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Background
Cigarette smoking refers to the practice of inhalation of the 

gases and hydrocarbon vapors generated by slowly burning tobacco 
in cigarettes [1]. Smoked forms of tobacco include various kinds of 
cigarettes, cigars and pipes. In some countries of the world other 
forms like pipe smoking, chewing and sniffing are highly practiced. 
But, cigarette smoking, particularly manufactured cigarettes, is by far 
the main form of tobacco smoked globally [2]. In fact, in addition 
to commercial type of cigarette, hand-rolled cigarettes are more 
common in rural areas and used by older people [3]. The smoke which 
comes from cigarettes contains more than 7000 chemicals, including 
nicotine with hazardous adverse effects on almost every organ in the 
body of smokers as well as of nonsmokers exposed to second hand 
smoke (SHS) [4]. According to the WHO, almost 63% of all deaths 
are caused by NCDs, for which tobacco use is one of the greatest risk 
factor [5].

Tobacco use is a major public health concern and one of the 
strongest lifestyle behaviors associated with the risk of cardiovascular 
disease (CVDs). It is anticipated that by 2030, over 8 million people 
will die annually due to tobacco smoking related health problems, 
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 Abstract

Background: Cigarette smoking poses a huge challenge 
worldwide. More specifically, parental smoking had an influence 
on smoking practice of the young generations. There is limited data 
on the smoking habits of parents in developing countries. The aim 
of the study was assessed of prevalence of cigarette smoking and 
associated factors among parents in Misrak Bedawacho district, 
Southern Ethiopia.

Methods: A community based Cross sectional study was 
conducted from March 15 to April 15, 2016. Multi stage sampling 
technique was used to select 640 study participants. Data was 
collected using a pretested structured interviewer administered 
questionnaire. It was entered in to Epi-data and analyzed using SPSS. 
In addition, of descriptive statistics for describing data and multivariate 
logistic regression analyses was used to identify associated factors.

Results: Six hundred forty parents participated in the study yielding 
response rate of 100%. The current smoking prevalence was 23.6% (95% 
CI: 20.5, 27.3). Males were more likely to smoke compared to females 
(AOR = 2.6, 95% CI: 1.5, 5). Age group (20 - 39)(AOR = 19; 95% CI: 9.1, 
39) and 15 - 19 (AOR = 3.7, 95% CI: 1.4, 10) were more likely to smoke 
compared to the age groups (40 – 59 years). Formerly married parents 
were more likely to smoke compared to currently married parents 
(AOR = 1.6, 95% CI: 1.2 - 2.8). Illiterate (AOR = 5; 95% CI: 1.5; 16.8) and 
high school complete (AOR = 3, 95% CI: 1.4, 10.4) were more likely 
to smoke compared to college and above category. Daily laborers 
were more likely to smoke compared to farmers (AOR = 3.8, 95% CI: 
1.7, 9), Participants categorized as Poorest (AOR = 4.3, 95% CI: 1.43, 
17.6) and poorer (AOR = 3.1, 95% CI: 1.13, 12.6) were more likely to 
smoke compared to richest category. Participants categorized as little 
knowledge category were more likely to smoke compared to highly 
knowledgeable (AOR = 5, 95% CI: 1.06 - 25). Khat chewer were more 
likely to smoke compared to those who were not khat not chewer 
(AOR = 2.2; 95% CI: 1.2, 4). Those, who having smoking peer (AOR = 2, 
95% CI: 1.2, 3.5) were more likely to smoke compared to those do not 
have smoking peers.

Conclusion: This study found that a prevalence of current cigarette 
smoking among parents in the Misrak Bedawacho district is high. 
Furthermore, this study reveals that parental current cigarette smoking 
is strongly associated with illiteracy, low socioeconomic status, daily 
labour, having little knowledge, khat chewing practice and having 
peers smoking. Generally, these factors should be considered for 
further prevention of smoking practice. Therefore, concerned bodies 
should inform the health consequences of tobacco use.
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of which 80% will occur in low and middle income countries [6]. 

Besides the direct costs of treating tobacco-related diseases, economic 
productivity is lost due to preventable illness and premature deaths 
among users. Additionally, unnecessary expenditures to purchase 
tobacco also contribute to household poverty and malnutrition, 
particularly within resource limited settings [7]. Despite its negative 
effects, the number of smokers is increasing, there are over one billion 
smokers worldwide and about a third of the world’s population, aged 
15 years above, were smokers [2,8]. Studies from abroad revealed 
that the magnitude of smoking among parents was in the range of 
29.8% to 33.6% of maternal smoking and 37.9% to 45.2% of paternal 
smoking [9,10].

