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ABSTRACT
Background: Tobacco use contributes 
to almost 40% of the cancers in India. 
Considering the potential threat, many 
preventive measures have been instigated 
in the country. However, tobacco cessation 
for hospitalized cancer patients is an 
unexplored territory in India. This study 
aims to understand the quit status and to 
explore the reasons to quit or continue the 
use of tobacco after the diagnosis of head 
and neck cancer (HNC).

Methods: HNC patients admitted between 
February and April 2016 were assessed 
for their tobacco use status. A DT was 
used to assess the psychological distress. 
Users were assessed for their readiness 
to quit and dependence on tobacco. An in-
depth interview was conducted among 25 
patients (seven current users and 18 recent 
quitters), and themes that emerged were 
discussed.

Results: Of the 119 HNC patients, 71 were 
tobacco users and 48 had quit tobacco after 
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attitudes, behavior, and perception about 
tobacco and its association with cancer 
would help in designing effective tobacco 
cessation interventions for hospitalized 
cancer patients.

 Cancer cures smoking” is a state-
ment often said. Many studies 
suggest that the readiness and 

motivation to quit tobacco usage in-
crease once a patient is diagnosed with 
cancer.1 However, research also says that 
one-third to one-half of the users con-
tinue to use tobacco even after the com-
mencement of treatment.2 Among pa-
tients with head and neck cancer (HNC), 
the incidence of tobacco use is as high as 
75% in the first year after cancer diagno-
sis.3  This reluctance to quit smoking is 
attributed to more severe nicotine de-
pendence, severe psychological distress, 
low social support, lack of motivation 
and withdrawal symptoms.4–7 Research 
also emphasizes the role of ignorance 
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the diagnosis. The reasons to quit were 
the perceived benefits of quitting, advice 
from the physicians, and awareness about 
cancer and its association with tobacco. 
In contrast, the reasons to continue the 
use of tobacco were attributed to coping 
mechanisms, nihilistic perception about 
the outcome of the cancer, and a lack 
of understanding about cancer and its 
association with tobacco.

Conclusion: The recent quitters 
comprehended the benefits of quitting and 
were able to prioritize their needs after 
the diagnosis. However, one-third of the 
HNC patients continued to use tobacco 
even after the diagnosis of cancer. Hence, 
tobacco cessation services need to be 
integrated into oncology services for 
achieving better treatment outcomes.

Keywords: Smoking cessation, tobacco, 
cancer diagnosis, head and neck cancers, 
quit status

Key Message: A better understanding of 
the current users’ and recent quitters’ 
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about the benefits of tobacco cessation 
and its association with cancer.8 

Continued use of tobacco after cancer 
diagnosis reduces the overall treatment 
efficacy, quality of life, and survival pe-
riod. It also increases the risk of surgical 
complications, weight loss, and aggra-
vation of chemo-induced side effects, 
including skin and oral mucosites.9–11  
Cancer patients who continue to use to-
bacco also experience depression, severe 
fatigue, and decreased pulmonary and 
immune functions.12,13 Hence, assisting 
tobacco users to quit after a cancer diag-
nosis is of paramount importance in en-
hancing the quality of their lives. 

The need for tobacco cessation in the 
primary prevention of cancer is well es-
tablished. However, there is a dearth of 
research in the area of the tobacco users’ 
perception, knowledge, behavior, and 
attitude about the association of tobacco 
and cancer in the Indian context.14 This 
mixed-method sequential explanatory 
study assessed the quit rate of tobac-
co users and explored the reasons for 
quitting and continuing tobacco usage 
among HNC patients after the diagno-
sis. Exploring the reasons for quitting 
or continuing the use of tobacco would 
help in designing tailor-made tobacco 
cessation interventions among cancer 
patients in India.

