Accepted Version 

International Quarterly of Community Health Education, July 2017

Factors influencing the initiation of smokeless tobacco consumption among low socioeconomic community in Bangladesh: A qualitative investigation

Dr. Md. Shahjahan

Dept. of Public Health
Daffodil International University (DIU), Dhaka-1207, Bangladesh

Email: mdshahjahan@agnionline.com
Md. Golam Dostogir Harun

Visiting faculty

Dept. of Public Health
Daffodil International University (DIU), Dhaka 1207, Bangladesh 

Email: dostogirharun@gmail.com
Dr. ABM Alauddin Chowdhury
Dept. of Public Health
Daffodil International University (DIU), haka-1207, Bangladesh

Email: dralauddin@daffodilversity.edu.bd
Dr. Md. Kapil Ahmed
Senior Research Advisor

AGRONI Research UK

Bow Business Center

London E3 2BE

Email: kapilanni@yahoo.com
Professor Hafiz T.A. Khan
Professor of Public Health

The Graduate School, University of West London, St Mary’s Road, Ealing
London W5 5RF, United Kingdom

Email: hafiz.khan@uwl.ac.uk
ABSTRACT:

This study explored factors influencing the initiation of Smokeless Tobacco (SLT) consumption in a low socioeconomic urban community in Bangladesh. The study conducted four Focus Group Discussions among 33 informants involves school teachers, community leaders, women and betel-nut shops owners. The results were prepared by thematic analysis of the transcripts where informants mean age was 30 (SD ±6.8) years with varying level of education.  Tradition of hospitality, curiosity, offer from an elderly person, avoiding nausea during pregnancy and at time of quitting smoking were key factors for the initiation of SLT consumption. The results also revealed most people were aware about the danger of SLT consumption but in practice, consumed frequently.  The research suggested that doctors might advise people not to use any form of SLT while they seeking health services. Furthermore, community base awareness programme could minimize the wider use of SLT among low income community in Bangladesh.
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Background
Tobacco use is the leading cause of preventable deaths. It was revealed in the study that tobacco kills one person every six seconds and nearly six million people die in a year due to tobacco related illness 1()
. Tobacco consumption is estimated to cause about 71% of all lung cancer deaths, 42% of chronic respiratory disease and nearly 10% of cardiovascular disease 2()
. Use of smokeless tobacco (SLT) is a major health issue in the South Asian region 3()
. It is estimated that over 80% of the world’s smokeless tobacco users live in the South-East Asia 4()
. Over one-third of tobacco consumed in these countries is smokeless. Use of SLT has been an emerging public health concern over the last few decades. Smokeless tobacco use in South Asia is believed to be a significant contributor to morbidity and mortality 4()
. SLT use is the leading preventable cause of premature death and disease worldwide, and its impact is even more pronounced in low and middle income countries 5()
. Increasing use of SLT has been reported not only among men, but also among vulnerable groups, such as children, teenagers, and women of reproductive age. SLT increases the risk of premature birth and low birth weight 6()
. The major effects of SLT are also seen in the oral cavity, pharynx and esophagus, which together account for a large proportion of tobacco-related cancers 7()
. 
Chewing of betel quid with tobacco is commonly practiced by both men and women in Bangladesh, India, Pakistan and Sri Lanka 8()
. It is more prevalent among people from lower socioeconomic groups in these countries. A study in Kerala, India identified that tobacco use  (in both form) is significantly more among the low socio-economic (SE) groups compared to the high SE group 9()
. SLT is consumed predominantly by chewing in the form of pan (piper betel leaf filled with sliced areca nut, lime, catechu, and other spices chewed with or without tobacco), pan-masala or gutkha (a chewable tobacco containing areca nut), and mishri (a powdered tobacco rubbed on the gums as toothpaste). 
Use of smokeless tobacco is also common in Bangladesh 8()
. WHO country profiles repot on tobacco consumption identified that overall consumption of smokeless tobacco was 27.2% in Bangladesh 10()
. A vast number of adult males and females consume tobacco in one form or another 8()
. A multi-country study has shown a high prevalence of both smoking as well as use of smokeless tobacco for Bangladesh 11()
, which has become a major contributor to the country’s high morbidity rates. A study conducted in Bangladeshi revealed that use smokeless tobacco with betel quid which is responsible for variety of diseases such as heart diseases, stroke, oral cancer, etc 12()
.  
The distribution of tobacco consumption is disproportionately higher in the lower socioeconomic groups especially among the unemployed, semi-skilled laborers, or those engaged in manual labor and among the less educate 13()
. Similarly, some results have also shown that SLT use is highest in industrial areas 14()
. A clear pattern was observed with respect to smokeless tobacco use in Bangladesh where the prevalence decreased as education and socioeconomic status increased 15()
. Another study showed that an estimated 20–30% of women in rural areas of Bangladesh use smokeless tobacco 16()
. There have been few studies conducted which identify the factors associated with SLT use among lower socioeconomic groups in industrial areas of Bangladesh. The country’s traditional values do not permit women to smoke, but there is no such taboo against use of smokeless tobacco 17()
. A study conducted in Bangladesh indicated that prevalence of both smoking (cigarette, bidi, etc.) and smokeless tobacco (zarda, gul, pan-masala, etc.) use is high in men 12()
. This qualitative research explored factors influencing the initiation of smokeless tobacco consumption among these groups in an urban context. 
Materials and Methods

