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5A Tobacco Cessation Strategy and Physician’s Practice in Odisha, India: 
A Cross‑sectional Study

Sanghamitra Pati, Smrutijit Patnaik1, Subhashisa Swain

ABSTRACT

Background: Physicians constitute a considerable professional 
influential group; they may be most suited for tobacco use 
prevention and smoking cessation intervention among the growing 
tobacco using population.
Methods: We assessed tobacco cessation knowledge and practice 
done by 91 physicians in two blocks of  Khurda district by using 
modified version of  survey instrument developed by Francisco 
G. Soto Mas. Statistical Package for Social Sciences (SPSS) 
16 statistical software was used for the analysis.
Results: The response rate was 75.83%, of  which 77 (84.6%) 
were male. Study participants were in the age group 36-45 years. 
Nearly 13.2% of  the respondents were active tobacco user. 
In tobacco-related practices, around 58 (62%) of  participant 
physicians ask patients about tobacco use status always-frequently. 
More than (67) 70% of  participant physicians advise their patients 
to quit tobacco but only 10-20% of  study physicians assist them in 
referring to cessation programs. Seventy one (78%) of  physicians 
felt providing counseling to patients using tobacco as their 
responsibility.
Conclusions: The results indicate that physicians participating in 
this study do not meet the level of  intervention recommended by 
National Tobacco Control Program.
Keywords: Odisha, primary care, physician counseling, tobacco 
cessation

INTRODUCTION
Tobacco smoking is one of  the preventable factors for chronic 

diseases and mortality. World Bank predicts that 450 million 
tobacco deaths will occur over the next 50 years unless dramatic 
changes occur in current pattern of  tobacco use.[1] Globally, 
12% of  all deaths among adults aged 30 years and over were 
attributed to tobacco.[2] In 2004, about 5 million adults aged 
30 years and over died from direct tobacco use (smoking and 
smokeless) around the globe, that is one death approximately 
every 6 seconds.[2] Even though tobacco use possesses huge 
threat to public health still the prevalence is increasing in India 
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and other developing countries. Particularly in 
India, the prevalence of  tobacco use is quite high 
comparable to other countries in all form of  its 
consumption. India is the second largest producer 
and the third largest consumer of  tobacco in the 
world and is home to nearly 275 million tobacco 
users.[3] The latest National Family Health Survey 
(NFHS-3 of  2005-2006) indicates that currently 
57% men and 10.8% women in India use some form 
of  tobacco.[4] Global adult tobacco survey revealed 
that 34.6% of  adult populations in India are using 
any form of  tobacco, which is more among male 
(47.9%) compared to female (20.3%).[5] In India, 
the proportion of  all deaths that can be attributed 
to tobacco use is expected to increase from 1.4% in 
1990 to 13.3% in 2020[6] of  which smoking alone 
will cause about 930,000 adult deaths by 2010.[4] 
Currently, nearly 13% of  all death India is tobacco 
related.[6] An estimate shows that, the economic 
loss due to tobacco related disease surpluses the 
revenue collected through tax from tobacco product 
in year 2002-03 was about 308.3 billion rupees.[6] 
Odisha, an eastern state of  India, is dominated 
with communicable diseases and inching towards 
having the burden of  non-communicable diseases. 
The current prevalence of  use of  any sort of  tobacco 
in the state among individuals with age 15yearsor 
more is 30.1% with predominance of  smokeless 
tobacco (>30.1%) over smoking (10.1-20.1%)[5] is 
going to create a huge burden, undoubtedly.

