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Abstract

Background—GATS India 2009–10 revealed that more than one-third (35%) of adults in India 

use tobacco in some form: 21% use smokeless tobacco, 9% smoke, and 5% are mixed users (they 

smoke and use smokeless tobacco), and the quit rate is very low. In an effort to decrease 

prevalence of tobacco use, it is thus important to understand the factors that are related to intention 

to quit among Indian tobacco users. Research has shown consistently that intention to quit is a 

strong predictor of future quitting. The present study reports the factors encouraging quitting 

tobacco products in India.

Methods—Cross-sectional data from Wave 1 of the International Tobacco Control Policy 

Evaluation (TCP) India Survey conducted in four cities and surrounding rural areas [i.e. Mumbai 

(Maharashtra), Patna (Bihar), Indore (Madhya Pradesh), and Kolkata (West Bengal)] between 

August 2010 and December 2011 were analyzed. A total of 8,051 tobacco users (15+ years) were 

randomly sampled from 8,586 households: 1,255 smokers, 5,991 smokeless users, and 805 mixed 

(smoke and smokeless) users. Validated, standardized questions were asked about current tobacco 

use, intention to quit, and factors encouraging quitting.

Results—Overall, 19.6% of tobacco users intended to quit. Smokers had less intention to quit as 

compared to smokeless tobacco users whereas mixed users had more intention to quit (OR = 1.48, 

95% CI = 1.12–1.97) compared to smokeless tobacco users. Highly educated people were more 

likely to report intention to quit (OR = 1.82, 95% CI = 1.09–3.02) compared to less educated. 

Advice by doctors to quit tobacco had a strong impact on intention to quit (OR = 1.68, CI = 1.29–

2.15). Tobacco users who were exposed to anti-tobacco messages at work places (OR = 1.74, CI = 

1.23–2.46), at restaurants (OR = 1.65, CI = 1.12–2.43), bars (OR = 1.81, CI = 1.07–3.06), on 

public transportation (OR = 2.14, CI = 1.49–3.08) and on tobacco packages (OR = 1.77, CI = 

1.29–2.14) also expressed greater intention to quit tobacco use.
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Conclusion—Around one-fifth of tobacco users in India intended to quit tobacco use. Higher 

education, doctor’s advice, and anti-tobacco messages were positively associated with users’ 

intention to quit tobacco.
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advice; anti-tobacco messages

Introduction

One of the leading preventable causes of death is tobacco use. Worldwide, it will kill more 

than eight million people by 2030.1 Still, in India, around two in every five adults from rural 

areas and one in every four adults from urban areas use tobacco in some form.1

Quitting tobacco use at any age will help in improving the quality of health. After quitting 

tobacco, the risk of death decreases immediately. The survival rate becomes about the same 

as that for non-smokers, if a tobacco user quits before the age of 35 years. Former smokers 

live longer than ongoing smokers, no matter at what age they stop smoking, though the 

impact is greatest for quitting at younger ages.2

Despite the clear benefits of quitting, according to India Global Tobacco Adult Survey 

(GATS) 2009–10 results, the quit rate is very low in India, with only two out of five tobacco 

users having made any attempts to quit tobacco.3 Evidence shows that tobacco users are 

aware of the health benefits of quitting tobacco and express a desire to quit, but the 

majorities are unsuccessful in their quit attempts.4 Earlier research shows that intention to 

quit is a strong predictor of future quitting.5 Because of the strength of quit intentions as a 

precursor to an actual quit attempt, many studies have focused on identified variables that 

are related to quit intentions.5 Also, most studies reported thus far have been from high-

income countries6, and it is unclear to what extent those findings can be generalized to 

developing nations that show different patterns of tobacco use and socio-cultural influences. 

For example, findings from the International Tobacco Control (ITC) Survey in Malaysia and 

Thailand show that the determinants of quitting were only partially consistent with those 

found in Western countries.7 It is therefore questionable whether the same factors would 

apply to India.