The study site:

The study conducted during February to November 2015 in Demra and Tongi industrial areas, adjacent to Dhaka metropolitan city of Bangladesh. The study selected these sites as of industrials and easy approachable areas with typical urban low income community. Usually in the industrial areas, low income people live and supposed to use smokeless tobacco more frequently than others 14()
.

Participant Selection: 

This study selected the informants purposively from two study sites. An equal number of informants participated from each study area and a total of 33 informants were participated in the Four Focus Group Discussion sessions with at least eight informants in each discussion session. Respondents were comprised of different groups including school teachers, community leaders, women representatives, as well as owners of betel-nut shops. Both users and non-users of SLT attended the FGD sessions. 
Qualitative tools and data collection:  
The study employed focus group discussions to explore the influencing factors for initiation of SLT consumption including documentation of community’s perceptions, reported practices, and social norms related to consumption of SLT. Developed FGD guideline were pretested in the field and finalized before conducting the sessions. A multidisciplinary team including public health specialists, social scientists, and statisticians were involved in developing the qualitative guideline in focusing the study objectives.
Each discussion was happened within 90 to 120 minutes duration. The study used an guideline that started by asking people to list all of the SLTs they could consumed or observed to consume by the community people and the influencing factors of initiation of smokeless tobacco consumption among low income  community. The investigators also asked about their perception on use of SLT, how people influenced to use it, knowledge of health hazard, existing social norms, current practices related to initiation of SLTs and for suggestions of how to reduce SLT consumption in low income community. 
Data analysis: 
All focus group discussions were recorded and then translated into English. The team manually processed the information according to research objectives. The investigators have done thematic content analysis in order to provide a descriptive result. This analysis was done for each focus group discussion separately and presented all together in the findings for reporting.

Ethical considerations: 

Institutional ethical clearance procedures were followed and particular attention was addressed to the issue of informed consent, anonymity during presenting information, and confidentiality. Before starting the discussion sessions, researchers clearly explained the study objectives to the informants along with collecting their written informed consent. The study protocol was reviewed and approved by the National Ethics Review Committee of Bangladesh Medical Research Council (BMRC).

RESULTS
Socio-economic characteristics:

