) Crude OR Cl P-value
Mild Moderate-
severe
Education vs. Smoking severity
llliterate 71(88.7) 9(11.3) 1.72 0.8-3.8 0.17
Literate 165(82.1)  36(17.9) 1.00
Socioeconomic status vs. Smoking severity
Lower 10(83.3) 2(16.7) 1.00 - 0.26
Middle 190(85.2)  33(14.8) 1.15 0.2-55
Upper 36(78.3) 10(21.7) 0.72 0.1-3.8
Total family members smoking vs. Smoking severity
One 102(92.7) 8(7.3) 1.00 - 0.004
Two 64(78.1) 18(21.9) 0.28 0.1-0.7
Three 45(81.8) 10(18.2) 0.35 0.1-0.9
Four 25(73.5) 9(26.5) 0.22 0.1-0.6
Knowledge of harmful effect vs. Smoking severity
Yes 213(85.5)  36(14.5) 2.31 1.0-5.4 0.04
No 23(71.8) 9(28.1) 1.00
Knowledge of harmful effect vs. Smoking severity (Adjusted for age)
Lowest quartile age group(<30) 1.78* 0.7-4.2 0.44t
Second quartile age group(31-36) 047t
Third quartile age group(37-45) 0.01t
Highest quartile age group(=46) 0.73t

* Adjusted OR for age
T Fisher-exact values have been used

(20.1% men and 0.1% women) and
highest quintiles population (21.7%
men and 0.2% women) (IIPS &
Macro International, 2007; Rani,
Bonu, Jha, Nguyen, & Jamjoun,

2003). In the present study, we
found 71.5% smokers were liter-
ates and 68% were belonging to so-
cioeconomic class two (Kumar,
1993; Prasad, 1961). Additionally,
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Figure 2: Percent of income spent on substances of abuse in
each socioeconomic class (n=281)
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Table 4: Factors associated with severity of smoking based on
number of cigarettes/bidi smoked per day, approach 2 (n=281)

Parameter Frequency(Percent) OR Cl P-value
Mild Moderate-
severe
Education vs. Smoking severity
Iliterate 54(67.5) 26(32.5) 1.52 0.9-2.6 0.13
Literate 116(57.7)  85(42.3) 1.00
Socioeconomic status vs. Smoking severity
Lower 9(75.0) 3(25.0) 1.00 - 0.26
Middle 135(60.5)  88(39.5) 0.51 0.1-1.9
Upper 26(56.5) 20(43.5) 0.43 0.1-1.8
Total family members smoking vs. Smoking severity
One 90(81.8) 20(18.2) 1. - 0.000
Two 36(43.9) 46(56.1) 0.17 0.1-0.3
Three 33(60.0) 22(40.0) 0.33 0.2-0.7
Four 11(32.4) 23(67.6) 0.1 0.0-0.2
Knowledge of harmful effect vs. Smoking severity*
Yes 153(61.4)  96(38.6) 1.41 0.7-2.9 0.36
No 17(53.1) 15(46.9) 1.00

*As duration component is removed, age can no longer be a confounder, hence

not adjusted

no association was found between
the education and socioeconomic
class, on the one hand, and the
severity of smoking in both ap-
proaches, on the other. This can de-
rive from the insufficient variance
in variables of education and so-
cioeconomic status due to the se-
lection of all study participants
from slums only, which is a limita-
tion of present study.

Bidis are hand-rolled cigarettes
originating in India and due to their
lesser cost than cigarettes, are more
popular among slum dwellers
(Mohan et al., 2006) as confirmed
by the present study with three
quarter subjects found to be bidi
smoker. Important consideration
here is the fact that though bidis are
conventionally believed by the
population to be less harmful than
cigarettes due to their lower to-
bacco content (215.3 mg in bidi
against 738.6 mg in cigarettes),
many recent studies have shown
bidis to deliver carbon monoxide
(CO) and presumably other toxic

30 | Kanan T. Desai et al.

components in equal or greater
amounts than conventional ciga-
rettes (Malson et al., 2001). As
three quarters of subjects in the
present study were bidi smokers,
emphasis on equivalent harms of
bidi in all information, education,
and counseling (IEC) activities and
materials is needed. Further re-
search of local tobacco products is
necessary as well.

Additionally, very similar to
NFHS-3 showing that 42.8% of
male smokers use more than 10
bidi/cigarettes per day (IIPS &
Macro International, 2007), our
study has found this to be around
40%. The health hazards of smok-
ing are proportional to the number
of cigarettes/bidi smoked per day
and therefore this burden of 40% is
quite disturbing. In addition to this,
based on pack-years calculation,
mild, moderate and heavy male
smokers constituted 84%, 15.3%,
and 0.7% respectively. The same
classification based on number of
cigarettes/bidis smoked per day

ORIGINAL STUDY

found the proportions to be 60.5%,
11% and 28.5% respectively which
differs from an African study find-
ings of 40%, 33% and 27% respec-
tively among total population
(Okuyemi, Ahluwalia, Richter,
Mayo, & Resnicow; 2001) which
translates into a larger percentage
of heavier smokers than in our
study.