Global Adult Tobacco Survey (GATS) 
2009-10 reports, 46.6% smokers and 
45.2% smokeless tobacco user had either thought 
or planned to quit the tobacco,[5] where health 
professionals can play great role in enhancing the 
quitting habits. Many studies have proved that 
healthcare providers are influential enough to 
encourage people for achieving better quit rate 
of  tobacco.[7-9] Physicians are well-regarded and 
respected in the community; their advice will 
motivate the patient to quit tobacco. Among different 
strategy in practice, World Health Organization’s 5A 
aims at different stages of  tobacco quit and prepare 
an individual for it. An experimental study done in 
primary healthcare settings showed that simple advice 
increased abstinence process by 30% compared to no 
advice on tobacco cessation.[10] A small intervention 
by physicians can built confidence and motivation 
among individuals to quit the habit. It is found that, 
46.3% smokers, and 26.7% smokeless tobacco users 

are being advised by their physicians to quit tobacco.
[5] Counseling practice by physicians will definitely 
help for reduction in the rate of  tobacco use, which 
is being neglected in developing countries.[11] There 
are few studies available on practice and counseling 
of  tobacco cessation by physicians in developing 
countries. Keeping this in view, present study was 
aimed at to assess the tobacco intervention practices 
and training needs of  physicians in Khurdha District 
of  Odisha.

METHODS
This cross-sectional study was conducted to 

explore tobacco cessation counseling practices 
of  physicians of  Khurda district, Odisha from 
April 1, 2011 to June 30, 2011. Quantitative data 
probing the perspectives and attitudes regarding 
tobacco issues and patient education were collected 
from randomly selected sample of  physicians. 
A modified version of  the survey instrument 
developed by Francisco G. Soto Mas[12] was used 
to elicit information on tobacco-related practices of  
the study participants.

Selection of the respondents
The study was carried out in 14 health facilities 

selected randomly from 30 public and private 
facilities present in two blocks of  Khurda district. 
Due to time and logistic constraint, only two blocks 
were selected for the study purpose. One tertiary 
care hospital i.e., Capital hospital Bhubaneswar, one 
District Headquarter hospital i.e., Khurda DHH, 
one Community health center i.e. Balipatna CHC, 
three new Primary health centers under Balipatna 
CHC, five Government urban dispensaries in 
Bhubaneswar, and three private hospitals of  
Bhubaneswar were included in the study.

All physicians working in selected health 
facilities formed sampling unit, among those who 
were interested and able to give time were included 
in the study as practicing doctors are unlikely to 
give time for personal interviews due to their busy 
schedules. Total 91 physicians agreed to participate 
in the study consisted of  72 working in government 
and 19 working in private.

Study tool
A pre-designed validated semi structured 

questionnaire was used to collect the data which 
is a modified version of  the survey instrument 
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developed by Francisco G. Soto Mas[12] for assessing 
tobacco-related practices among healthcare providers. 
Face-to-face interview of  the respondents was 
carried out by the researcher and the questionnaire 
was filled by using 4-point or 5-point Likert scale for 
exploring knowledge attitude and practice.

Questionnaire
Part A

Demographic information such as:  Gender, age, 
and place of  birth, mother tongue, and educational 
level, language used for communication by the 
population as well physician. Items related to 
professional practice: Specialty and years, location 
and setting of  professional practice including 
location of  private practice, if  any.
Part B

Respondents’ habit of  tobacco use in any 
(Smoking and/or smokeless) form and their 
attitude towards quitting were assessed.
Part C

Ten items assessed tobacco-related intervention 
practices for all patients as well as for smoking 
patients. These included whether the physician 
asked if  the patient wanted to quit smoking, 
advised to quit, offered assistance to quit, asked 
to set a quit date, arranged follow-up, discussed 
about Nicotine replacement therapy and other 
cessation treatments, asked about exposure to 
passive smoking and behavior change techniques 
and programs. Respondents were asked to estimate 
the frequency of  patients with whom they perform 
each of  the activities in a typical hospital visit.
Part D

Three items assessed self-efficacy. These included 
respondents’ confidence in being able to: (a) Get 
tobacco using patients to quit their habit, (b) Reduce 
the number of  daily tobacco use by patients, and 
(c) Reduce patient exposure to secondhand smoke.
Part E

Questions being asked to assess the attitudes/
responsibility were (a) How do they perceive their 
responsibility for providing counseling to smoking 
patients, (b) How do they perceive patients’ 
expectations about physician counseling, and 
(c) Whether they perceive their intervention as 
being successful in increasing quitting rates.
Part F

Knowledge and skills were assessed through 
questions related to familiarity with and use of  
the most popular smoking cessation theories and 

protocols. These include: Tobacco Dependence 
Treatment Guidelines of  National Tobacco Control 
program,[13] World Health Organization framework 
convention on tobacco control (WHO FCTC) 5A’s 
and 5R’s, and Tobacco free initiatives.[14]

Part G
Respondents were asked to indicate the 

factors (barriers) which personally prevent them from 
intervening with patients who use tobacco and the 
community resources availability and accessibility 
for practicing the cessation program with their view 
on improving the skills for cessation activities.