Among the informants from four FGD sessions, three-quarters (25, 76%) were male and about one-quarter (8, 24%) were female. The mean age of the informants was 30 years with a standard deviation of 6.8 years. About half were school/ madrasah teachers, and the rest were SLT sellers, religious and community leaders. The respondents had different levels of education: one-tenth had primary education while those who were either teachers or women representatives had a higher educational background. The median monthly family income of the informants was Bangladeshi Taka (BDT) 39,125.
Smokeless tobacco use and related perceptions:
Consuming betel leaf with zarda was found to be a common form of tobacco addiction in the study area. In addition, shadapata, gul, and nossi were consumed as other forms of smokeless tobacco. One of the SLT users said: “Smokeless tobacco is less costly and easily accessible compared to cigarette which is more costly”.
On the other hand, many of them perceived the harmful effects of SLT as one respondent said: “We chew the tobacco directly, so, it is more harmful than smoking cigarette. Our appearance showed our weakness”. From the discussions, it was further revealed that of those who are selling SLT products, most perceived the adverse health effects of SLT use. An informant opined: “Gul and zarda are very harmful for health. Chewing SLT is more dangerous than smoking cigarette”.
The informants claimed that peoples’ consumption of shadapata (raw tobacco leaf) is decreasing as zardas of various flavors were readily available and attracting more consumers. According to the informants, women consumed zarda more than men, although they may not be aware that zarda is raw form of tobacco. One female respondent said “My grandmother who has been using smokeless tobacco for a long time can live without food but cannot live without smokeless tobacco.”

Some informants mentioned that gul is relatively cheaper and more available than other addictive substances. People find it is convenient to use gul for intoxication and become addicted to it. However, the uses of gul and consumption of the combination of zarda and gul were found to be more common among women than men. 
Influencing factors that initiate consumption of SLT:

The study results identified five most important influencing factors of SLT initiation and those are as follows: 
1. Initiation during the process of quitting smoking: It is revealed from the FGDs that the most significant factor of initiation SLT was during the quitting process of smoking.  Usually, smokers preferred SLT products instead of cigarettes during the quitting process. They often started to chew betel leaf with zarda in replacing the quitting process of smoking cigarettes. Some smokers started consuming gul during this time, although gul is known to produce severe addiction. A school teacher stated: “My father gave up smoking and started chewing betel leaf with zarda immediately. A few days afterwards, he started taking gul and shadapata with betel leaf, along with zarda”.
2. Initiation out of curiosity: Out of curiosity found another important factor of initiating STL. Some people started SLT use at a very young age, out of curiosity. Usually they started after being offered SLT by their friends and gradually became addicted. One participant who is a school teacher said: “I found that many students from schools and colleges start it by the peer influence, and gradually become addicted. Initially, they might have had curiosities about how the smokeless tobacco products taste”.
On the other hand, few informants mentioned that, betel leaf alone was tasty to eat. To make it more delicious, zarda had to be added to it and then betel leaf with zarda consumption gradually increased the severity of their addictions. Sometimes SLT betel-nut sellers became annoyed with customers’ demands for much more zarda with a betel ‘khili’ (betel-leaf rolled into a cone). One shopkeeper said: “If the quantity of zarda in a betel ‘Khili’ deemed less than the demand, the customers became angry.”

3. Initiation by accepting offers from an elderly person: Accepting offer from elderly person identified another important SLT initiation factor.  Elderly women in the family influenced young people to use SLT by offering betel leaf with zarda, shadapata, etc. during conversations. One study participant mentioned that young people started to take zarda and gul because they were influenced by the social environment and gradually became addicted. Smoking cigarette by the young people is not socially accepted but use of SLT does not have such social barrier in Bangladesh. One participant gave an example as: “If any person or even a young person chews smokeless tobacco in front of others, it does not look odd; but, if that person smokes a cigarette in front of others, it looks odd and is unacceptable as well.”  Some elderly advised the pregnant women to chew betel leaf with zarda or shadapata to avoid nausea. Even taking advice from others, some people used gul for relief from a toothache and gradually became addicted to it. 
4. Initiation through the traditions of hospitality: Traditionally, betel leaf is widely used as a symbol of hospitality in various social (engagements and wedding ceremonies), cultural and religious events in Bangladesh. The majority of the informants opined that visiting neighbors, relatives or friends were offered betel leaf with zarda by the host as a gesture to show respect to the guest. One respondent said: “People love to offer betel leaf with zarda to their guests and visitors as a sign of hospitality; but no one offers a cigarette for smoking to their relatives or neighbors during their visits”. Betel leaf with zarda is a tradition of hospitality in most social event in Bangladesh such as wedding.  Even if a young child consumes SLT openly, it is not viewed as an offensive act due to the existing cultural norms. 
5. Initiation of SLT to avoid nausea during pregnancy: It is revealed from the discussion that many women started using SLT to avoid vomiting tendency during pregnancy period, especially at the first trimester. It is also revealed from the discussion that many women started taking SLT during their pregnancies by the influence of elderly family members. A women participant shared her initiation factor of SLT use “I had frequent vomiting tendency during the first trimester of my first pregnancy, my grandmother influenced me to use SLT (pan with Zarda) to get rid of this and I started using SLT from that time.”  Some informants mentioned that women with no formal education use more SLT during pregnancy. Regarding the perceived risks, many informants reported that SLT use increased the risk of bearing low birth weight babies and miscarriage. One of the informants stated, “In our cultural context, zarda, gul were used widely by the pregnant women to take away from nausea in that stage though many pregnant women aware about the risk of those SLT”. So many women started using smokeless tobacco products during pregnancies became addicted eventually.
Knowledge of health effects of SLT use:

When informants were asked about their knowledge of the health risks of SLT use, the majority of them mentioned numerous risks such as oral cancer, tooth decay, cardiovascular diseases, tongue infections, mouth infections, vision loss, mouth ulcer, etc. They emphasized that though zarda and gul are more flavorful, they contain nicotine and addictive substances, which increase health risks that are similar to smoking. The majority of the informants again mentioned that use of SLT had no health benefits and caused huge economic losses as large amounts of money is spent on purchasing SLT products and then treatment costs for the associated health problems. A SLT business man stated “My wife has suffered from a stroke once and is paralyzed and lost her ability to walk properly but she is still using smokeless tobacco. I have tried my level best to stop by informing all health risks involved with SLT, but it was in vain.” 
SLT business and shifting paradigm:

The participanting SLT sellers were asked if they are requested by community members to shift from selling SLT to other business or whether they will change their occupation. Most of them replied that they would be willing to do so, if they received adequate support from the local community leaders to establish their alternative businesses. All the SLT sellers participating in the discussions were found to be aware of the harmful health effects of SLT products. Some of theinformants opined that if they were required to give up the business due to government policies, the government should take the responsibility to rehabilitee them through business opportunities. One of the respondents claimed: “To reduce the number of smokeless tobacco users we have to make the community people aware of the health hazards and bad effects of the chewing betel quid with tobacco”. Another participant said: “Discouraging the production of tobacco can reduce the number of smokeless tobacco users effectively”.
Community base informant’s perception on SLT: 
It is revealed from the FGDs that most of the community members were aware about the health hazard of using SLT and they also had positive perception to reduce the use of SLT at community level.  The informants have provided the following suggestions to reduce the number of SLT users in their localities: 

· The informants suggested that people should be informed about the adverse health effects of SLT use. If people understand the hazards of tobacco use and its risks that lead to nicotine addiction, oral cancer, gum diseases and increased the risk of cardiovascular disease, they must change their habits. Proper information about the risks of SLT can help to discourage its use. 
· Initiatives can be taken by the local youth to make their localities SLT free zones, with the support of advocacy groups or NGOs operating in the areas. Arranging group meetings, distributing posters, hosting banners and billboards can be used for alerting people in the community. Religious leaders (Imam) of the local mosque can play an important role to reduce the number of SLT users and they can highlight the serious health effects of SLT use during Jummah-prayers.
· The informants emphasized that the government should introduce better policies to control use of SLT products, which would raise public awareness regarding the adverse health effects of SLT use through mass media campaigns. Betel leaf sellers/ shop-owners should be brought under a registration system. The license/registration will be cancelled and a penalty will be imposed if they sell any form of tobacco (zarda, gul, shadapata, etc.) products. One participant said, “Like alcohol sellers, SLT sellers should have registrations or licenses; and some necessary laws should be introduced restricting them from selling such harmful SLT products.”
· The informants again pointed out that there should be special advertisements in the printed and electronic media against smokeless tobacco use. The media should frequently advertise the severe health effects of SLT use at peak hours when everybody will be watching. Doctors should particularly advise pregnant women coming for antenatal checkups not to use any form of tobacco including SLT.
Discussion 

The study informants were mostly young comprises men and women from different background, particularly from low socio-economic groups and various levels of education. SLT consumers were found to be more common in the study area as it is less costly and easily accessible compared to smoking tobacco. Studies identified that a larger proportion of women from low socio-economic backgrounds use SLT compared to men; and rural areas have a higher prevalence of SLT use compared to urban areas 18()
. Consumption of SLT in the study area appeared to be more widespread than in others parts of Bangladesh 19()
. 