There has been little research on quit intentions and the predictors of successful tobacco 

cessation in India. Two studies have reported self-motivation as an important predictor to 

successful tobacco cessation.8–9 Further, an intervention study of tobacco users in rural areas 

in Kerala, India demonstrated that an educational intervention program that used personal 

and mass media communication was effective in helping the users to quit their habit with the 

quit rate higher among women and among those with shorter duration of tobacco habits. The 

effect of the intervention, however, differed according to the type of use.8 From the GATS 

data, it was observed that the quit rate was 5% in daily smokeless tobacco users and 13% 

among daily smokers.3 However, a study of tobacco users in rural districts of India found 

quit rates of only 1.9% to 2.1% among tobacco smokers at one-year follow up, compared to 

5.2%–10% among tobacco chewers.10
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To fill in this crucial knowledge gap, the International Tobacco Control Policy Evaluation 

Project in India (the TCP India Project) was started in 2006 with an aim to rigorously 

evaluate the behavioral effects of tobacco control legislation in four states in India: 

Maharashtra, Bihar, Madhya Pradesh, and West Bengal. The Wave 1 TCP India Survey is a 

cross-sectional study of adult (aged 15 years and older) tobacco users and non-users 

conducted between August 2010 and December 2011. The project’s objective is to provide 

evidence to guide policies enacted under the FCTC and to systematically evaluate the 

effectiveness of these legislative efforts. A pilot study of TCP India Survey at 2006 in two 

Indian states (Maharashtra and Bihar) demonstrated that awareness of damage to one’s 

health, and exposure to anti-tobacco messages in the media, in restaurants, and in public 

transportation are predictors for intention to quit tobacco.11

This paper reports on the prevalence of past quit attempts, current intentions to quit, and 

reasons for intention to quit among tobacco users in four Indian states, as per the findings of 

the TCP India Wave 1 Survey results.

Subjects and Methods

Sampling design

Respondents for the survey were selected through a multi-stage sampling. In each state, the 

principal or capital city (Mumbai in Maharashtra, Patna in Bihar, Indore in Madhya Pradesh, 

and Kolkata in West Bengal) and the surrounding rural areas within 50 kilometers diameter 

were chosen for sampling, stratified by urban-rural area.

In urban areas, the first stage of sampling was a ‘ward’ and 10 wards were selected by 

probability proportionate to the size. In the second stage, from each ward, four enumeration 

blocks (EB) were selected using random sampling, each with an intended number of 

households for enumeration such that the total for four enumeration blocks was 150 

households. Households were approached systematically, and household level information 

on each member was collected through the key informant in that household.

From rural areas, two or three sub-districts were chosen purposively and from a list of all 

villages in those sub-districts, four villages were selected with probability proportional to 

size of respective villages. Each village chosen was mapped and households enumerated. 

The intended sample size in each village was 125 households. Households were approached 

systematically, and surveyed by similar procedure as those followed in urban wards.

A maximum of four tobacco users in each enumerated household were interviewed with 

priority given to female adult tobacco users. One adult non-user of tobacco was selected by 

random sampling from every third enumerated household.

Household surveys and detailed interviews were conducted face-to-face in the local 

languages. In the household enumeration process, information on gender, age, and current 

tobacco use were collected for all household members. Written informed consent was 

obtained from all respondents at the time of recruitment. A maximum of four attempts were 

made to complete an interview of a respondent unless that individual refused. Each 
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respondent was given a token of appreciation for their time. More detail on the sampling 

design is available in “TCP India Project Report”.12

Sample Size

At least 2,000 households (1,500 urban households and 500 rural households) were 

enumerated in each state to recruit at least 2,000 adult tobacco users and 600 non-users of 

tobacco per state. Approximately equal numbers of respondents were sampled in each state, 

with a higher proportion sampled in urban areas as compared to the rural areas, with the 

ratio of 3:1. The intended total sample size of the survey was 8,000 adult tobacco users and 

2,400 adult tobacco non-users aged 15 and older. The final sample size was 8,051 adult 

tobacco users and 2,534 non-users, although the present study reports only on the tobacco 

users.

Measures

The outcomes assessed in this study were: (a) quit attempts; (b) intention to quit among 

those who made a past quit attempts in last six months; (c) intention to quit among all 

tobacco users; (d) reasons for intention to quit and (e) other factors like health care provider 

(HCP)/doctor’s advice and anti-tobacco messages associated with intention to quit. All data 

were based on self-report. In addition, demographic parameters and type of tobacco use 

were also measured.

In the survey, respondents who smoked cigarettes or bidis in the last thirty days were 

considered as smokers, respondents who used any smokeless tobacco product in last thirty 

days were considered as smokeless tobacco users, and respondents who used both forms of 

tobacco were consider as mixed tobacco users. Respondents who said they were planning to 

quit their tobacco use either in the next month, next six months, or sometime in the future, 

were categorized as having an intention to quit, and all others were categorized as having no 

intention to quit.