Likert scoring
A 4-point Likert-type scale was used for 

assessing self-efficacy. The score for self-efficacy 
was computed as the sum of  the three items. 
Physicians were asked to indicate whether they 
were very confident  =  4, confident  =  3, not very 
confident = 2, or not confident at all = 1 with each 
one of  the three statements. Possible scores for 
self-efficacy ranged from a low of  3 to a high of  12.

The score for attitudes/responsibility was 
computed as the sum of  the three items. Physicians 
were asked to indicate whether they strongly 
agreed = 4, agreed = 3, disagreed = 2, or strongly 
disagreed = 1with each one of  the three statements 
indicated above. Possible scores for knowledge 
ranged from low of  3 to a high of  12. The score for 
knowledge/skills was computed as the sum of  five 
items. Physician were asked to rate their familiarity 
with each of  four smoking cessation protocols, as 
well as the stages of  change theory: Very familiar 
and know how to apply it  = 3, familiar but does 
not know how to apply it = 2, and not familiar at 
all = 1. Possible scores for knowledge ranged from 
a low of  5 to a high of  15.[12]

Ethical permission was obtained from 
Institutional Review Board (IRB) of  Indian 
Institute of  Public Health, Bhubaneswar. The 
respondents were explained about the purpose of  
the study prior to administering the survey. The 
voluntary nature of  participation, anonymity and 
confidentiality nature of  the questionnaire were 
strongly emphasized. Written informed consent 
was obtained from all the respondents.

Statistical analysis
Descriptive analysis was done by using statistical 

packages for social science (SPSS) 16. The result 
was described in frequency and proportion.
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RESULTS
In total, 91 physicians participated in the study 

of  which 77 (84.6%) were male and 14 (15.4%) 
were female. General practitioners constituted 
nearly 57% of  study participants. In the study 
population, most of  the physicians, 37 (40.7%) 
were from age group of  36-45 years, only 
25 (27.5%) of  the physicians were from above 
50 age group [Table 1].

In this study, 86.8% of  the physicians were 
either non user [71, 78.0%] or ex-user [8, 8.8%] 
of  any form of  tobacco compared to 13.2% who 
were into active abuse of  the substance. Only 2 
out of  91 had undergone some systemic training 
to handle addiction related issues are psychiatrists 
by profession. However, this was encouraging to 
find that more than 80% of  subjects expressed 
willingness to go for training to get hands on 
experience in this field [Table 1].

Practice of  components of  5A (Ask, Assess, 
Advice, Assess willingness, Assist, Arrange and 
prescription of  nicotine replacement therapy 
(NRT) varies in great nature. Percentage of  
physician who always-frequently asks and assess 
regarding the tobacco-related habit and health 
consequences was 62% and 47.3%, however, 
when it comes to arranging as well as prescribing 
NRT significant declination was observed. Nearly 
45.1% of  the physicians always advice their 
client to quit the use of  tobacco, but only 8.2% 
physicians used the behavioral techniques, 10.2% 
used educational aids and 13.2 % prescribed NRT  
[Table 2].

Barriers to smoking cessation intervention play 
major role in practice. Language and ‘Own habit 
of  tobacco’ were discovered to be leading barriers, 
however nearly 64% physicians do not consider 
this as their responsibility [Table 3].

Nearly 71 (78%) respondents were not at all 
familiar in WHO 5A’s and 5R’s and 80 (87.9%) were 
not familiar with WHO tobacco free initiatives or 
Stages of  change theory [Table 4].