Materials and Methods

Participants’ Recruitment
The study included HNC inpatients who 
had a history of tobacco usage and were 
admitted in a tertiary cancer center in 
South India for treatment with curative 
intent, between February 2016 and April 
2016. Patients who were above 25 years 
of age and could converse in Tamil or En-
glish were included, irrespective of their 
education, gender, socioeconomic status, 
and occupation. Purposive sampling was 
used, and participant recruitment for the 
qualitative study was not based on data 
saturation. This study was approved by 
the ethics committee of the center. Prior 
written informed consent was obtained 
from all participants.

A list of patients with history of tobac-
co use was prepared based on the hospi-
tal records. The patients were then ap-
proached and asked about their current 

tobacco use. For patients who confirmed 
having quit tobacco, the quit status was 
confirmed from caregivers and hospi-
tal staff. The patients were then catego-
rized as current users (who continued 
tobacco use after diagnosis and during 
treatment) and recent quitters (who quit 
tobacco use immediately after the cancer 
diagnosis and continued the quit status 
until the time of the interview).

Tools Used
All patients were initially screened to 
measure their psychological distress us-
ing a Distress Thermometer (DT) devel-
oped by the National Comprehensive 
Cancer Network (NCCN).15 The DT is a 
self-report tool where cancer patients are 
asked to rate their overall distress on a 
scale of zero (no distress) to 10 (extreme 
distress). Additionally, the current tobac-
co users were assessed using the Fager-
strom Test for nicotine dependence16 
(smoking and smokeless), which is a 
questionnaire used to assess the level of 
nicotine dependence, and Readiness to 
Quit Scale,17 which is a questionnaire to 
measure the “stages of change” in a to-
bacco user.  

To explore the reasons to quit or con-
tinue tobacco use, a semi-structured in-
terview was conducted by the principal 
investigator who is an MPhil scholar 
with a master’s degree in psychology and 
is trained in qualitative research meth-
ods. For semi-structured interviews, par-
ticipants were enrolled based on in-per-
son interactions. The researcher did not 
have a prior relationship with the study 
participants, and no one besides the re-
searcher and the participant was present 
during data collection. The questions to 
guide the semi-structured interview were 
generated based on informal discussions 
with tobacco-related cancer patients ad-
mitted to the ward by the first author be-
fore the study. The questions were iden-
tified and pretested for their relevance, 
appropriateness of wording, and clarity. 
The questions were translated into the 
regional language (Tamil). The following 
lead questions were asked, and further 
probing was done based on the respons-
es, to have an in-depth understanding 
about the reasons.
• What are the reasons to continue or quit 

tobacco use after the cancer diagnosis?

• Can you briefly tell me about your 
understanding of tobacco and its as-
sociation with cancer?

Data Analysis
The quantitative data for the Fagerstrom 
Test for nicotine dependence (smoking 
and smokeless), the Readiness to Quit 
Scale, and the NCCN DT were summa-
rized using descriptive statistics. Field 
notes were made after the semi-struc-
tured interviews were conducted by 
the researcher. Each interview lasted 
15–20 min. The audios recorded in the 
semi-structured interviews were tran-
scribed in Tamil and then translated to 
English by experts. Themes were iden-
tified based on thematic analysis de-
veloped by Braun and Clarke.18 To gain 
systematic and meaningful data, two 
experts were asked to code the raw data 
independently. After the coding pro-
cess, differences in interpretations were 
resolved through discussions with two 
other experts, who then sorted the code 
into potential themes. All the themes 
were made up of different subcodes, of 
which some initial codes were generat-
ed to form the main themes, and others 
were generated to form the subcatego-
ries. Codes with similar meanings were 
grouped together. The researchers and 
qualitative experts refined the themes 
that emerged for coherency and exam-
ined the relationship between them. A 
psychologist and a psycho-oncologist 
with prior experience in qualitative re-
search and no other involvement in the 
study performed an independent review 
of the analysis, critically read the tran-
scripts, explored the themes, and ana-
lyzed subsets of the raw data for further 
validation of the findings. The study 
findings are reported based on the rec-
ommendation of the 32-item checklist 
of the consolidated criteria for reporting 
qualitative research (COREQ)19 for con-
ducting interviews.