Currently, tobacco use in Africa is increasing like Latin America 
and Asia [11]. Ethiopia is one of the countries in Sub-Saharan Africa 
shares the burden of tobacco epidemics [12]. Parental smoking 
practice needs attention, because families are especially vulnerable to 
SHS at home. However, this issue has not been addressed yet among 
parents in Ethiopia. Beyond health effects that are caused by cigarette 
smoking among themselves and to others; it increases the risk of house 
fires, diversion of income, likelihood of children’s tobacco addiction 
[13]. Despite such a great impact of parental smoking, previous 
studies in the country gave due emphasis for cigarette smoking on 
specific age groups such as students, youths, town. While, magnitude 
of parental smoking or associated factors in the community setting 
among parents in Ethiopia as well as in the study was not well studied. 
This study aimed to assess the magnitude of cigarette smoking and 
associated factors among parents in the community

Methods 
Study setting

The study was carried out in Misrak Bedawacho district in Hadiya 
zone, Southern Ethiopia. The study site is 335 kilometers away from 
the capital city of Ethiopia, Addis Ababa. According to 2013 census, 
the district has a total population of 213,846 and 43,642 households. 
The district has six urban and thirty three rural Kebeles (the smallest 
administrative unit in Ethiopia) (Figure 1).

Study design

Community based cross sectional study was employed.

Participants: A sample of 640 parents at least having one child 
and residing in more than six months from Misrak Bedawacho 
district, Southern Ethiopia.

Inclusion criteria: Permanent Parents in the selected Keble’s.

 If no parents in the family folder, head of household was included.

Exclusion criteria: Mentally and chronically ill and unable to 
speak parents were excluded.

Adults/household heads who did not experience child bearing or 
child caring.

Individuals who had stayed for less than six months.

Sampling procedure: Sample size was calculated using single 
population proportion formula by considering 50% proportion of 
Parental cigarette smoking, 95% confidence interval, 5% margin of 
error and 1.5 design effect and by adding 10% of non-response rate 
a total of 640 parents was required. Parents were selected by using 
multistage sampling techniques from urban and rural Kebeles. At 
the first stage by using simple random sampling: two and ten Kebeles 
were selected from urban and rural Kebeles respectively. Then after, 
at second stage households were selected. Totally twelve Kebeles 
having 12,839 households (parents) were identified from the family 
folder at the Health Post of each respective selected Kebele. The lists 
of households in each selected Kebeles were identified. The total 
sample size of 640 was distributed for selected Kebeles proportionally. 
Then after, by using Simple Random Sampling the final samples were 
taken (Figure 2).

Measurement: Data was collected using a pre-tested semi-
structured interviewer administered questionnaire. Also, twelve 
Health professionals (6 Bachelor degrees and 6 diplomas) were 
selected for Data collection and two supervisors were assigned. The 
lists of final sample including the names of Kebele, identification 

Figure 1: The map of study area (Misrak Bedawacho district).

Figure 2: Schematic representations of sampling techniques.
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number and random number were prepared for each Kebeles and 
given to supervisors and data collectors. Only one parent was chosen 
by lottery method for interview if both parents are available at the 
time of interview. If both parents were absent for a temporary period, 
repeated visit was undertaken. One day training was given for data 
collectors. Next, the questionnaire was pre-tested on 5% of the sample 
(32 parents) before the actual data collection days in unselected 
Kebeles in the district (Jaarso kutube, shone 04).

A Smoking questionnaire was adapted from GATS questionnaires 
and also, other literatures were used to assess factors associated with 
smoking [14]. It is a standardized international questionnaire with 
carefully chosen questions to assess tobacco use and also enable 
comparison of data across settings.

The current smoking status was measured through asking 
respondents “have you smoked part or all of a cigarette every day or 
any day within 30 days preceding the study, those parents answering 
‘Yes’ to the question are classified as current smoker and those 
parents answering ‘No’ classified as a current non-smoker for further 
analysis [15].

