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ABSTRACT
Objective To quantify the extent of awareness regarding 
the harmful effects of tobacco among the users (both 
smoked and smokeless) and non- users in India, and 
explore the determinants of comprehensive knowledge 
among the participants of the Global Adult Tobacco Survey 
(GATS), India.
Design Cross- sectional study.
Setting and participants The nationally representative 
GATS I (2009–2010) included 69 296 participants using a 
multistage sampling method, while GATS II (2015–2016) 
interviewed 74 037 respondents aged >15 years using 
a similar sampling method from all the states and union 
territories in India.
Primary and secondary outcome 
measures Comprehensive score were derived from nine 
items that explored awareness regarding the adverse 
effects of tobacco use among both users and non- users of 
tobacco in GATS II. Secondary outcome included predictors 
of awareness regarding adverse effects of tobacco and 
changes in the awareness compared with the previous 
round of the survey.
Results About 60.2%, 57.5% and 66.5% of the smokers, 
smokeless tobacco (SLT) users and non- users were 
aware of the adverse effects of tobacco, respectively. 
The awareness depicted significant age, gender, marital 
status, education status, urban–rural, wealth and regional 
disparities (p<0.05). Intention to quit tobacco use also 
varied significantly with awareness. Among smokers, 
awareness was high in those residing in eastern India and 
the poorest participants. Among SLT users, awareness 
was more among male participants, those who were 
poorest and lived in western India. Among non- users, 
awareness was more among middle- aged, more educated, 
rich participants of west India. Compared with GATS I, an 
increase in awareness was observed in GATS II across 
gender, age groups, residential areas and geographical 
regions in India.
Conclusions Comprehensive awareness of tobacco’s 
harmful effects is far from desirable among Indian users. 
We recommend further customised health promotion 
campaigns to counter the regional disparities, adopt a 
gender- neutral approach and target adolescents.

INTRODUCTION
Tobacco is the single most preventable cause 
of premature death and risk factor for major 

non- communicable diseases.1 Tobacco usage 
causes more than 8 million deaths per year, 
with 7 million of these attributable to direct 
tobacco use. Moreover, the fact that 80% of 
the world’s 1.3 billion tobacco users live in 
low/middle- income countries (LMICs) is a 
matter of concern.2

There has been a sustained increase in 
tobacco consumption in LMICs, which are on 
the target of tobacco manufacturers for newer 
markets.3 4 The tobacco epidemic is steadily 
on the rise, affecting LMICs due to a lack 
of awareness in the population, insufficient 
health infrastructure and weak regulatory 
interventions.5 India is home to 275 million 
tobacco users and is second only to China 
in tobacco products.6 In India, tobacco is 
responsible for one- tenth (1 million) of all the 
deaths each year and a significant burden of 
cancer cases (45% of male’s cancer and 20% 
of female’s cancer).7 8 India displays a diverse 
pattern of tobacco consumption, in smoked 
form as cigarettes and bidis and smokeless 
forms like khaini, pan and gutkha. In India, 

Strengths and limitations of this study

 ► One of the very first comprehensive assessments 
of the awareness regarding the adverse effects of 
tobacco from the second round of the Global Adult 
Tobacco Survey India (2016–2017).

 ► We estimated the predictors of adequate awareness 
through a weighted analysis that highlighted feasi-
ble, actionable points.

 ► We have analysed large and nationally representa-
tive data on tobacco use from India.

 ► Appropriate sampling during the survey makes 
the results generalisable, and other lower middle- 
income countries can adopt recommendations.

 ► Lack of a uniform tool to assess awareness across 
two rounds of the survey was the critical limitation 
of the study that can lead to underestimation of the 
changes in the understanding across two rounds of 
the survey.
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almost 50% of the users use smokeless tobacco (SLT), 
followed by smoking and dual- use.9 SLT use, constituting 
tobacco products consumed without burning through the 
mouth or nose, is widely prevalent in India, accounting 
for 74% of the global burden of SLT.10

