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Introduction

Tobacco Control Policy India Project Report revealed about 275 
million tobacco users in India.[1] It was reported that smoking 

prevalence in India is about 13.3%.[2] Bidi is the most popular 
form of  smoking tobacco used in India, especially in rural areas, 
and the cigarette is the secondmost prominent form of  smoking 
tobacco, mainly used in urban areas.[3,4] Extensive use of  smoking 
as well as smokeless tobacco products is an example of  modern 
epidemic and is termed as “the brown plague.”[5]

The use of  tobacco causes short lived gratifying effect in brain 
principally by changing the mesolimbic pathway.[6,7] Nicotine is the 
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chief  component in tobacco, which causes both psychological and 
physical addiction. Level of  nicotine addiction of  an individual 
determined by salivary, urine and serum analysis revealed that 
cotinine is a metabolite of  nicotine.[8,9]

Nicotine dependence is an indication of  the compulsive use of  
nicotine‑containing tobacco; physiologic tolerance which means 
yearning to use increased amounts of  nicotine to attain desired 
effects; nicotine withdrawal upon discontinuation showing 
symptoms like anxiety, craving, impatience, increased hunger, 
anger, desperation and continued use in spite of  many problems 
due to its usage.[10] The presence of  nicotine causes tobacco 
dependence, which in turn leads to destructive health problems, 
primarily including cardiovascular problems, cancers, respiratory 
disease and reproductive diseases, and increased susceptibility to 
various infections. Nearly every organ of  the body is harmed by 
the usage of  tobacco.[11,12]

Fagerstrom Test for Nicotine Dependence  (FTND) is widely 
used to determine the nicotine dependence among the smokers 
on different population groups globally.[8] Although studies were 
conducted to determine the nicotine dependency using FTND 
among Indian population, previous studies focussed on polydrug 
users and psychiatric patients.[13,14]

Individual’s motivation to quit the habit and his level of  dependence 
on smoking plays a vital role and determines the person’s success 
in quitting the habit. For the smoking cessation programs to be 
effective, the motivation of  the smokers is indispensable. Assessment 
of  nicotine dependence among the smokers is imperative, as it 
influences the choice of  intervention. If  it is necessary for everyone 
to receive the same treatment, they all need to be having awareness 
about the harmful effects of  tobacco.[15]

But there are people to whom these services are not available as 
they still live in isolation away from the civilization and they have 
their own beliefs and myths[16] and have inadequacy of  modern 
transport and which make them depend only upon the local natural 
resources. These people are known as tribal.[17] The faiths and frame 
of  mind towards health practices are affected by the culture.[18] In 
India, there are many communities which are backward in terms 
of  social, economic, political and educational considerations. Tribal 
community is one among them constituting 8.14% of  the general 
public of  India, with 845.1 lakh population (2001 census) they cover 
about 15% of  the country’s area.[19]

The Narikuravars are a partial nomadic group who spreads across 
borders, but primarily live in Tamil Nadu, India and they are 
notorious to face discrimination that interprets into low education 
level, low socio‑economic status and lack of  pertinent access 
to health care.[20] Owing to factors such as discrimination, poor 
literacy, barriers in accessing health care, prevailing tribal traditions 
and high self‑medication practices among tribal people, it becomes 
complex to resolve inequalities that exist within these pockets of  

isolated communities by health education or by programmatic 
interventions instituted by the government.[21,22]

From the history, we all know, tobacco use and alcohol 
consumption has been prevailing in the tribal communities for 
so long that it is a regular practice in their culture. Such practices 
habitually commence at a very young age and sustained life long, 
additionally to being imparted from generation to generation. 
The tribal people being so rooted to their culture are unaware of  
the outside world and the harmful effects of  these practices.[23]

Several researches were done among the tribal population in 
India and the studies showed that the oral health status and oral 
hygiene practices were very poor among the tribal population 
from different states of  India.[19,24‑27]

To the author’s knowledge, tobacco dependence among the 
Narikuravas community in Thoothukudi district has not been 
assessed and the focus of  the present study is to determine the 
prevalence and dependency with tobacco use among tribal gypsies 
in Thoothukudi district.

Materials and Methods

Study design
A cross sectional study.

Study setting
The study was done in three taluks in Thoothukudi district, where 
gypsy population were present. The taluks were Thiruchendur, 
Eral and Srivaikundam.

Ethical approval and official permission
Ethical approval was obtained on 19/4/2019 by the institutional 
ethical committee  (SRB/SDC‑PHD‑ 1802/19/04). Permission 
was taken from the respective taluk officers to screen the gypsy in 
their taluks. The gypsies were informed about the purpose of  the 
study and informed consent was obtained from them. The taluk 
officers arranged for a meeting for the present research and gypsies 
whomever willing were asked to attend the meeting and the meeting 
was scheduled in evening so that everyone could attend.

