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ABSTRACT
Background: The self-efficacy of individuals is influenced by experiences in the community, in the workplace, and
in broader civil society, all of which exert a collective influence on attitudes and behaviors. The low-income
population is more likely to engage in the use of culture bound addictive substances which include tobacco, gutkha,
betel nut/areca nut, alcohol and caffeine. The objective of the study was to identify the type of culture-bound
substances used by low-income workers and also to determine the prevalence of substance use among low-income
workers, in Karachi, Pakistan.
Methods: A cross sectional study was carried out in Karachi, Pakistan. Trained interviewers used a semi-structured
questionnaire to interview 707 workers to collect information on socio-demographic characteristics, and addiction
history. The data were analyzed using SPSS version 18.
Results: Majority (26.4%) of the participants were aged between 26 and 30 years. More than one-third (35.1%) were
educated up to secondary level only. Half of the sample (50.8) had 6 to 10 house hold members whereas only one
member was employed among 34.8% of the respondents. 39.5% participants reported a household income between
Rs11000 and Rs 20000 per month. Half of the sample (50.4%) reported some sort of substance use in their daily
routine. A significant number (39.5%) of workers were found to be addicted to tobacco, gutkha or betel nut alone,
while another 10.5% were using these substances in combination.
Conclusions: Addiction to culture bound substances is prevalent among 50% of the low income workers of Karachi,
Pakistan. The common culture bound addiction substances the workers were found to be using were tobacco, ghutka
and betel nut. The findings of the present study cannot be generalized due to the limited sample. Still, the study
provides evidence of this unhealthy behavior among workers that not only affects their productivity but plays a
vicious role in poverty and poor health cycle. Future research should direct attention toward workers' health and
working conditions to formulate effective public health interventions to reduce the risky behavior among low income
workers. Moreover, there is a need to develop health education programs to create awareness and empowerment
among low-income workers to prevent substance use.
Keywords: Low income workers, Addiction, Culture-bound addiction

INTRODUCTION
In Pakistan, 21% of the population lives below the
poverty line of $1.25 a day.1 Socioeconomic conditions

along with the working environment create situations that
can lead to ill health.2,3 Low-income populations are more
likely to engage in unhealthy behaviours such as cigarette
smoking, physical inactivity and eating unhealthy diets.4-7
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This unhealthy behaviour gives rise to serious, negative
consequences for users themselves, by devastating their
mental and physical health, and also for the society.8 It is
not important whether dependence exists or not when the
pattern of use of a substance is such that it leads to
significant morbidity and mortality.9

Pakistan. The study sample was conveniently selected
from these organizations.
Table 1: Demographic characteristics of the
participants (n=707).
Variable

Some of the substances are culture-bound in South Asian
countries including India and Pakistan, common amongst
these being tobacco, gutkha, betel nut/areca nut, alcohol
and caffeine. Betel nut is chewed by about 600 million
people worldwide, and is the fourth most common
addictive substance globally; the top three are tobacco,
alcohol and caffeine.10 Gutkha is a preparation of crushed
areca nut, tobacco, catechu, paraffin wax, slaked lime and
sweet or savoury flavourings that is used by placing a
pinch of it between the gum and cheek and slowly
sucking and chewing on it.11 It has been found to be
associated with oral cancer and other severe negative
health effects besides being highly addictive and a known
carcinogen.12-15 People get addicted to it, as gutka is
reported to have stimulant and relaxation effects.13 While
most consumers believe that the blend is not harmful,
doctors, especially oncologists, say consumption of gutka
is more harmful than any other form of tobacco.16
Tobacco use is a global public health problem and the
second major cause of death worldwide, with 70% of
these deaths occurring in the developing countries.17
To maintain social and economic development, a healthy
productive worker is very critical. A number of factors,
within a person's occupational environment, can lead to
or predispose them to develop unhealthy behaviors.18 The
productivity of a worker is lost when they use addictive
substances through illness and diseases caused by these
substances.
The aim of this study was to determine the prevalence
and type of substance use among low-income workers in
Karachi, Pakistan. Karachi is the largest and most
populous metropolitan city of Pakistan and the 2ndlargest city in the world by population.19 It is also the
financial center of the country. Karachi metro has an
estimated population of over 23.5 million people as of
2013 and area of approximately 3,527 km2 (1,362 sq mi),
resulting in a density of more than 6,000 people per
square kilometre (15,500 per square mile). According to
Price water house Coopers, In 2009 Karachi had a total
GDP of $78 billion with conservative projections
expecting it to rise to $193 billion in 2025.20-24 This study
will help in providing a linkage to formulate public health
interventions to improve health for by preventing
addictive substance use among low-income working
population of Pakistan.

Gender

Age (years)

Marital Status

Education level

House hold
Members

Employed
Members

Transportation

Household
Income/month+

Category
Male
Female
15-20
21-25
26-30
31-35
36-40
41-45
46-50
>50
Married
Unmarried
Divorced
Uneducated
Primary
Middle
Secondary
Intermediate
Graduate
Post-Graduate
Others
3-5
6-10
11-15
16-20
>20
1
2
3
4
5
6
7
None
Cycle
Motor Cycle
Car
Others
Rs.6000-10000
Rs.11000-20000
Rs.21000-30000
Rs. 31000- 40000
Rs.41000-50000
Rs.51000-60000
Rs.61000-70000
Rs. 71000- 80000
>Rs.80000/month

%
649 (91.8%)
58 (8.2%)
4.7
18.8
26.4
20.2
12.4
8.5
4.5
4.4
61.1
36.5
2.4
8.2
6.9
17.1
35.1
14.9
13.2
1.8
2.8
31.8
50.8
8.8
3.1
5.5
34.8
27.6
18.7
10.7
5
1.7
1.6
48.7
5.8
35.9
3.5
6.1
16.7
39.5
17.5
7.2
5.4
8.3
1.7
1.7
2

METHODS
A descriptive cross-sectional study was carried out on
707 employees of different organizations in Karachi,

Sample size was calculated on the assumption that the
prevalence of substance use among low-income workers
would be 50%. The confidence level was set at 95% with
a 10% acceptable margin of error. This required a sample

International Journal of Research in Medical Sciences | October 2015 | Vol 3 | Issue 10

Page 2771

Salman S et al. Int J Res Med Sci. 2015 Oct;3(10):2770-2774

size of 702, which was increased by 5 to allow for any
dropouts or withdrawals. Therefore, a total of 707
workers were recruited for the study. Men and women, at
least 18 years of age, and willing to participate in the
study were eligible to be included.