Despite sustained efforts by the government, tobacco 
consumption is still a growing public health concern. 
Tobacco is not merely a sociocultural problem but multi-
faceted with economic, biomedical and geopolitical 
aspects in many parts of India. Also, a matter of concern 
is the increasing use of tobacco products in adolescents, 
young adults and women, particularly more active age 
groups. In this context, tobacco control policies need to 
be implemented with interventions adapted to the local 
environment. The WHO also recommends surveillance, 
research and an informal approach that promotes the 
exchange of information and knowledge to increase 
awareness within the broad framework for addressing 
tobacco dependence.11 According to the Global Adult 
Tobacco Survey (GATS) 2016–2017, in India, 92% of 
adults believe that smoking causes severe illnesses, and 
96% believe that SLT can cause serious illness.12 The 
government of India launched the National Tobacco 
Control Program in 2007–2008. One of the programme’s 
primary objectives was public awareness/mass media 
campaigns for awareness building and behaviour change. 
Despite sustained efforts, awareness has not been on 
expected trends. Furthermore, studies from other LMICs 
have demonstrated that an increase in levels of awareness 
has not continually transformed into desirable quit rates. 
This disconnect between awareness and quit rates would 
provide new targets for devising more focused public 
health education campaigns.13 14 In India, with varied 
demographics of tobacco use, monitoring, raising aware-
ness, and realising tobacco control policy achievements 
are instrumental in halting the tobacco epidemic.

Since enforcing legislation alone cannot bring the 
desired changes, we need to see the population response 
and behaviour change towards this public health 
problem. The legislations need to be supplemented by 
adequate awareness, health education and communica-
tion at the population level. Awareness forms an integral 
part of health literacy and the first step for behaviour 
modification. It provides a dual benefit of motivating 
users to contemplate and quit smoking and dissuading 
non- smokers from adopting this habit.15 16 Dissemina-
tion of facts regarding the harmful effects of tobacco has 
been recognised as an essential tool in this context. Also, 
it encourages people to adhere to tobacco legislation, 
smoking bans and understand the perceived threats of 
first and secondhand smoke on their lives, family and the 
community. Studies in LMICs using the GATS framework 
have outlined that lower levels of education, rural popu-
lation and current smokers were likely to be less aware of 
the harmful effects of tobacco and secondhand smoke.17 
Similar findings have been documented in population- 
based surveys in Vietnam and Mongolia.18 19 In India, 
existing literature suggests that gender, age, ethnicity, 

education, income and smoking status are associated 
with awareness of the harmful effects of smoking.20–22 As 
awareness contributes to a more considerable extent to 
behaviour modification and tobacco cessation practices, 
it needs to be studied in entirety concerning socioeco-
nomic and regional distributions to get a clear view on 
this aspect. Within this context, we examined the aware-
ness regarding the harmful effects of tobacco among the 
users (both smoked and smokeless) and non- users based 
on the secondary data analysis of GATS 2016–2017 and 
compared it with GATS 2009–2010. Our primary objec-
tive was to study the awareness regarding harmful effects 
of tobacco among the users (smokers and SLT users) and 
non- users. The secondary objectives were to examine the 
factors affecting the awareness among these groups and 
compare the quantum of change in awareness regarding 
harmful effects of tobacco between the two rounds of 
GATS India (GATS I and GATS II) among users and non- 
users of tobacco.

METHODOLOGY
In this study, we used nationally representative data 
of GATS- I (2009–2010) and GATS- II (2016–2017) in 
India.12 23 GATS is a cross- sectional household- based 
survey conducted among a population aged 15 years and 
above, using a global standardised methodology to collect 
tobacco- related information.12 23 The survey gathers infor-
mation regarding the respondents’ background charac-
teristics, tobacco use (smoking and smokeless) patterns, 
cessation, secondhand smoke exposure, economics, 
media, knowledge, attitudes and perceptions of tobacco 
use.

We have used GATS- I figures as the baseline to quantify 
the change in the awareness regarding harmful effects 
in the recent GATS- II survey data. The GATS- II survey 
included 74 037 participants, and the response rate was 
99.9%. The dependent variable was awareness regarding 
the harmful effects of smoking and SLT. The GATS- I 
survey included 69 296 participants, and the response rate 
was 96.8%.

Operational definitions
We defined our variables as per the publicly available 
codebooks for GATS I and II.24 25

 ► Tobacco smokers: The information regarding tobacco 
users was obtained from the following questions ‘Do 
you currently smoke tobacco?’ Those who smoked 
‘Daily’ or ‘Less than daily’ were considered tobacco 
smokers.