In the survey, education was divided into three categories: low, moderate, and high. Low 

education category includes the respondents who were illiterate or completed primary or 

middle school education. Moderate educational category includes the respondents who 

completed secondary school and/or Industrial Training Institute (ITI) course, and high 

education category includes the respondents who completed college and above education.

Similarly, income level was divided into 3 categories: low, moderate, and high. Low income 

category includes the respondents who earned less than 5,000 INR per month, moderate 

income category includes the respondents who earned an income between 5,000 and 15,000 

INR per month and high income category includes the respondents who earned an income 

more than 15,000 INR.

Statistical Analysis

Analyses were done with weighted data using the complex samples function of SPSS 

version 20. Multivariate logistic regression was used to examine the association between 

intention to quit and the demographic variables. In the logistic regression model, intention to 
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quit tobacco was the dependent variable (intention to quit tobacco =1 and no intention to 

quit =0). State, location, age, gender, education, health care provider and/or doctor’s advice, 

and anti-tobacco messages were categorical variables taken as independent variables in the 

model. The multivariate model also included the covariates: age, gender, state, education 

and type of tobacco use status.

Results

The sample characteristics were calculated using un-weighted data set so are not 

representative of the population.

The socio-demographic characteristics of the sample are presented in Table 1. Most of the 

respondents were between the age group of 25–39 years (33.3%). Majority of the 

respondents practiced Hindu religion (82.3%). Overall, 60.2% of the sample was reported as 

having a low education level and 56.2% of the sample reported a moderate income.

Table 2 represents the distribution of tobacco use status according to gender and state.

Out of the total sample of tobacco users, 72% were smokeless tobacco users, 17.1% were 

smokers and 10.9% were mixed users. The proportion of smokers and mixed users was 

highest in West Bengal (32.7% and 15.8%) whereas smokeless tobacco users were highest 

in Maharashtra (84%) followed closely by Bihar (82.5%).

Females were predominantly smokeless tobacco users (98.3%) although the majority of 

males were also smokeless tobacco users (60.4%). Smoking was mostly reported by males 

(24%) and rarely by females (1.5%). Similarly, mixed tobacco use was also higher among 

males (15.6%) than in females (0.3%).

Figure 1, shows that overall 19.6% of tobacco users had an intention to quit tobacco in 

future. In the past, 25% had tried to quit but failed and among those, 36.9% still had an 

intention to quit tobacco. The most objective measure, attempt to quit, was nearly identical 

(range 22.4% to 26.9%) across the states. However, the intention to quit among those who 

made a quit attempt varied in different states, from 15% in Madhya Pradesh to 49.3% in 

Bihar.

The respondents who intended to quit tobacco were asked about their reasons for thinking 

about quitting tobacco. Figure 2 shows the percentage of respondents in each state who 

specified the reasons that led them to think about quitting. The most common reason was 

concern for personal health (92.5% overall). Across all the four states, the proportion of 

tobacco users who reported personal health as a most important reason for thinking about 

quitting varied as follows: Maharashtra 94.8 %, Bihar 91.2%, West Bengal 91%, and 

Madhya Pradesh 86.8%.

Another reason was setting an example for children (60% overall); it was a more common 

reason in Bihar (84%) and Maharashtra (61.3%) than the other two states. Similarly, close 

friends and family disapproval was another important predictor (52% overall) which was 

highest in Bihar (60.3%) followed by Maharashtra (56.6%).
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Only half of the smokers from Bihar and Maharashtra were concerned about the effect of 

their tobacco smoke on non-smokers, and about the restrictions of smoking in public places. 

The price of tobacco, cost of living, and workplace restrictions were the least important 

reasons for thinking about quitting.

Table 3 represents the factors associated with intention to quit tobacco in multivariate 

logistic regression analyses after adjusting for age, gender, state, education and type of 

tobacco use.

Effect of state, type of tobacco use, residence, age, gender, and educational status on 
intention to quit tobacco

Compared to Madhya Pradesh, the respondents from Bihar (adjusted OR=3.98, CI=1.52–

10.41), Maharashtra (adjusted OR=3.74, CI=1.79–7.80) followed by West Bengal (adjusted 

OR=2.67, CI=1.42–5.01) had significantly higher intention to quit tobacco. Smokers had 

less intention to quit as compared to smokeless tobacco users whereas mixed users had more 

intention to quit (OR = 1.48, 95% CI = 1.12–1.97) compared to smokeless tobacco users. 