Results
A total of 119 HNC patients registered 
during the study period, out of which 71 
were tobacco users as found in the med-
ical records (Figure 1). Out of the 71 pa-
tients, 48 (68%) were recent quitters (quit 
immediately after diagnosis), 12 were 
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current users, and 11 reported that they 
had quit tobacco prior to the diagnosis 
of cancer. 

Among the 48 recent quitters, 28 could 
not be included in the study due to the 
following reasons: difficulty in speaking 
(n = 5), palliative treatment (n = 6), lan-
guage barriers (n = 7), Ryle’s tube inser-
tion and longer stabilization time (n = 2), 
unwillingness to participate (n = 2), and 
administrative reasons (n = 6). Eventu-
ally, 20 recent quitters (age range, 29–65 
years) consented to give an in-depth in-
terview. As two of the audio recordings 
of patient interviews lacked audio clari-
ty, only 18 interview transcriptions were 
included for analysis. 

Among the 12 current users, only sev-
en consented to participate in the study, 
whereas the other five refused to partici-
pate due to lack of motivation and fear of 
exposing their continued tobacco use to 
the family members.

The mean age of the participants re-
cruited for interview (n = 25) was 48.6 years 
(standard deviation 10.75). All of them 
were aware of the diagnosis, and 68% (n 
= 17) were diagnosed with oral cavity can-
cers. Moreover, 48% (n = 12) of them were 
using a smokeless form of tobacco, 36% (n 
= 9) were using a smoking form, and 16% 
(n = 4) were using both the forms. The de-
mographic and clinical characteristics of 
the patients are presented in Table 1.

With Fagerstrom Test for nicotine de-
pendence, the severity of the nicotine 
dependence was found to be very low 
in five of the current users, while the re-
maining two had medium severity. All 
the seven of them were in the precon-
templation stage (readiness to quit). Five 
of the current users were severely dis-
tressed (NCCN DT), whereas the 16 (89%) 
of the recent quitters were moderately or 
severely distressed.

Themes That Emerged 
Among Current Users
The themes that emerged among current 
users (Table 2) were using tobacco as a 
coping mechanism to relieve the psycho-
logical distress associated with cancer 
and treatment, hopelessness about the 
outcome of cancer and its treatment, and 
a lack of understanding about cancer and 
its association with tobacco.

FiguRe 1. 

Head and Neck Cancer Patients Registered at a Regional Cancer 
Center Between February 2016 and April 2016 and Their Tobacco  
use Status After Diagnosis

Head and neck cancer patients (N = 119) 

Tobacco users
(n = 71) 

Recent quitters
(n = 48)

Current users
(n = 12)

Non-tobacco users
(n = 48)

Ex-users
(n = 11)

TABle 1. 

Demographic, Clinical Characteristics, and Distress level of Head 
and Neck Cancer Patients using Tobacco

Variable Categories

Recent Quitters (n = 18) Current Users (n = 7)

n (%) n (%)

Gender
Male 14 (77.8) 7 (100)

Female 4 (22.2) – (–)

Age (in years)
<48a 9 (50) 2 (28.6)

>48 9 (50) 5 (71.4)

Education

No formal educa-
tion

6 (33.3) – (–)

Primary 12 (66.6) 5 (71.4)

Secondary – (–) 2 (28.6)

Occupation
Daily wager 10 (55.6) 3 (42.9)

Self-employed 8 (44.4) 3 (57.1)

Area of residence
Urban 6 (33.3) 3 (42.9)

Rural 12 (66.6) 4 (57.1)

Type of tobacco used

Smoking tobacco 5 (27.8) 4 (57.1)

Smokeless tobacco 12 (66.6) – (–)

Both 1 (5.6) 3 (42.9)b

Cancer site

Unknown primary 1 (5.6) 1 (14.2)

Oral cavity 14 (77.8) 3 (42.9)

Pharynx 3 (16.6) 2 (28.6)

Larynx – (–) 1 (14.2)

Distress

Mild distress 2 (11.1) 1 (14.2)

Moderate distress 9 (50.0) 1 (14.2)

Severe distress 7 (38.9) 5 (71.4)

aMean age of all participants was 48. bContinued smoking but quit the smokeless form of tobacco after diagnosis.
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1. Coping mechanism
 Current users reported that they use 

tobacco as a coping strategy in gener-
al to relieve stress and that they con-
tinue to use tobacco to cope with the 
current distress associated with can-
cer diagnosis and treatment.