Knowledge of health effects of cigarette smoking

The level of knowledge about the effects of smoking was 
measured using six core questions [14]. Each of them has three 
responses (Yes, No and don’t know). Each correct answer for the 
smoking-related health effects were represented by ‘Yes’ and other 
two options classified as incorrect answer (No, don’t know). “Based 
on what you know or believe, does smoking tobacco cause serious 
illness? Does cigarette smoking cause lung cancer, heart disease? 
Does Smoking affect children’s health? Does Smoking harm smokers 
and non-smokers? Do Smoking increases health expenditure?” 
Correct responses were given a score 1 and incorrect responses as 0. 
The six items was summed to form the knowledge index with values 
ranging from 0 to 6. The knowledge index was re-coded for analysis 
by categorizing the values to make an aerated knowledge index with 
values ranging from 0 to 1 = 1 as little knowledge, 2 to 3 = 2 as some 
knowledge, 4 to 6 = 3 as good/high knowledge.

Family smoking status: The respondents answering ‘Yes’ to 
the question ‘did your father/mother smoke in your lifetime?’ were 
considered to have had a family smoking history in their life time.

Peer smoking status: The respondents answering ‘Yes’ to the 
question ‘Does your close friend/relatives smoke?’ were considered as 
to currently having a smoking best friend/relatives [16].

The wealth index was constructed by using principal component 
analysis done with variables extracted from EDHS 2011. The sample 
was then divided into quintiles from one (lowest) to five (highest). 
A single asset index was developed for the whole sample; indices 
were not prepared for urban and rural populations separately. 
Accordingly, first quintile (poorest), second quintile (poorer), third 
quintile (middle), fourth quintile (rich) and fifth quintile (richest) 
was calculated [17].

Figure 3: Smoking status among parents in Misrak Bedawacho district, 
Southern Ethiopia, March 15 to April 15, 2016 (n = 640).

Variable Category N (%)

Residence
Rural 148 (23.1%)

Urban 492 (76.9%)

Sex
Female 379 (59.2%)
Male 261 (40.8%)

Age

15-19 82 (12.8%)

20-39 300 (46.9%)

40-59 188 (29.4%)

≥60 70 (10.9%)

Marital Status

Currently Married 400 (62.5%)
Formerly Married 171 (26.7%)

Never Married 69 (10.8%)

Educational Status

Illiterate 231 (36.1%)
Elementary Complete 179 (28.0%)
High school Complete 91 (14.2%)

College and above 139 (21.7%)

Ethnicity 

Hadiya 343 (53.6%)

Wolaita 108 (16.9%)

Kambata 121 (18.9%)

Halaba 45 (7%)

Oromo 23 (3.6%)

Occupational Status
                                                                                   

Farmer 237 (37.0%)

Employed 218 (34.1%)

Daily Laborer 54 (8.4%)

Merchant 42 (6.6%)

Home maker 51 (8.0%)

Other** 38 (5.9%)

Religion

Muslim 257 (40.2% )

Protestant 225 (35.2%)

Orthodox 95 (14.8%)

Catholic 63 (9.8%)

 Wealth Index                                                                                                             

Poorest 203 (31.7%)

Poorer 153 (23.9%)

Middle 112 (17.5%)

Rich 95 (14.8%)

Richest 77 (12.0%)

Table 1: Socio-demographic characteristics of the study participants in Misrak 
Bedawacho district, Southern Ethiopia, March 15 to April 15, 2016 (n = 640).

NB:*1 = (Students.)
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Data Processing and Analysis
Data was entered using Epi data version 3.1 and exported to IBM 

SPSS version 20.0 for analysis. After cleaning data for inconsistencies 

and missing values, descriptive analysis was done such as percentages, 
frequency distributions and mean and measures of dispersion (SD) 
was used for describing data. For further analysis smoking status 

Variable Category
       Current smoking (%)

COR 95% CI P-Value
Yes No                  

Residence
Rural 131 (26.8%) 361 (73.2%) 2.3 (1.4 - 3.9) 0.001
Urban 20 (13.5%) 128 (86.5%) 1

Sex
Female 41 (15.7%) 220 (84.3%) 1
Male 110 (29%) 269 (71%) 2.2 (1.5 - 3.3) <0.001