Table 2: Responses of workers on addiction history
(n = 707).
Use of an
addictive
Substance
Yes
No
Total

Data was collected through a semi-structured
questionnaire. Ten interviewers were trained to collect
information on factors including socio-demographic data,
and addiction history of the selected sample. The
interviews were held at participant’s working place. The
data were entered and analysed using SPSS for Windows,
version 18.

Frequency

Percent

356
351
707

50.4
49.6
100.0

Table 3: Demographic characteristics of the participants (n=707).

Betel Nuts

Smoking

others

Ghutka

Smoking
& Alcohol

Smoking &
Betel nut

Ghutka &
Betel nut

Domestic
Hospitality
Multinational

24
202
61

0
34
3

5
89
19

0
8
0

0
76
19

1
26
4

0
2
5

0
2
1

2
0
1

32
439
113

School
Small and medium
enterprises
Total

18
49

0
7

0
14

0
0

1
12

0
7

0
8

0
6

0
1

19
104

Frequency
Distribution
organization

None

Organization

Betel nut &
others

Frequency Distribution of Addiction

354

44

127

8

RESULTS
Demographic characteristics of the participants are shown
in Table 1. The study sample was selected from different
organizations of the city of Karachi, which included 32
(4.5%) domestic workers, 439 (62.1%) hospitality
workers, 113 (16%) multinational organization workers,
19 (2.7%) school workers and 104 (14.7%) Small and
medium enterprise workers.
Table 2 delineates the responses of 707 workers on
addiction history, which bisects the sample clearly into
two equal halves.
In our study, 44 (6.2%) workers used betel nuts as a
substance of addiction, 127 (18%) workers were smokers,
108 (15.3%) workers used Ghutka, 38 (5.4%) workers
used smoking along with alcohol, 15 (2.1%) workers
smoked and also used betel nuts, 9 (1.3%) workers used
ghutka plus betel nuts, and 4 (0.6%) workers used betel
nut and other, and 8 (1.1%) worker used other addiction
substances. (Table 3)

108

38

15

9

4

Total

707

Tobacco, gutkha and betel nut addiction was found to be
the most common substance of addiction among workers
(Figure 1).
DISCUSSION
In the present study, the most commonly used substances
were tobacco and gutka followed by betel nut addiction.
In addition to smoking tobacco, the workers were using
tobacco orally as well as an ingredient of gutka. Previous
studies have reported that the South East Asia region of
the WHO has a 90% prevalence of smokeless tobacco
use.25 In the present study, with a predominantly male
sample, 41% were using tobacco in some form, with 18%
smoking it in cigarettes. These figures are quite similar
for the general male population in Pakistan, as according
to the Pakistan Demographic and Health Survey (201213), 45% of men in the country use tobacco in some
form, with 28% using it in cigarettes.26 There is a need to
create awareness about the hazards of using all forms of
tobacco among the public. This can be done effectively
through workplace interventions.
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toward workers' health and working conditions to
formulate the effective public health interventions to
reduce the risky behaviour among low-income workers.

Frequency Distribution of Addiction

400

Limitations
The results are based on self-reported rates of substance
use. Due to a predominantly male sample, gender based
analysis is not possible.

Frequency

300

200

100

0
None

Betel Nuts Smoking

others

Ghutka

Smoking/ Smoking/ Ghutka/
Alcohol Betel nut Betel nut

Betel nut/
others

Frequency Distribution of Addiction

Figure 1: Frequency distribution of addiction.
In our study, 10% participants used areca nut either alone
or in combination with smoking and gutka. This is lower
than that reported by two recent studies in low-income
areas in Karachi where 20-40% adults used betel nut
either alone or with gutka. (27,28) Tobacco and gutka use
puts these workers at a high risk of ill health on the one
hand, while on the other the expenditure on these
products takes away from their income. One study in
India reported that more than 25% of the participants
spent about 15-20% of their income on tobacco products.
(17) This leaves them with even less to spend on basic
necessities and also makes them highly vulnerable to
health shocks that can push them into poverty.29 In our
study, about 35% participants were the only earning
members in their family, so when they use substances
that can lead to their ill health or even premature death, it
puts the whole family at risk of economic hardship.29
Workers with low income have a higher prevalence of
various forms of tobacco use.30 Studies have reported that
since low-income jobs are often associated with a low
level of education, these workers are not aware of the
risks associated with substance use.30 In the present
study, 35% participants were educated up to secondary
level only, whereas another 32% had an education level
even less than secondary. Therefore, there is a need to
design health education and promotion programs
specifically for low-income workers.
CONCLUSION
Addiction to culture bound substances is prevalent among
50% of the low income workers of Karachi, Pakistan.
The common culture bound addiction substances the
workers were found to be tobacco, ghutka and betel nut.
The findings of the present study cannot be generalized
due to the limited sample. Still, the study supports the
notion that this unhealthy behaviour not only affects their
productivity but play a vicious role in poverty and poor
health cycle. Future research should direct attention
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