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Introduction

The World Health Organization has declared the tobacco 
epidemic as one of the largest public health threat and a 
major concern for policy‑makers and health professionals.[1] 
This is not only because of the associated mortality each year 
(7 million) but also due to the increased out‑of‑pocket 
expenditure on health, burden on the health system, and 
impaired the quality of life. In addition, it is an alarming 
concern that four‑fifth of the smokers worldwide are from 
low‑ and middle‑income nations.[1,2]

Tobacco consumption has been linked with the development 
of variety of illnesses.[1‑4] Even though, tobacco consumption 
has been quite common among men, the past few decades 
have witnessed a rapid surge among women as well.[5‑7] The 
epidemiological analysis of various studies has revealed that 
women not only have a short latent period from the initiation 
of substance use to the onset or progression of the substance 

use disorders but are also even more susceptible to the adverse 
medical, psychiatric, and social consequences.[7‑12]

In low‑  and middle‑income nations, owing to the lack of 
awareness about the adverse effects and social stigma, 
a significant proportion of women are not able to avail 
appropriate health‑care services.[13‑16] The findings of the 
National Family Health Survey‑4 revealed that 1.5% and 3% 
of urban and rural women in the reproductive age group were 
tobacco consumers in Tamil Nadu.[9] However, due to the 
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lack of precise estimates regarding the prevalence of tobacco 
consumption among women in rural settings in India; the 
policy‑makers lack adequate evidence and find it difficult to 
mobilize the existing resources. Thus, the current study was 
planned to estimate the prevalence of tobacco consumption 
among rural women and to identify the sociodemographic 
characteristics with higher prevalence of tobacco consumption 
among the study participants.

Materials and Methods

A community‑based cross‑sectional descriptive study of 
6‑month duration was conducted in the Sembakkam village, 
the rural field practice area of a tertiary health care institute of 
Tamil Nadu. All women above the age of 18 years, residing 
in the village, and who were willing to be a part of the study 
were enrolled in the study, while women who were unable to 
participate due to any reason were excluded from the study.

The sample size of the study was calculated as 210 based on 
the prevalence of substance use among women in a study done 
in Northern part of India, which was 22.3%.[7] The multistage 
random sampling method was employed, and in the first stage, 
simple random sampling was done using a lottery method, 
and the first house was selected. This was followed by the 
employment of a systematic random sampling, under which 
every third house was selected in the village, till the desired 
sample size was met. In case, there were no eligible women 
in the house, the very next house was selected.

Study tool
A semi‑structured schedule was prepared in the English 
in accordance with the study objectives and subsequently 
translated into the local language  (Tamil) of the study 
participants and back‑translated to English to check for the 
consistency and the clarity. The schedule was pretested on 20 
women, who were also satisfying the inclusion criteria, and 
they were interviewed by the principle investigator to know 
about the feasibility of the study and reliability of the tool. 
Further, based on the reported observations, the data collection 
tool was modified. The results of the pilot testing were not 
included in the findings of the main study. The Cronbach’s 
alpha of the tool was 0.839, suggesting that the items had 
relatively high internal consistency.

Data collection
Stage 1
In the study area, the first household was selected randomly 
using lottery method, and subsequently, each of the second 
household in the village was visited in the north to south 
direction covering the entire village. From each of the 
selected household, all the women aged above 18 years were 
interviewed face‑to‑face using the pretested schedule after 
establishing a rapport with them. This process continued till 
the desired sample size was achieved.

Stage 2 (key informant interview)
In the second stage, nine key women (viz., three teachers, two 

anganwadi workers, one temple priest, one health‑care worker, 
one shopkeeper, and one woman from the postal department) 
residing in the study area were identified and interviewed 
face‑to‑face after developing a rapport with them. They were 
interviewed regarding two main areas, why do you think 
women are starting to consume tobacco products; and in your 
opinion, what measures should be taken to curb the practice 
of tobacco consumption. The responses were recorded in the 
form of interviewer notes by a trained female notetaker and 
were expanded later. These responses were subsequently coded 
and then eventually categorized.

Ethical considerations
Ethical clearance was obtained from the Institutional Ethics 
Committee before the start of the study. Written informed 
consent was obtained from the study participants before 
obtaining any information from them.