Type of residence (urban or rural area), age group, and gender were not significant 

predictors of intentions to quit. Those with moderate or high education were more likely to 

intend to quit (adjusted OR=1.84, 95% CI=1.11–3.06) compared to the less educated people.

Effect of doctors and/or health professional’s advice on intention to quit tobacco

The intention to quit (adjusted OR=1.65, CI=1.28–2.13) was significantly higher among 

those who were advised by doctors/HCP to quit tobacco compared to non-advised 

respondents.

Effect of anti-tobacco messages on intention to quit

Tobacco users who were exposed to anti-tobacco messages at workplaces (adjusted 

OR=1.73, CI=1.23–2.44), at restaurants (adjusted OR=1.63, CI=1.11–2.40), bars (adjusted 

OR=1.81, CI=1.07–3.06), on public transportation vehicles (adjusted OR=2.13, CI=1.49–

3.08), and on tobacco packages (adjusted OR=1.77, CI=1.30–2.41) had a higher intention to 

quit tobacco compared to those who were not exposed to such messages in the last six 

months. Exposure to anti-tobacco messages on television, on radio, and in cinema halls did 

not have any significant impact on intention to quit tobacco.

Discussion

The present study reports the prevalence of past quit attempts, current intentions to quit, and 

the reasons for considering quitting in four Indian states. Consistent with the GATS India 

2009–10 report, the rate of quit attempts in the TCP India sample was found to be very low. 

It is thus important to understand the factors that are related to future quitting among Indian 

tobacco users. Three main findings emerge from this study: (a) About one fifth of the 

tobacco users intended to quit tobacco; (b) Concern for personal health was the most 

important reason for considering quitting; (c) Higher education, doctor’s advice, and anti-

tobacco messages have a positive influence on users’ intention to quit tobacco.
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Intention to quit tobacco as assessed through this study is found to be low at 19.6 % in 

comparison to evidence from previous studies. GATS had estimated this figure to be 40%. 

This was also low compared to the estimates from other low- and middle-income countries 

in the ITC Project such as Malaysia (57.8%) and Thailand (40.2%).7

Looking at the predictors of quit intention, it was found that socio demographic factors such 

as age and gender did not significantly predict intention to quit tobacco, which is consistent 

with the findings of previous research.9–13 In Malaysia and Thailand, independent predictors 

of staying quit were being older (55+), urban residence, smoking abstinence for six months 

or more in the past and less smoking frequency per day, higher level of self-efficacy, and 

having had an intention to quit within one month.7 Past experience with quitting,14 having a 

positive attitude toward quitting,15 higher self-efficacy, and high level of readiness to quit16 

were positively associated with intentions. Similarly, in the current study, the individuals 

who had tried to quit in the past also had a stronger intention to quit in future. Among those 

who had tried to quit, higher education17 has been shown to be the most important 

demographic predictor which is consistent with the findings from the current study. The 

study by Siahpush et al. also examined the association of socioeconomic position with 

cigarette consumption, intention to quit, and self-efficacy to quit among male smokers in 

Thailand and Malaysia using the ITC Southeast Asia (SEA) Survey. It was found that higher 

level of education was not associated with consumption of cigarettes or with intention to 

quit in Malaysia and Thailand18. These findings differ from the present study where a higher 

level of education was predictive of making quit attempts but income was not associated 

with quitting.

Previous studies have also demonstrated that intention to quit tobacco is observed more in 

users who felt that the tobacco use has damaged their health.11 The current study confirms 

this finding; concern for personal health was the most common reason for considering 

quitting.

Previous studies show the positive impact of exposure to anti-tobacco messages via 

television on the intention to quit11; however the current study shows the impact of anti-

tobacco messages on public transportation, at bars, restaurant, tobacco packages, and work 

places had an impact on intention to quit tobacco, whereas television did not have a 

significant impact.

Properly designed anti-smoking messages shown in the cinema halls increase the awareness 

about harms of smoking and in Australia have been shown to increase intention to quit 

among smokers.19 Anti-smoking mass media campaigns can help reduce the prevalence of 

smoking by encouraging current smokers to quit and discouraging young persons from 

starting20, in the current study the effect of anti-smoking media messages on the people to 

quit tobacco is low compared to other studies20.