“It’s all because of stress…for getting relief 
from stress and to feel good…. Yes, I do have dif-
ficulties and family problems, and to get rid of 
those thoughts, I smoke….” 

(Current User Participant No: 01).
2. Nihilistic perception about cancer 

outcome
 Some patients did not perceive any 

added benefit in quitting at this 
stage, as they thought that the dam-
age was already done. Despite the 
assurance of the treating oncologists 
about a possibility of cure, they were 
skeptical about the outcome of can-
cer and its treatment. They strongly 
believed that quitting tobacco at this 
stage cannot improve one’s health 

and that death is inevitable after be-
ing diagnosed with cancer. This sense 
of hopelessness was a major deterrent 
in the case of current users’ decision 
to continue with tobacco use.

“What I think is that I have got cancer, and 
nothing can be done at this stage. I am in this 
condition. So I do not know what to do…. I 
am continuing because everything is over any-
way….” 

(Current User Participant No: 04)
3. Understanding about cancer and 

its association with tobacco
 Current users disputed the fact 

that “tobacco causes cancer.” They 
brought up real-life examples of 
those people who had cancer despite 
having clean habits and those who 
never had cancer despite heavy and 
prolonged tobacco usage. Current 
users raised these real-life examples 
in their defense to continue with the 
use of tobacco even after cancer diag-
nosis. They believed that the current 

illness was not associated with tobac-
co and, therefore, continued to use it.

“There are so many people who smoke, and they 
don’t get any disease. I smoke only occasionally, 
but I got cancer. I don’t know which one is to 
blame: the cigarettes or the disease….” 

(Current User Participant No: 02).
Current users believed that smoking 
one or two cigarettes a day might not be 
harmful.
“When I started, I was thinking what big deal 
is going to happen…. Now it has become a hab-
it, and smoking one or two cigarettes in a day is 
not a big deal….”

(Current User Participant No: 05)

Themes that Emerged 
Among Recent Quitters
The themes that emerged among recent 
quitters (Table 2) were perceived bene-
fits of quitting tobacco, doctor’s advice to 
quit tobacco, and understanding about 
cancer and its association with tobacco. 
1. Perceived benefits of quitting to-

bacco use after diagnosis 
Recent quitters believed that quitting to-
bacco might improve their health status. 
Tobacco use further caused pain and irri-
tability in the affected site and prevented 
them from using tobacco.
“I have quit only after experiencing pain. I 
have pain in my tongue. Whenever I eat spicy 
food or I put pan, I experience a burning sensa-
tion and due to that, I have quit….”

(Recent Quitter Participant No: 06)
The recent quitters felt an improvement 
in their psychological well-being after 
quitting.
“Now I am healthy. Feeling good and strong…. 
Initially, it was difficult even to walk…. Now I 
can walk better….” 

(Recent Quitter Participant No: 03)
Recent quitters believed that the price of 
tobacco products was too high and that 
they should rather save money for their 
treatment instead of spending it on to-
bacco.
“First, to begin with money, 2000 rupees per 
month can be saved…. I can use it for my treat-
ment….”

(Recent Quitter Participant No: 03)
Recent quitters were concerned about 
the outcome of the cancer treatment and 
recurrence, and they associated the cur-
rent illness with tobacco. They believed 

TABle 2.

Major and Subthemes emerged as Reasons and its Description for 
Continuing and Quitting Tobacco use Among Newly Diagnosed 
Head and Neck Cancer Patients

Major Themes Subthemes Descriptions

Current Users

Psychosocial 
factors

Coping mechanism Tobacco is used as a general coping strategy to relieve 
distress.