Statistical analysis
For the quantitative data, the data entry was done in the 
Microsoft Excel 2007, and statistical analysis was done 
using Statistical Package for Social Sciences version 23.0 
(IBM, Bangalore, Karnataka). Frequency distributions were 
calculated for all the variables, and Chi‑square test was 
employed to identify the sociodemographic characteristics with 
higher prevalence of tobacco consumption. For the qualitative 
data, manual content analysis was done and inductive approach 
was adopted.

Results

The prevalence of tobacco consumption was found to be 
15.2% (32/210) among the rural women. Table 1 depicts the 

Table 1: Distribution of socio-demographic characteristics 
and tobacco consumption

Sociodemographic 
characteristics

Tobacco consumption P

Yes No
Age-group (years)

18-40 8 (11.4) 62 (88.6) 0.13
41-60 24 (17.1) 116 (82.9)

Religion
Hindu 9 (13.6) 57 (86.4) 0.33
Christian 23 (16.0) 121 (84.0)

Education
Illiterate (no formal education) 19 (27.9) 49 (72.1) 0.0001
Literate (formal education) 13 (9.2) 129 (90.8)

Marital status
Married 27 (16.1) 141 (83.9) 0.25
Single 5 (11.9) 37 (88.1)

Occupation
Housewife 14 (13.1) 93 (86.9) 0.18
Others 18 (17.5) 85 (82.5)

Socioeconomic class
Lower 17 (24.6) 52 (75.4) 0.018
Middle 8 (8.5) 86 (91.5)
Upper 7 (14.9) 40 (85.1)
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distribution of the various sociodemographic characteristics 
and the consumption of tobacco products. It was found 
that women in the lower economic status group had higher 
prevalence of tobacco consumption than women who were 
from the middle to high socioeconomic status. The mean age 
at the initiation of tobacco was 27.4 ± 3.6 years in the present 
study, while the mean duration of tobacco consumption was 
13.5 ± 2.8 years.

Almost 26 (81.3%) of the women gave a positive history of 
tobacco consumption, and all women who were consuming 
tobacco were using in smokeless forms. Further, 5 (15.6%) of 
the tobacco chewers reported the complaints of development 
of recurrent oral ulcers, of which only 2  (40%) availed 
health services. In addition, it was reported that 28 (87.5%) 
women were not willing to quit tobacco. Table 2 represents 
the various reasons cited by women for their unwillingness 
to quit tobacco. All of them responded that tobacco has 
become a part of their daily lives and thus they do not want 
to quit tobacco.

Each of the key informant interviews lasted for 20–30 min, 
and after doing content analysis, the following results were 
obtained:

Reasons to start the consumption of tobacco products among 
women: a wide range of potential reasons were identified from 
the viewpoints of different informants:

Family attributes
Consumption of tobacco products by father/spouse/brother/
grandparents or other relatives; acceptance of the existing 
practice in the family as a norm; instructions from the elder 
people to purchase tobacco products from shop and getting 
some reward in exchange; effective laxative, etc.

Peers
Friends in school/workplace consuming tobacco products; 
liking the fun involved in hiding and consuming; school trips 
or excursions, etc.

Lack of awareness
About the adverse effects associated with tobacco consumption; 
no doctor/health‑care personnel counsels about the side effects 
of tobacco consumption; the message printed on tobacco 
products does not make any sense, etc.

Myths and misconceptions
Tobacco consumption is not linked with any side effects; 

tobacco is good for dental caries; only if you drink alcohol 
with tobacco, complications results, otherwise no problem; 
tobacco consumption is good for image, etc.

Accessibility
Tobacco products are readily available in all shops; 
affordability; no strict adherence to the rules by the shop 
owners to not to sell tobacco products to children; continuous 
presence of tobacco products in home itself, etc.

Measures to curb the practice of tobacco consumption: on 
performing the manual content analysis of the transcript, 
following were the targeted stakeholders:

Family members
Adults and elder members of the family should not consume 
tobacco or its products at least inside home; neither tobacco 
products should be available in the home and nor junior 
members should be asked to get them from the shops, etc.

Schools/workplace
Teachers should act as a role model and create awareness about 
the side effects of tobacco, tobacco‑free campus, etc.