There were some limitations to this study. The present study was restricted to four states in 

India; therefore, the results are not representative of tobacco users in India as a whole. The 

data collected from this study was dependent on respondents’ self-reporting and may be 

subject to recall bias.
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Nevertheless, the study has brought forward some crucial findings. There is a strong and 

urgent need for skilled cessation support via the health care providers/doctors in India. This 

can be judged from the finding that a quarter of the current tobacco users had made quit 

attempts in the past and many among them expressed a wish to quit tobacco in the future. It 

can be reasonably assumed that if skilled systematic support could be provided during the 

abstinence period, then the successful quit rate might increase in the future. Thus, there is a 

need to have cessation centers with trained counsellors to provide such support to the 

tobacco users.

It was observed that concern for personal health is one of the most important factors 

influencing the intention to quit. Therefore, stronger anti-tobacco messages and warnings 

about the health effects of tobacco consumption on tobacco packages may also further 

strengthen the users’ intention to quit tobacco.

To conclude, one of the main finding of this study was that a low percentage of tobacco 

users in India made attempts to quit, and those that do attempt are not successful for a 

variety of reasons. The study also provides insight into tobacco control efforts and 

intervention strategies that should be emphasized in order to increase the motivation to quit 

tobacco; cessation centres must be initiated and the cessation programs and the anti-tobacco 

campaigns must be focus on key messages like concern for personal health and being role 

model for children. We anticipate that such insights will provide an evidence base for 

designing further tobacco control policies and programs and contribute towards significantly 

enhancing cessation rates in India.21
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Key Messages

If skilled systematic support could provide during the abstinence period, then the 

successful quit rate might increase in the future. Thus, there is a need to have cessation 

centres with trained counsellors to provide such support to the tobacco users. The study 

also provides insight into tobacco control efforts and intervention strategies that should 

be emphasized in order to increase the motivation to quit tobacco.
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Figure 1. 
Tried to quit and Intention to quit tobacco
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Figure 2. 
Reasons for thinking about Quitting Tobacco
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Table 3

Factors associated with Intention to quit tobacco

Variables N % Adjusted Odds Ratio 95% Confidence Interval

State

Madhya Pradesh 1992 6 Reference

Bihar 2008 23.3 3.98 1.52–10.41

West Bengal 2000 13.9 2.67 1.42–5.01

Maharashtra 2051 19.9 3.74 1.79–7.80

Type of tobacco use

Smokeless users 5991 72 Reference

Smoker 1255 17.1 0.86 0.63–1.18

Mixed users 805 10.9 1.48 1.12–1.97

Location

Rural 2185 16.6 Reference

Urban 5866 15.5 0.87 0.36–2.13

Age

55+ 1863 13.3 Reference

40–54 2421 14.6 1.09 0.85–1.41

25–39 2677 17.4 1.27 0.95–1.68

18–24 914 18.4 1.31 0.94–1.84

15–17 176 22.7 1.48 0.88–2.50

Gender

Female 2602 14.8 Reference

Male 5449 16.3 0.92 0.67–1.25

Education

Low 4839 13.1 Reference

Moderate 2366 19 1.59 1.30–1.94

High 831 22.6 1.84 1.11–3.06

Advice by doctor/HCP to quit tobacco

No 1395 18.6 Reference

Yes 910 25.7 1.65 1.28–2.13

Exposure to anti-tobacco messages on Public Transportation Vehicles

No 4525 10.6 Reference

Yes 3524 22.5 2.13 1.49–3.08
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Variables N % Adjusted Odds Ratio 95% Confidence Interval

Exposure to anti-tobacco messages at bars

No 7517 15.1 Reference

Yes 532 25.4 1.81 1.07–3.06

Exposure to anti-tobacco messages on tobacco packages

No 2723 11.2 Reference

Yes 5325 18.2 1.77 1.30–2.41

Exposure to anti-tobacco messages at work places

No 5981 13.4 Reference

Yes 2069 22.8 1.73 1.23–2.44

Exposure to anti-tobacco messages at Restaurants

No 6068 14 Reference

Yes 1981 21.3 1.63 1.11–2.40

Exposure to anti-tobacco messages on Radio

No 5675 14.4 Reference

Yes 2374 19.1 1.34 0.93–1.92

Exposure to anti-tobacco messages on print media

No 4880 13.3 Reference

Yes 3170 19.7 1.3 0.96–1.77

Exposure to anti-tobacco messages on Television

No 2526 13.5 Reference

Yes 5523 16.9 1.13 0.82–1.55

Exposure to anti-tobacco messages on Cinema halls

No 6469 15.1 Reference

Yes 1579 18.7 1.06 0.72–1.55

*
adjusted with age, gender, state, education and by type of tobacco use
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