 ► SLT users: The information regarding SLT users 
was obtained from the following questions ‘Do you 
currently use smokeless tobacco?’. Those who smoked 
Daily or Less than daily were considered tobacco 
smokers.

 ► Non- users: Those who said not all for both questions 
mentioned above were considered as non- users.
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 ► Awareness regarding the harmful effect of tobacco: For 
GATS 2017, this information was obtained from the 
following questions:
i. ‘Based on what you know or believe, does smoking 

tobacco cause serious illness?’
ii. ‘Based on what you know or believe, does smoking 

tobacco cause stroke?’
iii. ‘Based on what you know or believe, does smoking 

tobacco cause heart attack?’
iv. ‘Based on what you know or believe, does smoking 

tobacco cause lung cancer?’
v. ‘Based on what you know or believe, does smoking 

tobacco cause chronic cough?’
vi. ‘Based on what you know or believe, using smoke-

less tobacco cause serious illness?’
vii. ‘Based on what you know or believe, use of smoke-

less tobacco cause oral cancer?’
viii. ‘Based on what you know or believe, use of smoke-

less tobacco cause dental disease?’
ix. ‘Based on what you know or believe, does using 

smokeless tobacco during pregnancy cause harm 
to a fetus?’

In comparison to GATS 2017, only five questions (out 
of nine items mentioned above) on awareness regarding 
the harmful effect of tobacco were included in the GATS 
2010. For comparison between GATS I and GATS II, the 
following five common variables were included in the 
analysis:
i. ‘Based on what you know or believe, does smoking 

tobacco cause serious illness?’,
ii. ‘Based on what you know or believe, does smoking 

tobacco cause stroke?’,
iii. ‘Based on what you know or believe, does smoking 

tobacco cause heart attack?’,
iv. ‘Based on what you know or believe, does smoking 

tobacco cause lung cancer?’
v. ‘Based on what you know or believe, using smokeless 

tobacco cause serious illness?’ Those who responded 
‘Yes’ to all the questions were considered as aware. 
Responses other than Yes were viewed as being un-
aware and included ‘No’ and ‘Don’t Know’.

Ethical consideration
This being a secondary data analysis, we applied for an 
expedited waiver from the institutional ethics board. The 
manuscript was prepared following the Strengthening 
the Reporting of Observational Studiesin Epidemiology 
guidelines (online supplemental file 1).

Data analysis
All the estimates in this article are based on the weighted 
sample, and the numbers are unweighted. Complex 
sample analysis of the data was carried out using SPSS for 
Windows V.17.0, Released 2008 (SPSS) after taking strat-
ification, clustering and sampling weights into account. 
The background characteristics of the study participants 
were presented as point estimates (%) with 95% CI. 
The awareness of tobacco’s harmful effects was assessed 

among smokers, SLT users and non- users. We performed 
bivariate analysis to determine the statistical significance 
across selected study variables. Logistic regression anal-
ysis was done to identify the predictors of awareness 
regarding the harmful effects of tobacco use among the 
respondents. All the significant independent variables on 
bivariate logistic regression (unadjusted OR: p<0.2) were 
used to build the final multiple logistic regression model 
to highlight the predictor variables (adjusted OR: p<0.05) 
that were associated with awareness. The independent 
variables were age, gender, marital status, residence, 
education, region and wealth index. For calculating the 
wealth index, a score between 0 and 10 was calculated 
from 10 household assets. These scores were divided into 
five parts based on their distribution, and households 
were categorised. The relative proportional changes in 
the awareness between the two rounds of GATS India 
were calculated (Relative Change = (GATS II – GATS I)/
GATS I * 100%) to depict the trends among the tobacco 
users as compared with the non- users. For calculating 
the difference, we used only the common questions (five 
items) to both the rounds.

RESULTS
Background characteristics of the study participants
In GATS- I, there were 69 296 participants, and among 
them, 14% (11 596) were smokers, 25.9% (16 812) were 
SLT users, and 64.9% (44 967) were non- tobacco users. In 
GATS 2017, of the 74 037 participants, 10.7% (9499) were 
smokers, 24.1% (15 235) were SLT users and 78.6% (52 
180) were non- users of tobacco. The background charac-
teristics of tobacco users and non- users from GATS- I and 
II are presented in table 1.