Study population

The inclusion criteria were to include every gypsy person who is 
a citizen of  Thoothukudi district and of  all ages. Study included 
the participants whomever willing and consented to participate in 
the study. People who were bed ridden and not from Thoothukudi 
district (we found some of  them were from Thiruchendur taluk) 
were excluded. A total of  164 study participants from three taluks 
were screened. There were 128 adults and 36 children who are 
below 18 years of  age. There were 79 tobacco users in which 29 
smoking tobacco users and 56 smokeless tobacco users for whom 
nicotine dependency was measured.
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Study duration
The present study was done in December 2019.

Clinical examination
Clinical examination was done by one of  the authors and oral 
health of  the population was assessed by WHO assessment 
proforma, 2013. Interviewer administered questionnaire was 
used to assess the tobacco habits among the study population 
and tobacco dependence was analysed by Fagestrom Nicotine 
dependency scale.

Statistical analysis
The data was analysed in SPSS software version 20.0. Frequency 
tables and Chi square tests were used to estimate the distribution 
and association of  the variables, respectively.

Results

The total sample size of  this cross‑sectional study was 164 in 
which 128 adults and 36 children who were below 18 years of  
age were present. The age distribution of  the total population 
was found to be as follows: 21.95% were 1‑18 years old, 48.78% 
were 19‑35 years old, 20.12% were 36‑50 years and 9.14% were 
51‑80 years old. [Table 1]. In the total population, results showed 
that 50.6% were males and 49.4% were females [Table 2].

Among the tobacco users, 67.1% were in the age group of  
19‑35  years, 22.8% of  them were 36‑50  years old and 10.1% 
were in 51‑80 years old [Figure 1] Gender distribution of  tobacco 
users revealed that 46.8% of  them were males and 53.2% were 
females  [Figure 2] and hence tobacco usage was more among 
female study participants than males.

About 64.55% of  the adult population were using some forms of  
tobacco. Distribution of  the study population based on the types 
of  tobacco usage revealed that among tobacco users, 29.1% were 
using smoking tobacco, 63.4% were using smokeless tobacco and 
7.5% were using both. Results showed that smokeless tobacco 

was the most commonly used tobacco product among the study 
participants.

With respect to gender, the prevalence of  tobacco usage was as 
follows: 53.62% males and 71.18% of  females were using some 
form of  tobacco. This shows that females have more prevalence 
of  using tobacco than males [Table 3].

The tobacco use dependence was listed in Figure 3. About 6.89% 
of  the smokers had high level of  nicotine dependency, 82.75% 
had medium level dependency and 10.34% of  them had low 
nicotine dependency. Nicotine dependency among smokeless 
tobacco users revealed that about 32.14%, 53.57% and 14.28% 
of  smokeless tobacco users had high, medium and low nicotine 
dependency, respectively.

In the total study population, with respect to DMFT status, caries 
prevalence was more among tobacco users (60.49%) than tobacco 
nonusers  (39.51%). But this association was not statistically 
significant (p value of  0.297).

Table 1: Distribution of the study population according 
to age

Age groups (in years) Frequency Percent
1‑18 36 21.95
19‑35 80 48.78
36‑50 33 20.12
51‑80 15 9.14
Total 164 100

Table 2: Distribution of the study population according 
to gender

Gender Frequency Percent
Males 83 50.60
Females 81 49.40
Total 164 100

Figure 1: Age wise distribution of tobacco users Figure 2: Gender wise distribution of tobacco users
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Among the total study population, there was a statistically 
significant association between prevalence of  tobacco use and 
gingival bleeding in which among participants who had gingival 
bleeding, 88.9% were tobacco users and 11% were non‑tobacco 
users. This shows the risk of  gingival bleeding can increase with 
respect to tobacco use. [Table 4].

In the total study population, with respect to periodontal 
status, pockets were more among tobacco users  (62.5%) than 
non‑tobacco users (37.5%). However, this association was not 
statistically significant (p value of  1.00).

Among the total population, statistically significant association was 
present between prevalence of  tobacco use and dental erosion in 
which among participants who did not have dental erosion, 63.63% 
were tobacco users and 36.36% were non‑tobacco users; among 
participants who had enamel erosion, 87.5% were tobacco users and 
12.8% were non‑tobacco users and among those who had dentinal 
erosion, 20% were tobacco users, and 80% were non‑tobacco users 
had dentinal erosion. This shows that the tobacco usage can be a 
risk factor for the onset of  dental erosion [Table 5].

