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Introduction

India is theworld’s second-largest tobacco user. Inmost states
of the country, the popularityof all formsof tobaccoconsumed
bymen has been found to be high (usually greater than 50%).1

Inaddition, anationwideassessment (survey)of tobaccouse in
India foundthat20.5%ofpeoplearetobaccochewersand16.2%

are current smokers. According to this poll, beedi is the most
prevalent method of tobacco use, followed by cigarette smok-
ing. Pan along with tobacco is a highly preferred combination
among tobacco chewers.2 This has contributed to a rapid
increase in tobacco-associated oral problems.

Studies have revealed that India has the highest riskof oral
cancer in the world.
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Abstract The prevalence of all types of tobacco use among men has been reported to be high in
most parts of India (generally exceeding 50%). Nearly 95 to 100% of tobacco users
develop periodontal diseases that have a diminishing effect on oral health.
A structured paper-based self-administered questionnaire comprising 15 close-ended
questions was formulated for the purpose of data collection for this cross-sectional
survey and a sample size of 323 was estimated. Total enumeration sampling method
was followed. A significant gender-wise and socioeconomic-status-wise difference was
observed based on the form of tobacco used. In this cross-sectional study, 54 (16.7%)
individuals began the habit before the age of 15 years, of which 14.2% of the individuals
used the smoked variant and 2.4% of the individuals used the smokeless variant of
tobacco.
Total 265 (82%) individuals were aware that the habit was injurious to their health, of
which 90% males and 86.4% females were aware of the harmful effects of the habit.
While the awareness among the upper socioeconomic group was higher, the lower
socioeconomic group displayed a lower level of awareness.
To advocate effective tobacco cessation programs, understanding the dependence on
tobacco habit and their knowledge and attitude toward quitting tobacco plays a major
role. Hence the present study was conducted with an objective to assess the knowledge
and attitude of the patients toward tobacco cessation.
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Annually, roughly 7% of all cancer deaths in males and 4%
in females are attributable to tobacco-related oral malignan-
cies.3 Similarly, estimates indicate that 56,000 new cases of
tobacco-related oral malignancies emerge every year, which
would result in more than 100,000 people suffering from
these illnesses in society at large in any given year. Nearly 95
to 100% of cigarette smokers acquire periodontal disorders,
which have a negative impact on their dentition. Therefore,
the manifestation of tobacco-related oral disease has a
detrimental effect on the patient’s oral health and standard
of living.4

While tobacco usage is falling in many first-world coun-
tries, it continues to grow in emerging countries like India.
According to the recent Global Adult Tobacco Survey (GATS),
India comprised of 275 million active users of tobacco in
2009 to 2010 (nearly 35% of adults): most of them utilized
smokeless tobacco (164 million), and 42 million consumed
both types of tobacco.5 An approximated one million indi-
viduals die annually owing to tobacco-linked ailments in
India. In order to decrease the impact of tobacco-related
diseases and fatalities, we require a combination of
approaches targeted at averting the initial consumption of
tobacco by nonusers and the discontinuation of tobacco use
among existing users. More than half of current tobacco
users may die from tobacco-linked illnesses if they do not
quit.6 Giving up tobacco is the only strategy to help existing
tobacco users avoid tobacco-related death and morbidity in
the near future.

Frequent consultation is important in reinforcing the need
of quitting tobacco at every clinical visit, which occurs by
means of counseling by health workers, which not only
increases quitting rates but is also relatively cost-effective,
because health care services are used by a large percentage of
tobacco users.7 Increased understanding of the public health
hazards of tobacco consumption, specifically smoking, has
directed the establishment of the World Health Organiza-
tion-Framework Convention onTobacco Control, and numer-
ous preventives and awareness building along with
treatment initiatives are being implemented globally. These
approaches are likely to reduce tobacco consumption among
the general population. However, smoking rates for people
with a drug use disorder remain high and constant.8

To advocate effective tobacco cessation programs, under-
standing the dependence on tobacco habit and their knowl-
edge and attitude toward quitting tobacco plays amajor role.
Hence the present study was conducted with an objective to
assess the knowledge and attitude of the patients toward
tobacco cessation.

Materials and Methods

The present study was conducted in a rural satellite center
belonging to a tertiary dental school in South India. Ethical
clearance was procured from the Institutional Ethics Com-
mittee (Ref. No. ETHICS/ABSMIDS/293/2022). A structured
self-administered questionnaire consisting of 15 close-end-
ed questions was created for the purpose of data collection
for this cross-sectional survey. A total enumeration sampling

methodwas followed and all patients reporting with tobacco
chewing habit were included in the study. Based on the pilot
study that was conducted, estimating a proportion of 0.3,
precision of 5%, and desired confidence level of 95%, a sample
size of 323 was estimated.