Mass media
More frequent display of advertisements highlighting the side 
effects of tobacco; involvement of personality in mass media 
campaigns; stars  (movies/political leaders/sportspersons) 
should not consume tobacco products on screen; etc.

Health sector
Distribution of pamphlets or the use of televisions in health 
facilities for depicting the message; proper counseling by all 
levels of health professionals; measures to counter the myths 
associated with tobacco, etc.

Miscellaneous
No sale of tobacco products to minors and girls; display of 
warning messages in the entire village; selection of a group 
of people from the village itself to create awareness about the 
adverse effects of tobacco, etc.

Discussion

The current study was done to estimate the prevalence 
of tobacco consumption in a rural area. It was found that 
24 (75%) of the women from the 41 to 60 years age group 
were tobacco users. In contrast, the findings of a survey done 
in Nepal indicated that majority of the women tobacco users 
were from the age group of 45–69 years.[16] This could be due 
to the specific study objectives in the study done in Nepal, in 
which estimates were taken from a survey which was primarily 
done for noncommunicable disease risk factors.[16]

The prevalence of tobacco consumption in our study was 
found to be 15.2% among the study population. In contrast, 
the findings of another study done in central India among 
the women residing in both the rural and urban areas, the 
prevalence was 54.4%.[17] Further, it was reported that the 
prevalence of tobacco consumption among women was quite 

Table 2: Reasons for unwillingness to quit tobacco

Reasons for unwillingness to quit tobacco (n=28)* Total (%)
No harmful effects of tobacco experienced 27 (96.4)
Stress relief 14 (50)
Part of daily life 28 (100)
Not aware about side effects of tobacco 15 (53.4)
Not aware about merits associated with quitting tobacco 19 (67.9)
Tobacco products are quite cheap 23 (82.1)
*Some participants gave more than one reason
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common in a rural area than in an urban area.[17] This could be 
due to the lack of awareness activities and poor sensitization 
of the general population, including women.[17]

In the current study, 19  (59.4%) of the tobacco users were 
illiterate, which is an alarming finding. On a similar note, 
educational status was found to be one of the most common 
predisposing factor for a tobacco user.[18,19] Furthermore, in 
the present study, women in the lower economic status group 
had higher prevalence of tobacco consumption. Similarly, 
socioeconomic class of the women has been identified as a 
strong potential risk factor and has been attributed with a 
tobacco user.[20,21]

Lack of awareness among women about tobacco and its 
associated side effects could be the probable reason for 
illiteracy, and lower socioeconomic status being statistically 
associated with a tobacco user in any form.[18‑21] In our study, 
5 (15.6%) of the tobacco users reported presence of recurrent 
oral ulcers. Similarly, the findings of different epidemiological 
studies revealed the presence of oral mucosal lesions among 
the tobacco users.[22,23]

It was quite surprising that none of the women surveyed 
were consuming tobacco in beedi or other smoking forms. 
All 32 women were consuming tobacco with  (29  [90.6%]) 
or without (3 [9.4%]) pan (gutkha) in the study population. 
In contrast, the findings of different studies have indicated 
that tobacco is being consumed in both the smoke as well as 
smokeless forms.[14,16‑18] This could be due to the prevailing 
sociocultural practices in the region, wherein women never 
smoke as it is being considered a wrong and an unhealthy 
practice.[4,7,17,19]

Further, only 4 (12.5%) of the tobacco users expressed their 
desire to quit tobacco, while remaining 28  (87.5%) felt no 
need to quit tobacco as it was a part of their daily routine. 
The findings of various studies have indicated a varied 
understanding among the women about the harmful use of 
tobacco.[17,24] In‑fact, about 27  (96.4%) of the women who 
were consuming tobacco products reported that till date they 
have not experienced any harmful effects of the tobacco. This 
clearly indicates a lack of awareness among them and is a 
direct indicator to ensure the strengthening of the awareness 
activities in the region.