Awareness regarding the adverse effects of tobacco among 
the participants of the GATS II
Table 2 depicts the awareness regarding the harmful 
effects of tobacco in three groups—smokers, SLT users 
and non- tobacco users as per the GATS- II. About 60.2% 
(5826) smokers and 57.5% (8933) SLT users were aware 
of tobacco’s adverse effects. High levels of awareness 
(p<0.05) was observed among male participants, and 
those who were married, young (15–29 years), educated 
beyond secondary schools, urban residents, in the third 
percentile of wealth index and who had positive inten-
tions to quit tobacco use. The only difference was observed 
in regions where smokers from eastern India were more 
aware, and awareness was high among SLT users from 
western India. Among non- users, 66.5% (35 818) were 
aware of the harmful effects of smoking. The awareness 
was high (p<0.05) among men, unmarried, aged 30–44 
years, educated beyond secondary schools, urban resi-
dents, residing in North India and the first percentile of 
wealth index.

Factors affecting the awareness regarding the adverse effects 
of tobacco among GATS II participants
Among the smokers, SLT users and non- users, bivariate analysis 
depicted higher odds of having awareness regarding the 

https://dx.doi.org/10.1136/bmjopen-2020-044209
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harmful effects of using tobacco among men, educated 
beyond secondary school, residing in western India and 
belonging to low wealth index compared with their 
respective reference groups. Additionally, awareness was 
high among smokers and non- users who were unmarried 

and aged 30–44 years, whereas, among SLT users, aware-
ness was more among those who were married and aged 
45–59 years.

Subsequently, multiple logistic regression depicted 
higher chances of having awareness among participants 

Table 2 Awareness regarding adverse effects due to tobacco use among the participants of the Global Adults Tobacco 
Survey (India)- round II (2016–2017) (N=74 025)

Characteristics
Smokers
(n=9499)

Smokeless tobacco- users 
(n=15 235)

Non- users
(n=52 180)

Weighted % 
(95% CI) P value

Weighted % 
(95% CI) P value Weighted % (95% CI) P value

Overall awareness n=5826 n=8933 n=35 818

60.2 (58.2 to 62.3) 57.2 (55.8 to 59.2) 66.5 (65.5 to 67.5)

Gender

  Male 61.9 (59.8 to 64.0) 0.000 60.4 (58.4 to 62.4) 0.000 69.1 (67.7 to 70.6) 0.000

  Female 43.0 (36.7 to 49.6) 50.6 (48.0 to 53.1) 64.7 (63.5 to 65.9)

Marital status

  Unmarried 59.3 (52.1 to 66.1) 0.013 54.2 (48.7 to 59.5) 67.5 (65.8 to 69.1) 0.000

  Married 61.1 (59.1 to 63.2) 58.9 (57.2 to 60.6) 66.8 (65.8 to 67.9)

  Separated/divorced/widowed 48.6 (41.7 to 55.5) 49.8 (45.9 to 53.7) 58.6 (55.9 to 61.2)

Age group (years)

  15–29 63.2 (58.1 to 68.0) 0.004 57.8 (54.2 to 61.3) 0.009 67.1 (65.7 to 68.4) 0.000

  30–44 62.1 (59.1 to 65.0) 58.9 (56.6 to 61.1) 68.5 (67.2 to 69.8)

  45–59 60.7 (57.7 to 63.7) 59.1 (56.4 to 61.7) 66.6 (64.9 to 68.2)

  ≥60 54.1 (50.3. to 57.9) 52.6 (49.5 to 55.8) 59.2 (57.3 to 61.1)

Level of education

  No formal school 51.6 (48.6 to 54.7) 0.000 48.6 (46.1 to 51.1) 0.000 55.5 (53.8 to 57.1) 0.000

  Up to primary school 60.2 (57.0 to 63.2) 57.8 (55.2 to 60.3) 64.6 (62.9 to 66.2)

  Up to secondary school 66.8 (63.3 to 70.2) 64.6 (61.6 to 67.5) 68.1 (66.7 to 69.5)

  Higher secondary and above 73.6 (68.0 to 78.6) 69.9 (65.1 to 74.4) 75.2 (73.8 to 76.7)

Residence

  Urban 65.2 (61.5 to 68.8) 0.000 59.8 (56.3 to 63.3) 0.139 70.1 (68.4 to 71.7) 0.000