After an exclusive literature review, an English draft
questionnaire underwent evaluation for content and face
validity by a panel of experts, utilizing a 9-point criterion
suggested by Oluwatayo.9 The subject matter experts objec-
tively scored the questionnaire, resulting in a face validity
score of 1.7 out of 3, indicating above-average validity. The
experts assessed clarity, comprehensiveness, and appropri-
ateness of the questionnaire’s constructs, and an Aiken’s V
index score of 1.0 highlighted unanimous agreement among
raters, reinforcing the instrument’s reliability with a Cron-
bach’s α of 0.8.

Given the study’s rural satellite center location where
Kannada was predominantly spoken, the questionnaire un-
derwent transliteration into Kannada. The translation pro-
cess involved forward translation by the primary investigator
and a Kannada Professor, followed bya bilingual expert panel
addressing inadequacies and discrepancies. The translated
instrument was then back-translated into English by an
independent translator, resulting in a refined Kannada ver-
sion. The Kannada questionnaire underwent face and con-
tent validity assessment, mirroring the process used for the
English version. Face validity scored 1.8 out of 3, and an
Aiken’s V index of 1.0 reiterated reliability with a Cronbach’s
α of 0.8. The final questionnaire, divided into demographic
and knowledge/attitude sections, was administered to 323
respondents, with 22.3% receiving the English version and
77.7% the Kannada version.

The collected responseswere entered intoMicrosoft Excel
and statistical analysis was done using IBMSPSS Version 23.0
(IBM Corp., Armonk, New York, United States). Descriptive
and inferential statistics like chi-squared and Fisher’s exact
tests were applied.

Results

Total 323 subjects responded to the questionnaire with a
mean age of 40.03�13.15 years. The study was dominated
by males, which accounted for nearly 3/4ths of the total
participation, while the females accounted for just over 25%
participation. Just over 75% of the participants were married
while the remainder were single. The participants were
grouped based on their socioeconomic status (SES) using
the modified Kuppuswamy socioeconomic scale.10 The
greatest representation belonged to the upper-lower (33.1)
and the lower-middle (30.3) SES groups, while the lowest
representation came from the upper (3.7) socioeconomic
group.

The smoked tobaccowas used by 171 (52.9%) participants
followed by smokeless the form, 72 (22.3%). Among the
participants, 58.2% males preferred smoked tobacco and
37.8% females preferred smokeless form of tobacco. All the
participants belonging to the upper class preferred the
smoked form of tobacco as compared to the 76.5% from
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the upper-middle class, 55.1% from lower-middle, and 41.1%
from the upper-lower class (►Table 1). A significant gender-
wise (►Supplementary Table S1) andSES-wisedifferencewas
observed based on the form of tobacco used (p¼0.000;
►Supplementary Table S2). The age of initiation of the habit
formajorityof the individualswas16 to30years (236 [73.1%]);
54 (16.7%) individuals started the habit before the age of
15 years. The age of initiation for majority of both males and
females was 16 to 30 years with no statistical difference
between the same (p¼0.175; ►Table 1). Among the SES
groups, majority of the participants reported an initiation
age of 16 to 30 years in all the groups with no statistically
significant difference (p¼0.082). Overall, 158 (48.9%) individ-
uals had an exposure of less than 10 years to thehabit and 103
(31.9%)hadanexposureof11 to20years; 45.1%males and60%
females had 0 to 10 years of exposure to the habit. However,
this difference was not statistically significant (p¼0.058).
According to the SES, 58% of the upper class, 54.6% of the
upper-middle, 43.8% of the lower-middle, and 59.8% of upper-
lower-class individuals had an exposure of 0 to 10 years
whereas 33.33% of the lower class had an exposure of 20 to
30 years, and this difference was statistically significant
(p¼0.000;►Supplementary Table S2). On assessing the habit
of reading warning labels on tobacco products, 90.9% males
and 86.4% females read the warning labels. No significant
difference based on gender-wise difference was present
(p¼0.378; ►Table 1). Similarly, majority of the individuals
in all SES groups read the warning labels and this difference
was not statistically significant (p¼0.100). Also, 90% males
and 86.4% females were aware of the harmful effects of the
habit and this difference was statistically significant
(p¼0.016; ►Supplementary Table S1). While the awareness
among the upper SES was higher (100%), the lower SES group
displayed a lower level of awareness (71.4%) as compared to
the other SES groups, and this difference was statistically
significant (p¼0.008; ►Supplementary Table S2). Further,
204 (63.2%) individuals had never tried quitting the habit in
the past. Among the males 37.6% individuals had tried to quit
the habit whereas only 34.5% females had tried to quit, which
was not statistically significant (p¼0.624). Precisely, 51.5% of
the upper-middle-class group had tried quitting the habit,
followed by 50% of the upper and lower SES groups, and this
difference was statistically significant (p¼0.003;
►Supplementary Table S2). However, on assessing the will-
ingness to quit tobacco, only 127 (39.3%) individuals were
willing to quit tobacco and 71 (22%) individuals were not sure
whether they wanted to quit or not. Moreover, 17.2% of
females and 31.8% of males were not willing to quit tobacco,
and this difference was statistically significant (p¼0.041;
►Supplementary Table S1). Among the SES groups, 66% of
theupper-class individuals, followedby57.8%ofupper-middle
class were willing to quit, whereas only 28.5% of the lower-
middle-class individuals expressed their willingness to quit
the habit, and this difference was significant (p¼0.002;
►Supplementary Table S2). While 39.25% males expressed
that they did not want professional help in quitting the
habit, 45.67% females expressed their desire to obtain profes-
sional help in quitting the habit, but this difference was not