The study also explored some features of SLT business and the overall views of informants on how to reduce SLT practice. According to the informants’ opinion, most of the people with low income communities had some awareness but were not fully aware of about the adverse effects of use of SLT. Nowadays, consumption of raw tobacco leaf (sadapata) is being gradually replaced by various flavored ingredients of SLT, which are readily available and attracting more consumers. From the discussion sessions, it was also revealed that many of these informants including those who are selling SLT products perceived the adverse effects of SLT consumption. Development of community based organizations with mobilization programs as well as advocacy programs with the aim of raising awareness of people on the adverse effects of using SLT. Strategic campaigns through tobacco control programs should be increased against all kinds of SLT use by involving community leaders, young people and women volunteers. The government should formulate better policies to control the use of SLT products and to raise public awareness through mass media campaigns on its adverse health effects. 
It is again documented from the discussion that the most important influencing factors of SLT initiation were the process of quitting smoking, curiosity, offers from elderly persons, traditional hospitality and to avoid nausea during pregnancy. The majority of informants agreed that visiting neighbors, relatives or friends were offered betel leaf with zarda by the host, as a gesture to show respect to the guest. Most of the informants illustrated that SLT is easily available, cheap and still viewed as socially acceptable as chewing betel quid with sliced betel nut and dried tobacco leaf is considered a normal social behavior. The above mentioned SLT initiation pattern is comparable with other study results. Like other South Asian countries, the traditional values of Bangladesh do not widely permit women and young people to smoke cigarettes openly 20()
  but smokeless tobacco is an exception. Besides, it is considered a symbol of hospitality in the study areas. This was also similar in a study in Kerala (India) which reported that offering raw tobacco to the children was a part of their culture of hospitality 21()
.

With regards to the health effects of SLT use, the majority of informants opined that SLT users faced numerous health risks. They further mentioned that SLT, especially zarda and gul, contains nicotine, an addictive substance and its use carries health risks that are similar to smoking. The government should impose high taxes on mentioned tobacco products to rein in the soaring rate of consumption. Many of the study informants perceived health risks of SLT among women and majority of the informants viewed that the use of smokeless tobacco during pregnancies increased the risk of bearing low birth weight babies, and is also a major cause of premature death. A study from India documented similar information with increases in stillbirth and 100-400g decrease in birth weights in offspring of women who applied or chewed tobacco during pregnancy 22()
. When women informants visiting medical doctors for antenatal checkups, health practitioners should specifically advise not to use any forms of tobacco, including SLT during pregnancy. 

Finally, a majority of FGD informants mentioned that the use of SLT had no health benefits and caused huge economic losses in the forms of money spent on buying SLT products, as well as treatment costs for the associated health problems. In response to shifting SLT to other businesses among the product sellers, the many of the SLT sellers would be willing to do so, if they get adequate support from the community to establish their new businesses. It is recommended that incentives system should be given to the tobacco farmers to encourage them to leave tobacco farming and switch to alternatives, such as cash-crop farming.  

Conclusion: The identified key influencing factors of tobacco incitation suggest that people are not very much aware of the negative health impact of using SLT.  People of any age can easily purchase all smokeless products and use smokeless tobacco. So advocacy campaigns to strengthen and enforce policies restricting SLT needed. Policies to raise awareness of these interventions and increase the accessibility of cessation counseling with behavior therapy is still needed to reduce the use of SLT in Bangladesh. The study revealed that consuming betel leaf with Zarda was found to be common form of tobacco addiction among low socio economic population. Considering the public health consequences of smokeless tobacco in Bangladesh, the amended act has addressed smokeless tobacco adequately.
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