  Rural 58.4 (55.9 to 60.9) 56.8 (54.8 to 58.7) 64.3 (63.1 to 65.5)

Region

  North 64.1 (60.3 to 67.7) 0.001 58.6 (51.1 to 65.7) 0.000 71.2 (69.3 to 73.0) 0.000

  Central 56.4 (51.9 to 60.7) 57.5 (54.3 to 60.7) 63.8 (61.7 to 65.9)

  East 66.9 (62.6 to 70.9) 58 (54.9 to 61.0) 63.4 (61.1 to 65.7)

  North East 53.8 (49.4 to 58.1) 53.6 (50.6 to 56.6) 54.3 (51.3 to 57.3)

  West 54.4 (46.3 to 62.4) 66.1 (61.7 to 70.2) 71.5 (68.9 to 74.0)

  South 61.5 (57.3 to 65.5) 46.2 (41.2 to 51.3) 68.3 (66.4 to 70.1)

Wealth- index quintiles

  First 66.3 (60.3 to 71.8) 0.000 67.1 (61.5 to 72.3) 0.000 72.2 (70.3 to 74.1) 0.000

  Second 64.2 (59.9 to 68.3) 63.1 (58.9 to 67.1) 69.9 (68.2 to 71.5)

  Third 66.0 (61.0 to 70.7) 64.1 (60.4 to67.6) 67.5 (65.6 to 69.3)

  Fourth 61.1 (57.8 to 64.3) 57.2 (54.7 to 59.7) 66.0 (64.4 to 67.6)

  Fifth 52 (48.5 to 55.5) 50.8 (48.2 to 53.4) 56.9 (54.9 to 58.9)

Intention to quit tobacco use

  Yes 64.0 (60.7 to 68) 0.001 59.7 (57.2 to 62.2) 0.009 NA

  No 58.1 (55.8 to 60.5) 56.5 (54.6 to 58.4) NA
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who were educated beyond secondary school, belong to 
the third percentile in wealth index, and intend to quit 
tobacco use in the last 12 months. Additionally, after 
adjustment, awareness among smokers was high in those 
residing in eastern India and belonging to the wealth 
index’s first percentile. Among SLT users, awareness 
was more among male participants, those who belong to 
the first percentile of wealth index and those residing in 
western India (table 3). Among non- users, after adjust-
ment, awareness was more among participants aged 
30–44 years, educated beyond secondary school, residing 
in western India and who belong to the fourth percentile 
of wealth index.

Changes in the awareness regarding adverse effects of 
tobacco between two rounds of GATS
We estimated the changes in awareness patterns about 
tobacco use over the years by comparing it across two 
surveys of the GATS India (table 4). They were asked 
regarding their awareness of the harmful effects of 
tobacco. During GATS- I, 38% of smokers (4930) and 
38.9% (6961) of SLT users were aware of tobacco’s 
adverse effects (figure 1). We observed increased aware-
ness during the second round of GATS- II from the 
GATS- I among both smokers and SLT users. The increase 
in awareness was observed across gender, different age 
groups, residential areas and regions in India. Among 
smokers, an expansion beyond 50% was observed among 
men, across all ages, both in the rural and urban areas 
and in Northern, Southern and Western India. Among 
SLT users, an increase beyond 50% was observed in ≥45 
years, in rural residents and western India. Among non- 
users, more than 50% increase in awareness was observed 
only among participants residing in west India.

DISCUSSION
This study explored the awareness of tobacco’s harmful 
effects among its current users and non- users in India 
using a nationally representative survey dataset. Our 
study observed that 60% and 57% of the current users of 
smoked and SLT were aware of its harmful effects, respec-
tively. This was lower than the knowledge levels observed 
in the non- smokers. This can be attributed to concerted 
efforts made by the government through public health 
campaigns. However, awareness about adverse effects has 
increased in GATS- II compared with round I; there is still 
a need for consistent efforts to improve it further. Also, 
the difference in awareness levels of tobacco users and 
non- users highlights the challenges of the one- size- fits- all 
approach in terms of awareness generation.