statistically significant (p¼0.321; ►Table 1). Among the SES
groups, 58.3% of the upper-class people wanted professional
help in quitting whereas only 30.9% of the lower-class people
wanted professional help in quitting, and this difference was
significant (p¼0.026). On assessing the factors affecting the
quit rate, addictionwas themostcommon factorcitedby45.8%
males and 49.3% females followed by work pressure in males
(28.5%) and lack of will power in females (24.6%). This differ-
ence in factors in males and females was significantly signifi-
cant (p¼0.000; ►Supplementary Table S1). According to the
SES groups, addiction was the common factor cited among all
groups followed by work pressure among the upper-middle,
lower-middle, and upper-lower groups, and this difference
was significant (p¼0.000). Also, 52.9% males and 56.8%
females were aware of the tobacco cessation program in the
country. However, no gender-wise difference was observed
here (p¼0.316). Besides, 78% of the upper-middle class was
aware of the tobacco cessation program and only 28.5% of the
lower-middle-class groupwas aware of the program. This was
statistically significant (p¼0.000;►Supplementary Table S2).

Discussion

In this study smoked tobacco was consumed by 141 (43.6%)
males and 30 (9.2%) females while smokeless tobacco
accounted for 41 (12.6%) males and 31 (9.5%) females, which
is in accordance with the findings of Varghese et al,11 who
stated that between 29.8 and 63.1% of males and 0.4 and 15%
of women smoke, and between 1.3 and 38% of men and 4.6
and 27.9% of women use smokeless tobacco. A significant
gender-wise and SES-wise difference was observed based on
the form of tobacco used. The study conducted by Chock-
alingam et al agreed that a greater number of men preferred
tobacco smoking (28.4%) as well as smokeless tobacco
(11.1%) when compared to the same, 0.1% and 4.9% respec-
tively, among women.12

In this cross-sectional study, 54 (16.7%) individuals began
the habit before the age of 15 years, of which 14.2% of the
individuals used the smoked variant and 2.4% of the individ-
uals used the smokeless variant of tobacco. This can be
compared to the GATS, where 12.2% of the individuals
used the smoked variant and 12% used the smokeless variant
of tobaccowhen they started the habit before the age of 15.13

On assessing the habit of reading warning labels on tobacco
products, 290 (89.8%) individuals read the warning labels,
which is in contrast to the GATS where only 78.4% of bidi
smokers and 71.6% of smokeless tobacco users noticed these
health warning.13

Total 265 (82%) individuals were aware that the habit was
injurious to their health, of which 90% males and 86.4%
females were abreast of the detrimental effects of the habit
and this corresponded to a study carried out by Gupta and
Kumar.14 Similarly, 92.4 and 95.6% of adults, respectively,
reported that the use of smoking and smokeless tobacco
causes health hazards.13 While the awareness among the
upper socioeconomic group was higher, the lower socioeco-
nomic group displayed a lower level of awareness (71%).
According to a study by Kankaria et al, respondents from the
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lowest wealth quintile showed little awareness of the harm-
ful effects of tobacco.15 Potential under-reporting of the
status of tobacco usage has been identified as a limitation
of this study.

Conclusion

Despite the fact that 82% of individuals in our study were
aware that tobacco usage was detrimental to health and
53.9% of the individuals were aware of the tobacco cessation
program in the country, only 39.3% were willing to quit
tobacco. Addiction and work pressure were regarded as
hindrances that affected the quit rate. Regardless of the clear
and ominous warning labels adorning tobacco products, it
remains a paradoxical reality thatmany individuals continue
to indulge in tobacco consumption. The stark images of
damaged lungs, dire health risks, and the unequivocal mes-
sage of impending harm seem to be powerless against the
addictive allure of nicotine. The phenomenon underscores
the formidable challenge of breaking free from addiction and
highlights the need for comprehensive public health initia-
tives to tackle this enduring and deeply entrenched societal
issue. Hence, we should not become complacent because of
our gains in thewar against tobacco and aim to eradicate this
bane of modern society once and for all and strive toward a
tobacco-free society.
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