At the same time, studies have indicated that social 
pressures, including use of the husband or family members 
and positive beliefs about tobacco acts as a major barrier in 
the accomplishment of tobacco quitting.[25‑27] Furthermore, 
23 (82%) women reported that the tobacco products which 
they are consuming are quite cheap, and this reflects that the 
policy‑makers have failed to levy high taxes on the tobacco 
and its products.[2,7] The results of qualitative analysis depicted 
a wide range of factors which played a significant role in the 
initiation of tobacco consumption among women. Similar kinds 
of results have been employed in studies done across different 
parts in the developing nations.[28‑30]

Limitation
The study was conducted in a single rural village and on a small 
sample size and thus the generalization of the study findings 
to the entire nation cannot be made. Any generalization will 
require a multicentric study or should be conducted on a large 
sample size to enable us to draw meaningful conclusions.

Conclusion

The prevalence of tobacco consumption among the women 
was estimated to be above expectation of the national figures. 
Lower socioeconomic class and poor educational status were 
found to be major determinants for tobacco consumption 
among rural women. However, considering the fact that women 
were the target population of the study, who are often neglected 
both in terms of medical care or treatment seeking, and also in 
research, there is a definite scope to carry out further research 
in this area. Moreover, nearly 90% of the women were not 
interested in quitting tobacco, and thus, there is an immense 
need to strengthen the awareness activities in the region.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References
1.	 World Health Organization. Tobacco‑Key Facts; 2018. Available 

from: http://www.who.int/news‑room/fact‑sheets/detail/tobacco.  [Last 
accessed on 2019 May 19].

2.	 Shrivastava SR, Shrivastava PS, Ramasamy J. Ensuring tobacco control 
to strengthen the economy of a nation and improve the health standards 
of the population. Int J Prev Med 2017;8:94.

3.	 Barik A, Rai RK, Chowdhury A. Tobacco use and self‑reported morbidity 
among rural Indian adults. Prim Health Care Res Dev 2016;17:514‑23.

4.	 Mistry  R, Pednekar  MS, Gupta  PC, Raghunathan  TE, Appikatla  S, 
Puntambekar N, et al. Longitudinal study of adolescent tobacco use and 
tobacco control policies in India. BMC Public Health 2018;18:815.

5.	 Iqbal N, Irfan M, Ashraf N, Awan S, Khan JA. Prevalence of tobacco use 
among women: A cross sectional survey from a squatter settlement of 
Karachi, Pakistan. BMC Res Notes 2015;8:469.

6.	 Khatri RB, Mishra SR, Khanal V. Tobacco use among rural Nepalese 
women: Cross‑sectional community based study. Indian J Cancer 
2015;52:699‑704.

7.	 Mishra  GA, Kulkarni  SV, Gupta  SD, Shastri  SS. Smokeless tobacco 
use in Urban Indian women: Prevalence and predictors. Indian J Med 
Paediatr Oncol 2015;36:176‑82.

8.	 McHugh RK, Wigderson S, Greenfield SF. Epidemiology of substance 
use in reproductive‑age women. Obstet Gynecol Clin North Am 
2014;41:177‑89.

9.	 Joseph  I, Rooban  T, Ranganathan  K. Tobacco use, oral cancer 
screening, and oral disease burden in Indian women. Indian J Dent Res 
2017;28:706‑10.

10.	 Association of Women’s Health, Obstetric and Neonatal Nurses. 
Tobacco use and women’s Health. J  Obstet Gynecol Neonatal Nurs 
2017;46:794‑6.

11.	 Singh JK, Acharya D, Kadel R, Adhikari S, Lombard D, Koirala S, et al. 
Factors associated with smokeless tobacco use among pregnant women 
in rural areas of the Southern Terai, Nepal. J Nepal Health Res Counc 
2017;15:12‑9.

12.	 Mistry R, Jones AD, Pednekar MS, Dhumal G, Dasika A, Kulkarni U, 
et  al. Antenatal tobacco use and iron deficiency anemia: Integrating 



Shrivastava and Shrivastava : Tobacco consumption among rural women

Indian Journal of Community Medicine  ¦  Volume 45  ¦  Issue 2  ¦  April-June 2020 229

tobacco control into antenatal care in urban India. Reprod Health 
2018;15:72.

13.	 Rani M, Thamarangsi T, Agarwal N. Youth tobacco use in South‑East 
Asia: Implications for tobacco epidemic and options for its control in 
the region. Indian J Public Health 2017;61:S12‑7.