The physicians opined that they would use 
the resources like Cessation program 61 (67.0%), 
cessation support group, education materials, and 
quitting self  help guide if  available to them. To 
improve the current tobacco-related practices and 
intervention skill the preferred mode of  training by 
the study population were CME, workshop, and 
small group training [Table 5].

DISCUSSION
In the present study, response rate was 75.83% 

and the reasons for which the physicians who could 
not participate in the study were non availability, 
lack of  interest, time constraints, and inability of  
the investigator to contact them.

In a similar study, Francisco G. Soto Mas 
showed a lower response rate of  58%. A recent 
review of  surveys assessing smoking cessation 
practices during the past fifteen years found that 
70-98% of  physicians routinely “ask” patients 
about smoking status, 51-90% “advise” smokers 
to quit, 25-68% “assist” smoking patients by 
providing materials or talking for a few minutes, 
5-11% arrange “follow-up” visits, and 15-25% 
refer smokers to cessation programs or clinics.[12] 

Table 1: Background characteristics of study participants

Number Percentage
Mean age

Age year wise
20‑35 14 15.4
36‑45 37 40.7
46‑50 15 16.5
>50 25 27.5

Gender
Male 77 84.6
Female 14 15.4

Qualification
MBBS 52 57.1
PG 39 42.9

Private practice
Yes 47 51.6
No 44 48.4

Location
Tertiary center 44 48.3
CHC 6 6.6
DHH 12 13.2
Private center 19 20.9
Urban dispensary 10 11

Smoking status
Current user 12 13.2
Ex user 8 8.8
Non user 71 78

Whether undergone any training
Yes 2 2.2
No 89 97.8

Whether want to go for training
Yes 73 80.2
No 18 19.8
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Thus, the tobacco-related practices among western 
physicians is better as compared to our findings in 
coastal district of  Odisha. This could be the result 
of  more active policy level intervention in western 
countries. Unfortunately, many doctors fail to 
utilize the opportunity of  illness for intervention. 

In some developed countries a mere inquiry 
about the smoking status of  patients by doctors 
itself  increases quit rates and encourages those 
who have not thought about quitting to consider 
doing so.[15-17] Lack of  training, time factor, and 

Table 2: Tobacco related practices and attitude of the 
physicians

Practices (5A’s) among 
participants

Frequency Percentage

ASK
Always 19 20.9
Frequently 39 42.9
Occasionally 30 33
Rarely 3 3.3

Assess
Always 11 12.1
Frequently 32 35.2
Occasionally 37 40.7
Rarely 9 9.9
Never 2 2.2

Advice
Always 41 45.1
Frequently 26 28.6
Occasionally 22 24.2
Rarely 2 2.2

Assess patient’s willingness
Always 11 12.1
Frequently 23 25.3
Occasionally 26 28.6
Rarely 21 23.1
Never 10 11

Assist in referring or educating
Always 15 16.5
Frequently 31 34.1
Occasionally 25 27.5
Rarely 16 17.6
Never 4 4.4

Arrange follow up
Always 8 8.8
Occasionally 5 5.5
Rarely 36 39.6
Never 42 46.2

Prescribe NRT
Always 8 8.8
Frequently 4 4.4
Occasionally 15 16.5
Rarely 29 31.9
Never 35 38.5

NRT=Nicotine replacement therapy

Table 3: Barrier to cessation intervention and perception 
towards it

Variables Frequency Percentage
Lack of the training

No 24 26.4
Yes 67 73.6

I am not the right person  
to address the problem

No 64 70.3
Yes 27 29.7

Own habits of tobacco use interferes
No 87 95.6
Yes 4 4.4

Too much time taking
No 46 50.5
Yes 45 49.5

Patients are not receptive
No 67 73.6
Yes 24 26.4

Quitting should be patients  
own choice

No 41 45.1
Yes 50 54.9

Language barrier
No 87 95.6
Yes 4 4.4

Confident in making patients  
to quit tobacco

Very confident 0 0
Confident 28 30.8
Not very confident 63 69.2
Not confident at all 0 0