A statistically significant association was present between gender and 
nicotine dependency among smokers. Nicotine dependency among 
males showed that, 8% had high dependency, 88% had medium and 
0.04% had low dependency. Among females, 50% had medium and 
50% had low nicotine dependency. This shows that the males were 
more nicotine dependent than females among smokers. [Table 6]

A statistically significant association was present between gender 
and nicotine dependency among smokeless tobacco users. 
Nicotine dependency among males showed that, 43.75% had high 
dependency and 56.25% had medium dependency. Among females, 
27.5% had high dependency, 52.5% had medium and 20% had low 
nicotine dependency. This shows that the males are more nicotine 
dependent than females among smokeless tobacco users [Table 7]

Discussion

Tobacco menace is a major public health issue and is one of  the 
unexceptional causes of  preventable everywhere in the world. 

Tobacco use leads to nearly 7.2 million pre‑mature deaths each 
year globally, and according to the Global Adult Tobacco Survey 
2  (GATS 2), India 28.6% of  adults aged 15  years or above 
consume tobacco in any of  the form.[28,29]

Tobacco chewing is present in most of  the evolving countries, 
exceptionally those in South East Asia. Tobacco chewing and 
smoking have been recognized as major risk factors for oral cavity 
pre‑ cancerous lesions and cancer in India.[30] Bidis are a slender, 
hand rotated, un processed inexpensive provincially produced 
product, are habitually used more than other forms of  smoking 
tobacco in rural areas and among groups of  lower occupation.[31,32] 
Tobacco use has been identified to be more among the lower 
socio‑economic groups, particularly in tribal population (52.1%)
[33] and among adolescent males (65.3%).[34]

Table 3: Association between gender and prevalence of 
tobacco use

Gender Tobacco usage Total P
Yes No

n % n % n %
Males 37 53.62 32 46.37 69 100 0.042
Females 42 71.18 17 28.81 59 100
Chi square value 4.152a

Figure  3: Percentage distribution of nicotine dependency among 
tobacco users

Table 4: Association between gingival bleeding and 
prevalence of tobacco use

Gingival 
bleeding

Tobacco usage Total P
Yes No

n % n % n %
Present 24 88.89 3 11.11 27 100 0.01
Absent 55 54.45 46 45.54 101 100
Chi square value 10.691a

Table 6: Association between gender and tobacco 
dependency among smokers

Gender Level of  dependence Total P
High Medium Low
n % n % n % n %

Males 2 8 22 88 1 0.04 25 100 0.000
Females 0 0 2 50 2 50 4 100
Chi square value 32.333a

Table 5: Association between dental erosion and 
prevalence of tobacco use

Dental erosion Tobacco usage Total P
Yes No

n % n % n %
No sign of  erosion 70 63.63 40 36.36 110 100 0.007
Enamel erosion 7 87.5 1 12.5 8 100
Dentinal erosion 2 20 8 80 10 100
Chi square value 9.788a
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In India, the first round of  GATS was conducted in 2009–2010 
and the second round has been recently conducted in 2016–2017. 
According to this survey, the highest prevalence of  tobacco 
use  (41.4%) is noted among people aged 65 years and above. 
It was found that smoking  (12.3%) and smokeless tobacco 
use (23.4%) is higher among men than in women. In Tamil Nadu, 
a Tamil Nadu Tobacco Survey (TNTS 2015‑2016) estimated the 
prevalence of  tobacco use to be 5.2% out of  which 4.3% of  users 
were males. Among the 32 districts in Tamil Nadu, the highest 
prevalence was recorded in Pudukottai (19.9%) district and the 
lowest in Tanjavur district (1.2%).[35] Even though this percentage 
reflects an overall decrease in the prevalence rates of  tobacco 
consumption in the country, it does not reveal the differences in 
the prevalence rates that may exist in marginalised communities 
such as the Narikuravars.

The indigenous population everywhere in the world experiences a 
greater burden of  diseases[36] and also their tobacco abuse is usually 
twice as large as than that of  their non‑Indigenous population.[37] 
This leads to inequality in burden of  substance‑related mortality 
and morbidity. India is the land of  differences comprising people 
from various languages, different races and ethnicity; about 25% 
of  the indigenous population resides in India and hence it is one 
among the place with large tribal populations in the world.[38] Tribal 
population constitutes about 8.2% of  the complete population 
in India.[39] Tribal population in India similar to other under 
privileged groups, have their reasonable number of  distress and 
often they are hidden and unnoticed from the “mainstream” 
India. Death rate, diseased state and malnourishment are more 
common among indigenous population when compared with the 
average Indian population.[40]