We observed significant disparities in awareness across 
different sociodemographic characteristics. Our study 
depicted better awareness among the men regarding 
the harmful effects of smoked and SLT compared with 
women. This can be due to the higher use of tobacco 
among men and their peers. Men have easy access to 
shops that sell tobacco products, and warnings on these 

cigarette packets/SLT pouches increase awareness.26 On 
the other hand, advertisements over television in movie 
halls help create awareness across genders and a wider 
age group. However, previous studies have demonstrated 
country- specific variations in harmful perception by 
gender.20–22 27 In a study by Gupta and Kumar, 91.5% of 
men and 88.5% of women were aware that smoking causes 
serious illness.28 Nevertheless, this disparity is a severe 
cause of concern and highlights the need to improve 
awareness about the harmful effect of smoking through 
a gender- neutral approach. Women usually perceive the 
risk of dying from smoking significantly higher than men 
and can influence the smoking behaviours of the men 
in their family.29 One of the strategies can be the inclu-
sion of women and family in social media advertisement 
or broadcasts. Awareness decreased with an increase in 
the age of the respondents. The reason can be their age- 
old belief that tobacco usage is not a serious issue as they 
have seen people around them without any health issue 
or being chronic tobacco users make them less receptive 
to any advice that concerns quitting. Previous studies 
have also depicted a decrease in intention to quit with 
increasing age.30 31 Hence, they should be informed that 
quitting tobacco at any age leads to immediate health 
benefits, such as reduced stroke risks, cardiovascular 
disease and tobacco- related cancers.31

Awareness was directly related to the number of years 
spent in school and was low among illiterate respon-
dents. Previous studies corroborate the causal associa-
tion between education levels and the smoking status 
of the individual.32–34 Therefore, we require prevention 
strategies that focus on the formative years of life and 
modify the factors that influence tobacco usage (smoke 
and smokeless) in the later stages. Like other studies, low 
awareness regarding the adverse effects of tobacco was 
observed in respondents belonging to the lowest wealth 
quintile.16 27 30

A relative increase in awareness was observed among 
rural residents in GATS- II, but it remained lower than that 
of the urban area. The rural population is the most vulner-
able, and more inclination toward tobacco consumption 
and quit attempts are less likely to be successful. This 
could be mainly due to reduced community support for 
quitting and less motivation to quit and stabilise addictive 
behaviour with socio- cultural traditions. Most of the time, 
they do not complete pharmaceutical and behavioural 
intervention for tobacco quitting because of the lack of 
self- motivation or medical avenues for quitting. This is 
further compounded by poor access to drug deaddiction- 
centres and a lack of stringent implementation of tobacco 
control measures in rural areas.5 To overcome the rural–
urban disparities and give an impetus to the awareness 
campaign in rural areas, the Panchayati Raj institutions 
can provide a platform for awareness campaigns with 
active participation by local bodies like the Sarpanch 
and village elderly. Furthermore, the primary health-
care centres can function as the first point of contact for 
advice and treatment of tobacco addiction by providing 
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specific pharmacotherapeutic and psychosocial interven-
tions to help quit for those seeking help. We should adopt 
a continuum of care to reduce tobacco use among people 
who intend to quit.35

Awareness is pivotal to behaviour change and is the 
cornerstone of tobacco control initiatives. We observed 
higher awareness among those who had positive inten-
tions to quit tobacco usage. Adequate awareness deter-
mines the efficacy of and access to cessation initiatives, 
quitting rates, compliance with the antitobacco legislation 
being implemented across the countries.36 Therefore, 
the present study underlines the urgent need to improve 
knowledge on the dangers of active and passive smoking 
among socially disadvantaged populations. Policymakers 
can use this information for developing media and educa-
tional and interventional campaigns for specific popula-
tion subgroups.

There are specific strengths and limitations of the 
study. The major strength was using the scoring system 
to assess the comprehensive awareness among users and 
non- users of tobacco. It is because we expect that inac-
curate awareness of tobacco’s harmful effects influences 
users and non- users alike. We were able to track the trends 
in awareness levels over the two rounds of GATS, which 
can help us understand the effectiveness of various health 
promotion activities initiated during the period between 
at population levels only. However, the cross- sectional 
nature of data collection couldn’t assess the temporality 
between intention to quit tobacco and awareness. This 
study was limited only to adult smokers over 15 years old, 
so responses might not explain the point of generation 
of awareness of possible health effects of tobacco use. 
Also, as there was a difference in the number of ques-
tions included in the survey to assess awareness about the 
harmful effect of tobacco, and hence for comparison of 
awareness, only common variables were studied.