Confident in making reduction in 
 no. of tobacco use

Very confident 0 0
Confident 40 44
Not very confident 51 56
Not confident at all 0 0

Whether physician feels  
the responsibility to provide 
counselling

Very confident 27 29.7
Confident 51 56
Not very confident 11 12.1
Not confident at all 02 2.2
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responsibility of  the patient is considered as 
barrier by many physicians in the study which is 
quite similar to the finding of  other studies done 
in Kerala,[18] a southern state of  India and other 
part of  world.[19]

Familiarity with cessation practice is very low 
among the physicians in our study, similar to a study 
done in southern Orissa in 2001.[20] Large numbers 
of  the physicians are not familiar with 5A’s or 5R’s 
guideline of  tobacco cessation, whereas nearly half  
of  the physicians do not know how to apply even 
though they have the knowledge. All but two study 
participants said no to availability of  resources 
like cessation programs, technical support staff  
or materials like brochures, booklets etc., in their 
respective centers. In a western study, almost half  
of  the participants were not sure about community 
resources for smoking cessation, one-fourth felt 
they did not have access to programs and support, 

and 75% were simply not sure or did not have 
all of  the materials available in the hospital that 
they needed for educating smokers. Majority of  
the respondents in our study showed interested 
to go for training of  any kind if  provided, which 
is contrast to the result of  Kerala study. This 
might be due to more primary care physicians 
were involved in our study than in Kerala study 
(More specialists).

Table 4: Physicians knowledge familiarity with cessation 
counseling

Frequency Percentage
Familiarity with tobacco 
dependence treatment 
guidelines (NTCP)

Very familiar and know 
how to apply it

11 12.11

Familiar but does not 
know how to apply it

41 45.1

Not Familiar at all 39 42.9
WHO’s 5A

Very familiar and know 
how to apply it

4 4.4

Familiar but does not 
know how to apply it

16 17.6

Not Familiar at all 71 78.1
WHO tobacco free initiative

Very familiar and know 
how to apply it

4 4.4

Familiar but does not 
know how to apply it

7 7.7

Not Familiar at all 80 87.9
Stages of change theory

Very familiar and know 
how to apply it

4 4.4

Familiar but does not 
know how to apply it

7 7.7

Not Familiar at all 80 87.9

WHO=World Health Organization, 
NTCP=National Tobacco Control Program

Table 5: Resources likely to use if available to the 
physicians and preferred mode of training

Frequency Percentage
Resources likely to use 
if available to physicians

Cessation program
No 30 33
Yes 61 67

Cessation support group
No 23 25.3
Yes 68 74.7

Quitting self help guides
No 44 48.4
Yes 47 52.6

Audio‑visual materials
No 63 69.2
Yes 28 30.8

Education materials
No 43 47.3
Yes 48 52.7

Preferred mode of training
Internet based multimedia/Online

No 66 72.5
Yes 25 27.5

CD ROMs or computer materials
No 63 69.2
Yes 28 30.8

Workshop, small group training
No 30 33
Yes 61 67

CME
No 25 27.5
Yes 66 72.5

Tobacco related scientific journal
No 68 74.7
Yes 23 25.3

Written materials  
(Brouchers, manuals)

No 44 48.4
Yes 47 51.6

CD ROM=Compact disk‑Read only memory



www.SID.ir

Arc
hive

 of
 S

ID

Pati, et al.: Tobacco cessation practice among physicians

331International Journal of Preventive Medicine, Vol 5, No 3, March, 2014

CONCLUSIONS
This study reports that in Khurda district, Odisha 

participant physicians are concerned about tobacco 
use and willing to undergo training for improving 
their knowledge and skills in tobacco cessation 
counseling, they do not meet the level of  intervention 
required by healthcare agencies. In general, the 
results of  this investigation are consistent with other 
studies exploring physicians’ tobacco education and 
control practices.

Limitations
The study was conducted in only two blocks of  

the district due to constraint of  time and logistics. 
The response was dependent on physician’s 
self-reporting, which might contain exaggerated 
communication.
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