An important fact about smoking
initiation is that despite being
aware of the harmful effects of to-
bacco, many youngsters experi-
ment with smoking during
adolescence to gain social approval
from peers as well as to look like
adults, and once having experi-
mented approximately 50% con-
tinue to smoke and become
addicted (Makwana et al., 2007).
Makwana et al. (2007) show that
61.69% of adolescent smokers
have started tobacco smoking with
friends (53.2% in present study),
11.03% have done so with parents
(3% in present study) and 7.79%
with sibling (5.1% in current
study). Other epidemiological stud-
ies have also rated peer effects
stronger than parental in influenc-
ing adolescents smoking
(Avenevoli & Merikangas, 2003).
Similarly, Madan Kumar, Pooorni
& Ramachandran (2006) showed
the smoking prevalence among
school-going adolescents to be
44.25% and 25.6% for boys and
girls respectively. The current
study shows that more than 60%
subjects have started smoking be-
fore the age of 20 years under the
influence of friends (50%). But due
to this the role of family will not be
dampened as evident from signifi-
cant association between the num-
ber of family members who smoke
and the severity of smoking
(p<0.001). Obviously, both peer
and familial factors are important.

Another important finding of the
current study is the past unsuccess-
ful quit attempt among 44% of the
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current smoker, which was around
60% in one Thai survey of police
officers (Vitavasiri & Pausawasdi,
2009). These attempts indicate the
willingness to quit but failure to do
so due to the developed depend-
ence.

Moreover, though around 80% of
the smokers in current study were
aware of the health outcomes of ac-
tive smoking, less than half were
aware of the same regarding pas-
sive smoking. Even among those
who were aware, more than 30%
could not enumerate the harmful
effects. Another study in Andhra on
college students found about one in
three smokers were unaware of its
harmful effects (Gavarasana,
Doddi, Prasad, Allam, & Murthy,
1991). The study would have
thrown more light in the area if
component of awareness and opin-
ions regarding Control of Tobacco
Product Act (COTPA) had been in-
cluded in the study. Future research
in the direction should be carried
forward. Intensive IEC activity in
public through mass media empha-
sizing on second-hand smoke haz-
ards on family and society in
addition to adverse effects of active
smoking; as well as the rights of
the public in context of passive
smoking; and legal aspect of ban
on public place smoking and fine
under COTPA; also needs to be
carried out.

Medication & Other |2
Stress Reliever
Pleasurable/Enjovable

Not able to quit

0 50

In addition to the smoking pattern
discussed above, economical impli-
cation of addiction is an important
area to be studied. Similar to the
present study, a Syria-based study
depicted that while households
with lower-than-average income
tend to spend (on average) around
the same amounts on all tobacco
products as higher-income house-
holds, average spending on all to-
bacco products as a percentage of
total monthly expenditure is higher
among low-income household due
to their overall low income result-
ing in crowding out of expenditures
on other requirements (Alachkar,
2008; Hu et al., 2005). This is an
important finding to be incorpo-
rated in the behavior change com-
munication (BCC) of smokers by
explaining them their amount of
spending and possible saving if
quit.

Despite of certain limitations like
small sample, no differentiation by
health centers, and lack of variance
with respect to demographic vari-
ables due to entire population being
from slum areas, in general the
study adds important knowledge
regarding tobacco epidemiology of
the study area as limited data is
available from the region. But for
the extrapolation of results to wider
population and for policy decisions
larger sample survey in the region
needs to be carried out.

I
I (<!
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Figure 3: Reasons for continued smoking (n=281)
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CONCLUSIONS

While more than three quarters of
the smokers were aware of the
harms due to active smoking, less
than half of smokers were aware of
the hazards of passive smoking.
Moreover, even out of those who
were aware more than a quarter did
not know what exactly the passive
smoking adverse effects were. This
indicates the need of emphasizing
the second-hand smoke effects in
IEC activity among smokers as
well as general population.

Familial as well as peer factors
were shown to be important in es-
tablishing smoking. Lower severity
of smoking was associated with
smaller number of family members
who smoke.

Average spending on tobacco prod-
ucts as a percentage of total
monthly expenditure is higher
among low-income household re-
sulting in crowding out of expendi-
tures on other requirements.

Equivalent emphasis on harms of
bidi smoking in all IEC activities is
the need of the hour.
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