To cope up with the distress associated with the diag-
nosis of cancer and treatment.

Nihilistic perception 
about cancer outcome

Skeptical about the outcome of quitting/fear of failure.
Hopeless about the outcome of cancer treatment 

(Cancer is associated with death, quitting tobacco is 
not going to make a difference).

Understanding about 
cancer and its associ-

ation with tobacco

Tobacco use does not have any association with 
cancer.

Using tobacco occasionally or in small quantity does 
not cause cancer or any harm.

Recent Quitters

Psychosocial 
factors

Perceived benefits of 
quitting tobacco

Improves health status
Improves psychological well-being

Financial benefits
Improves treatment outcome

Prevents recurrence and secondary malignancies
Prevents other health risks

Reduces the burden on family members
Improves interpersonal relationships

Doctor’s advice to quit 
tobacco

Strong advice from oncologists and other treating 
team members

Understanding about 
cancer and its associ-

ation with tobacco

Knowledge about the role of tobacco in cancer
Feeling guilty about using tobacco

Awareness that tobacco use is the cause of their 
current illness (cancer)
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that continuing tobacco use might lead 
to poor prognosis and recurrence.
“I have to stop…. After being diagnosed with 
cancer, I should stop…. If I continue to use, I 
think my disease will come back…. I don’t want 
to suffer any more…. By merely thinking about 
the disease, I’m scared…. When I came to know 
about the diagnosis itself, I was shocked….  If I 
don’t quit, the disease might spread further and 
endanger my life….”

(Recent Quitter Participant No: 08)
Recent quitters associated tobacco not 
only with cancer but also with other non-
communicable diseases, and the knowl-
edge was attributed to media campaigns.
“Didn’t see any risk, might get cancer, might get 
some problem in the lungs or heart because of 
tobacco…. The juice from tobacco gets deposit-
ed in the lungs. They show on TV also…. They 
trap it in bottles and show…. There is a fear 
that something like that might come….”

(Recent Quitter Participant No: 01)
Commitment to the family too was a mo-
tivating factor to quit.
“If I were alone, then fine. But I must take 
care of five people. I know that I have got the 
disease. I have got two kids, my wife, and my 
parents. Hereafter (pause), if I continue again, 
it’s over….”

(Recent Quitter Participant No: 10)
“My wife suffers a lot. She doesn’t tell 
me. But I feel guilty. I am not even able 
to face her. Why have I got cancer? It is 
because of this.”

(Recent Quitter Participant No: 05)
Recent quitters believed that quitting to-
bacco would bring in happiness among 
their family members.
“My relatives had always asked me to stop this 
habit, but I never listened to them. Whenever 
they say anything related to smoking, I tried to 
avoid them. This had created a lot of indiffer-
ence amongst us. Now they are happy because I 
have stopped this habit….”

(Recent Quitter Participant No: 17)
2. Doctor's advice to quit tobacco
Some of the recent quitters had quit be-
cause of repeated and consistent advice 
received during their hospitalization 
from oncologists and other health care 
professionals.
“Yes…Doctors have advised me…. They said 
that only after quitting this habit will they be 
able to cure the disease or else it will be growing 
and lead to bigger issues…. That’s why I decid-
ed to stop the habit….”

(Recent Quitter Participant No: 13)

Half of the HCN patients who quit after 
cancer diagnosis experienced withdraw-
al symptoms in the first week following 
cessation. The common withdrawal symp-
toms were craving, irritability, anger, and 
headache. But these patients adopted sev-
eral coping strategies that they had learned 
from the doctors to abstain from the habit.
“I used clove whenever I had craving…. But 
gradually, I have reduced, and I quit the hab-
it…. Now I feel relieved….”

(Recent Quitter Participant No: 03)
“Whenever I have such thoughts, I use cinna-
mon or dry grapes…. Then such thoughts won’t 
recur immediately…. Even sweets are effective.” 