There are specific policy implications of this investiga-
tion. Global research has reiterated that there is no safe 
form of tobacco, including SLT, which contains at least 
70 harmful chemicals that cause cancer.37 Even with such 
demonstrable and proven adverse effects, India’s wide-
spread use is not surprising because of the addictive prop-
erties of tobacco. Those who get addicted and dependent 
require motivation and sustained efforts to get rid of this 
habit. Hence, a high level of awareness and health educa-
tion is needed to encourage people to give up this habit 
and, more importantly, discourage others from falling 
into its addictive trap.

CONCLUSIONS AND RECOMMENDATIONS
Our study findings suggest that awareness regarding the 
harmful effects of tobacco is lacking among the users and 
is less than the non- users. It further highlights the need to 
include strategies for deeper penetration of health promo-
tion activities and bringing the desired behaviour change. 
Future research can focus on assessing the effectiveness of 
various health promotion activities and comparing them C
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between tobacco users and non- users and among different 
sociodemographic variables. We recommend that these 
campaigns be customised to counter the regional dispar-
ities and adopt a gender- neutral approach. Community- 
based approaches involving stakeholders like village 
elderly, healthcare frontline workers and allied commu-
nity workers leading to the inclusion of the bottom of the 
pyramid will help in practical and widespread Dissemina-
tion. Awareness activities should be started during adoles-
cence as it is a critical period to adopt a healthy lifestyle 

and be aware of the harmful effects of tobacco. Lastly, a 
public health approach that integrates with the existing 
sociocultural milieu and a supportive environment can 
be emphasised on from a policy point of view.
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Table 4 Awareness regarding adverse effects due to smoking or smokeless tobacco: a comparison between the two rounds 
of Global Adults Tobacco Survey (GATS) (India)

Characteristics

Smokers who were aware that 
smoking has adverse effects

Smokeless tobacco users who were aware 
that smoking has adverse effects

Non- users who were aware that smoking has 
adverse effects

GATS I GATS II

% 
Relative 
change GATS I GATS II

% 
Relative 
change GATS I GATS II

% 
Relative 
change

Total 4930 (38%) 5826
(60.2%)

55.95 6961 (38.9%) 8933 (57.2%) 47.04 44 967 (64.9%) 35 818 (66.5%) 2.46

Gender

  Male 38.6 61.9 60.36 40.3 60.4 49.88 48.9 69.1 41.31

  Female 32.4 43.0 32.72 36.1 50.6 40.17 44.7 64.7 44.74

Age group (years)

  15–29 40.3 63.2 56.82 41.1 57.8 40.63 48.2 67.1 39.21

  30–44 39.5 62.1 57.22 40.4 58.9 45.79 46.2 68.5 48.27

  45–59 36.1 60.7 68.14 36.9 59.1 60.16 45.3 66.6 47.02

  ≥60 34.4 54.1 57.27 32.5 52.6 61.85 40.7 59.2 45.45

Residence

  Urban 47.4 65.2 37.55 43.8 59.8 36.53 51.1 70.1 37.18

  Rural 35.1 58.4 66.38 37.6 56.8 51.06 44.1 64.3 45.80

Region

  North 39.3 64.1 63.10 46.2 58.6 26.84 61.3 71.2 16.15

  Central 38.5 56.4 46.49 42.9 57.5 34.03 47.7 63.8 33.75

  East 44.9 66.9 49.00 39.3 58.0 47.58 48.7 63.4 30.18

  North East 50.4 53.8 6.75 48.4 53.6 10.74 51.1 54.3 6.26

  West 26.0 54.4 109.23 29.9 66.1 121.07 35.4 71.5 101.98

  South 31.1 61.5 97.75 31.4 46.2 47.13 46.0 68.3 48.48

Only five questions were common to both rounds. Therefore, we have included only those questions to compare changes across two rounds of GATS.

Figure 1 Awareness among the smokers and smokeless 
tobacco users regarding specific illnesses caused by tobacco 
consumption in two rounds of Global Adults Tobacco Survey 
(GATS) (India).

https://twitter.com/drmadhurverma
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