14.	 Dudala  SR, Arlappa  N. An updated Prasad’s socio economic status 
classification for 2013. Int J Res Dev Health 2013;1:26‑8.

15.	 Mack  N, Woodsong  C, Macqueen  KM, Guest  G, Namey  E. Family 
Health International. Qualitative Research Methods: A Data Collector’s 
Field Guide; 2011. Available from: https://www.fhi360.org/sites/default/
files/media/documents/Qualitative%20Research%20Methods%20‑%20
A%20Data%20Collector%27s%20Field%20Guide.pdf.  [Last accessed 
on 2019 May 11].

16.	 Bista  B, Mehata  S, Aryal  KK, Thapa  P, Pandey AR, Pandit A, et  al. 
Socio‑demographic predictors of tobacco use among women of Nepal: 
Evidence from non communicable disease risk factors STEPS survey 
Nepal 2013. J Nepal Health Res Counc 2015;13:14‑9.

17.	 Tiwari RV, Gupta A, Agrawal A, Gandhi A, Gupta M, Das M. Women 
and tobacco use: discrepancy in the knowledge, belief and behavior 
towards tobacco consumption among urban and rural women in 
Chhattisgarh, Central India. Asian Pac J Cancer Prev 2015;16:6365‑73.

18.	 Sreeramareddy  CT, Harper  S, Ernstsen  L. Educational and wealth 
inequalities in tobacco use among men and women in 54 low‑income 
and middle‑income countries. Tob Control 2018;27:26‑34.

19.	 Sharma D, Goel S, Lal P. Education differential in relation to tobacco 
use and its predictors across different regions of India. Indian J Cancer 
2017;54:584‑8.

20.	 Bhan N, Karan A, Srivastava S, Selvaraj S, Subramanian SV, Millett C. 
Have socioeconomic inequalities in tobacco use in India increased over 
time? Trends From the National Sample Surveys (2000‑2012). Nicotine 

Tob Res 2016;18:1711‑8.
21.	 Nebhinani  N, Sarkar  S, Gupta  S, Mattoo  SK, Basu  D. Demographic 

and clinical profile of substance abusing women seeking treatment at a 
de‑addiction center in North India. Ind Psychiatry J 2013;22:12‑6.

22.	 Murthy P, Manjunatha N, Subodh BN, Chand PK, Benegal V. Substance 
use and addiction research in India. Indian J Psychiatry 2010;52:S189‑99.

23.	 Sridharan G. Epidemiology, control and prevention of tobacco induced 
oral mucosal lesions in India. Indian J Cancer 2014;51:80‑5.

24.	 Kesmodel  US. What is substance abuse? And should we screen all 
pregnant women for substance abuse? Acta Obstet Gynecol Scand 
2015;94:451‑2.

25.	 Schensul JJ, Begum S, Nair S, Oncken C. Challenges in Indian women’s 
readiness to quit smokeless tobacco use. Asian Pac J Cancer Prev 
2018;19:1561‑9.

26.	 Chandrupatla  SG, Tavares  M, Natto  ZS. Tobacco use and effects of 
professional advice on smoking cessation among youth in India. Asian 
Pac J Cancer Prev 2017;18:1861‑7.

27.	 Shrivastava  SR, Bobhate  PS. Tobacco quit rates among youth in an 
urban health centre of Mumbai: A cross sectional study. Addict Health 
2010;2:111‑7.

28.	 Chezhian C, Murthy S, Prasad S, Kasav JB, Mohan SK, Sharma S, et al. 
Exploring factors that influence smoking initiation and cessation among 
current smokers. J Clin Diagn Res 2015;9:LC08‑12.

29.	 Cantrell  J, Pearson  JL, Anesetti‑Rothermel A, Xiao  H, Kirchner  TR, 
Vallone  D. Tobacco retail outlet density and young adult tobacco 
initiation. Nicotine Tob Res 2016;18:130‑7.

30.	 Liu R, Chen L, Zeng H, Reis C, Reis H, Yang X, et al. Tobacco and 
alcohol consumption rates among Chinese women of reproductive age 
in 2004‑2011: Rate and sociodemographic influencing factors. Int J 
Environ Res Public Health 2018;16:E56.