(Recent Quitter Participant No: 02)
“That’s what, it would be slightly difficult. It is 
irritating, I have felt like I have lost something. 
Still, when we think about our family, we get the 
confidence…. When I have such thoughts, I would 
drink water, iced water, or juice. In the evenings, I 
would take tea or milk with some biscuits.”

(Recent Quitter Participant No:10)
3. Understanding about cancer and 

its association with tobacco
Prior to the cancer diagnosis, the re-
cent quitters were well aware about the 
strong association of cancer with tobac-
co usage. The diagnosis further strength-
ened their credence and made them feel 
guilty of their behavior, leading to quit-
ting the use of tobacco.
“I quit the habit only after the cancer was diag-
nosed on my tongue…not before that….”

(Recent Quitter Participant No: 07)
“Our sins will not leave us alone. What we sow, 
so shall we reap. I have got cancer. I got it be-
cause of the mistake I made. I have reformed. 
But, I do have to pay for the sins I have already 
committed. So, God has given me cancer. That 
is how I feel. It was difficult, but I was not an-
gry. I generally don’t feel much anger….”

(Recent Quitter Participant No: 05)
“Whatever is bad for health, I have used it all 
my life and it has been the cause of my cancer…. 
So, I feel very angry looking at my own self…. I 
have spoilt my own health….”

(Recent Quitter Participant No: 13)
No patient in the study group received 
any special intervention from profession-
als to quit tobacco, apart from simple ad-
vice from oncologists and nurses.

Discussion
This study added new knowledge in un-
derstanding the tobacco cessation status 
among newly diagnosed HNC patients 

and the reasons associated with it. The 
quit rate was observed to be 67.6%. The 
self-reported quit rates among cancer pa-
tients were reported as 83%20 and 65%21 in 
earlier literature, in line with the current 
study. Previous studies22–24 have reported 
that demographic variables such as gen-
der (male), socioeconomic status (low), 
and education (low) play a vital role in 
continuing tobacco usage after a cancer 
diagnosis. Because of the small sample 
size, we were unable to perform further 
analysis to see if our sample had findings 
similar to those of the previous literature. 

All smokeless tobacco (SLT) users in 
our sample had quit their habit. This 
could be due to the treatment-related 
side effects and the inability to use SLT. 
While undergoing radiation therapy, pa-
tients often experience symptoms such 
as mucositis and pain. Patients who quit 
because of side effects might resume to-
bacco usage once the symptoms disap-
pear.21 However, in a previous study, the 
quit rate was found to be low among SLT 
users due to the high level of nicotine de-
pendency.25 During in-depth interviews, 
our patients reported having a burning 
sensation at the cancer site. This had 
also prevented them from taking their 
regular diet during such times. Further 
exploring this might give a better un-
derstanding of whether their quitting is 
temporary due to the side effects or is it 
because of the correct understanding of 
the ill effects of tobacco usage. 

In this study, 71.4% of the current users 
experienced severe psychological distress 
after cancer diagnosis, as compared to 
38% of the recent quitters. Although the 
current users experienced severe distress, 
none of them were clinically depressed 
in this study. It has been established that 
cancer patients experience severe psycho-
logical distress from the time of diagno-
sis to the completion of treatment.26–28 As 
supported by the qualitative findings of 
this study, distress could be the reason for 
not being able to quit this habit. A major-
ity of our patients reported a lower level 
of nicotine dependence and still found it 
difficult to quit. A systematic review had 
concluded that stress is one of the factors 
that lead to continued tobacco use.14 

All current users were in the precon-
templation stage and, hence, they had low 
awareness, whereas the recent quitters 
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were well-aware of its association with can-
cer. A low quit rate among tobacco users 
who were in the precontemplation stage 
has also been found in other studies.29

Reasons to Quit or Continue 
to Use Tobacco
Users who continued to use tobacco af-
ter cancer diagnosis did so because of 
higher psychological distress and this 
outweighed the benefits of quitting. The 
current users were unconvinced that 
even moderate smoking posed health 
risks. There are similar studies attribut-
ing low awareness on the health risks 
associated with tobacco use as the reason 
for cancer patients’ lower motivation to 
quit the habit.30–34 Although advance-
ment in treatment resulted in improved 
quality of life, the current users perceived 
that cancer has no cure and that death is 
inevitable even though they were under 
treatment with curative intent. 