Recent research has also revealed that tribal people of  
Wayanad district from Kerala are heavily dependent on both 
forms of  tobacco. Tobacco related precancerous lesions were 
more prevalent among the Paniya tribe of  Wayanad.[41] Their 
unawareness about the ill effects of  tobacco is highly frightening 
and so special attention is required for improving the knowledge, 
awareness and welfare of  the indigenous population. Though 
there was an increase in awareness programs and education 
programs in the community regarding the ill effects of  tobacco 
on overall health, there exists a lacuna in complete coverage of  
anti‑tobacco awareness programs among the tribal population.[42]

In the present study, among the study participants, 50.6% 
were males and 49.4% were females. In a similar study done 

in Jharkhand by Gunjan Kumar et al., 60.8% males and 39.2% 
females participated.[26] But in a similar study conducted in Nellore 
the males constitute 37.34%, and the females constitute 62.66%.[43]

In the present study, 61.71% adults were using tobacco. Similar 
finding was found in a study in a study by Vijayakumar B et al. 
in which 80% had tobacco habits.[19] In a study by S. Anjali et al. 
43.8% of  tribal group showed prevalence of  tobacco usage.[44] In 
a study done by S. Shridevi in the same narikurava community in 
the next district, it was reported that tobacco use and alcoholism 
was a part of  their community culture. It is one of  the major 
factors to socialize with the community members. It has serious 
impact in the professional and personal lives of  the “Narikuravar” 
community women.[23]

In the present study, medium nicotine dependency was more 
both in both smoking and smokeless tobacco users (82.75% and 
53.57%). In a study by Anjali S et al., similarly medium level of  
dependency was high among similar tribe kattunaickan (63.8%)[44] 
but in a contrastive study, tribal in Kerala are heavily dependent 
on smoking as well as smokeless forms of  tobacco.[41]

The existing disparity of  disease prevalence and associated risk 
factors among populations residing in different regions of  the 
globe could be explained in a better way through region‑specific 
studies, and among disadvantages groups.[45] In that way, we 
have established the prevalence and high usage of  various forms 
of  tobacco among the tribal population. The World Health 
Organization on its website affirms that the heavy use of  tobacco 
is one of  the main contributing factors towards the growing 
incidence of  oral cancer.[46]

Early detection, diagnosis and treatment is absolutely important 
for these habits and lesions to increase the awareness of  the 
population. Primary health centre physicians and dentists are the 
first contact of  these tribes to the medicine. Easy accessibility 
of  the oral cavity to exam makes it an ideal target for improved 
screening practices. Due to the modest investments of  time and 
cost required by screening exams, primary care physicians assume 
a frontline role in the battle against tobacco and oral cancer.[47]

Regarding the health sector, more investment in training of  
health professionals from primary care to biopsies, in addition to 
intersectoral and multidisciplinary actions are necessary.[48] Further 
training is required at both undergraduate and postgraduate levels 
to increase awareness of  oral cancer and its associated risk factors, 
and to strengthen primary care practitioners’ abilities to diagnose 
potentially cancerous intra‑oral lesions.[49] The prominent usage of  
smoking and smokeless form of  tobacco use among tribal people 
shows that we must make efforts to commence anti‑tobacco 
awareness programs.

In the present cross‑sectional study conducted among gypsies in 
Thoothukudi district, more than 60% of  the study population 
used some forms of  tobacco and majority of  the tobacco users 
exhibited medium tobacco dependency as per Fagerstrom scale. 

Table 7: Association between gender and tobacco 
dependency among smokeless tobacco users

Gender Level of  dependence Total P
High Medium Low

n % n % n % n %
Males 7 43.75 9 56.25 0 0 16 100 0.000
Females 11 27.5 21 52.5 8 20 40 100
Chi square value 29.185a
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Smokeless tobacco was the most commonly used tobacco product 
among the study participants. Though tobacco usage was more 
among females than males, high tobacco dependency was found 
to be more among male study participants when compared to 
females. Tobacco usage is significantly associated with gingival 
bleeding and dental erosion.

Conclusion

The prevalence of  tobacco utilization was revealed to be 
higher (more than 60%) among both males and females among 
the tribal population. Medium tobacco dependency was more 
prevalent among tobacco users. Majority of  them used various 
forms of  smokeless tobacco. A family history of  tobacco use, peer 
pressure from friends and cultural beliefs were shown to be the 
prime constituting factors for early onset of  the habit. Involving 
of  a local community person from their locality might help since 
the tribes are rooted to culture. The treatment intervention can 
be only applied after enlightening them to the outer world and 
come out of  their ignorance and absurd cultural habits.
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