Furthermore, many current users be-
lieved that tobacco consumption did not 
cause cancer. In order to support their 
claims, they cited examples of people 
around them who smoked tobacco for their 
entire lifetime and were still cancer-free. On 
the other side, they also cited examples of 
many nontobacco users who were diag-
nosed with cancer. In fact, some current 
tobacco users were of the opinion that con-
tinuing tobacco use would improve their 
overall physical condition and that quit-
ting would damage their psychological 
well-being. Consistent with previous stud-
ies,35 heightened psychological distress and 
constant worry about the future of their 
families detracted the patients from their 
frail aim to stop tobacco use. Hence, many 
of the current users continued to use tobac-
co after the diagnosis as a coping strategy.

The recent quitters experienced feel-
ings of guilt and censure, which led to 
tobacco cessation. This finding is con-
sistent with other studies where recent 
quitters claimed that their cancer was a 
result of God’s anger and punishment 
for their bad habit of using tobacco. Fam-
ily support had also played a strong pre-
dictor of tobacco cessation.36–38 

A majority (n = 13) of the quitters per-
ceived that continued use of tobacco 
would aggravate the pain at the cancer 
site and increase the chances of second-

ary cancers. They also feared the stigma of 
death by cancer and were willing to take 
any measures to avoid it. The recent quit-
ters were convinced that the benefits of 
quitting outweighed the potential threat 
of tobacco use at this stage. They perceived 
that quitting would improve the treat-
ment outcome and cancer prognosis, and 
enhance their psychological well-being. 

No patients received specialized tobac-
co cessation intervention to quit tobacco, 
although some recent quitters reported 
that their physician’s advice was a moti-
vating factor. Advice and tips provided 
by doctors and other health care profes-
sionals on managing withdrawal symp-
toms have been found to be effective in 
helping patients to quit tobacco usage.39 
Hence, it is essential to offer cessation 
support to all tobacco users who are di-
agnosed with cancer, as it is difficult for 
them to quit on their own.40

Strengths and Limitations
This study was conducted in a single 
tertiary cancer center, because of which 
its findings cannot be generalized. The 
small sample size limited the ability to 
perform inferential statistics to deter-
mine the association of tobacco quit-
ting with the stage of change, level of 
nicotine dependence, stress, and demo-
graphic characteristics. While the recent 
quitters had reached data saturation, 
the current user group was not able to 
meet the same, which is another limita-
tion of this study. Further studies can 
be conducted to explore these aspects. 
The quit rate was based on the self-re-
port. Although the author took efforts to 
confirm the quit rate through surrogate 
measures, there are chances that the pa-
tients might have used tobacco without 
the knowledge of caregivers and hospital 
staffs. The quit status was not confirmed 
using any biomedical assessments such 
as urine cotinine. Moreover, all study 
participants were admitted to the hospi-
tal and were under treatment. The hospi-
tal has a tobacco-free policy, and patients 
and visitors were not able to use tobacco 
within the campus. Also, the patients 
might have had side effects associated 
with treatment. This would have restrict-
ed them from using tobacco apart from 
the reasons reported by them. These as-
pects were not explored in the study.

The strengths of the study are as fol-
lows: firstly, it is a mixed-method se-
quential explanatory study, and, second-
ly, it adds new knowledge to the field 
of oncology in the Indian context as no 
study has been conducted in this area so 
far and to best of our knowledge.

Conclusions
“Cancer cures smoking,” the often-said 
statement, was disproved in this study, 
as a substantial proportion of patients 
continued tobacco use after the can-
cer diagnosis, indicating the need for 
tobacco cessation services at oncology 
settings.
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