Age

15-19 10 (12.2%) 72 (87.8%) 0.2 (0.1 - 0.5) 0.001

20-39 112 (37.3%) 188 (63.7%) 1

40-59 17 (9%) 171 (91%) 2.13 (1.5 - 3.4) <0.001

≥60 12 (17%) 58 (83%) 0.35 (0.2 - 0.7) 0.002

Marital Status

Currently Married 90 (22.5%) 310 (77.8%) 1
Formerly Married 58 (33.7%) 114 (66.3%) 1.8 (1.2 - 2.8) 0.005

Never Married 3 (4.5%) 66 (95.5%) 0.2 (0.05 - 0.5) 0.002

Educational Status

Illiterate 85 (36.8%) 146 (73.2%) 16 (6.1 - 39.6) < 0.001

Elementary complete 41 (23%) 138 (77%) 8 (3.0 - 20) < 0.001
High school Complete 20 (22%) 71 (78%) 7 (2.7 - 21) < 0.001

College and above 5 (3.6%) 134 (96.4%) 1

Occupational Status

Farmer 87 (36.7%) 150 (63.3%) 1
Employed 17 (7.8%) 201 (92.2%) 0.2 (0.08 - 0.6) < 0.001
Daily Laborer 36 (66.7%) 18 (33.3%) 3.5 (1.8 - 6.5) < 0.001
Merchant 5 (12%) 37 (88%) 0.2 (0.09 - 0.6) 0.003
Home maker 4 (7.8%) 47 (92.2%) 0.35 (0.05 - 1.3)* 0.067
Other** 2 (5.3%) 36 (94.7%) 0.4 (0.02 - 1.04)* 0.054

Religion

Muslim 89 (34.6%) 168 (65.4%) 6 (3.5 - 10.5) < 0.001

Protestant 18 (8%) 207 (92%) 1

Orthodox 28 (29.5%) 67 (70.5%) 5 (2.5 - 9)

< 0.001
Catholic 16 (25.4%) 47 (74.6%) 4 (1.8 - 8)

Wealth Index

Poorest 50 (24.6%) 153 (75.4%) 4.7(1.8 - 12) 0.002
Poorer 42 (27.5%) 111 (72.5%) 5 (2.5 - 14)

0.001
Middle 30 (26.8%) 82 (73.2%) 5 (1.9 - 14)
Rich 24 (26.3%) 71 (74.7%) 4 (1.7 - 13) 0.002

Richest 5 (6.5%) 72 (93.5%) 1

Knowledge level

Little Knowledge 72 (27.7%) 188 (72.3%) 6 (2.3 - 15) < 0.001
Some Knowledge 74 (25%) 222 (75%) 5 (2 - 13.5) 0.001
High Knowledge 5 (6%) 79 (94%) 1

Khat chewing practice 
Yes 114 (38.8%) 180 (61.2%) 5.3 (3.5 - 8) < 0.001
No 37 (10.7%) 309 (89.3%) 1

Alcohol using Practice
Yes 101 (39.3%) 156 (60.7%) 1
No 50 (13.1%) 333 (86.9%) 0.2 (0.15 - 0.3) < 0.001

Family Smoking habit
Yes 61 (34.7%) 115 (65.3%) 2 (1.5 - 3.2)
No 90 (19.4%) 374 (80.6%) 1

Peer Smoking habit
Yes 101 (39.8%) 153 (60.2%) 4 (3 - 6.5) < 0.001
No 50 (13%) 336 (87%) 1

Table 2: Binary logistic regression analysis to show factors associated with cigarette smoking among parents in Misrak Bedawacho disrict, Southern Ethiopia, March 
15 to April 15, 2016.

NB: Other** = Students; (COR)* = Non-significant
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Table 3: Multivariable logistic regression analysis showing factors associated with cigarette smoking among parents in Misrak Bedawacho district, Southern 
Ethiopia, March 15 to April 15, 2016.

NB: (AOR)* = Non-significant; other** = (Student, Jobless), 1= Reference
Note: Hosmer - Lemeshow Test = 0.610 therefore the model adequately fits the data.

Variable Category
Current smoking (%)

AOR 95%CI P-Value
Yes No

Sex
Female 41 (15.7%) 220 (84.3%) 1
Male 110 (29%) 26 (71%) 2.6 (1.5 - 5) 0.001

Residence
Urban 20 (13.5%) 128(86.5%) 1

Rural 131 (26.6%) 361 (73.4%) 0.6 (0.3 - 1.3)* 0.2

Age

15 - 19 10 (12.2%) 72 (87.8%) 3.7 (1.4 - 10) 0.011
20 - 39 112 (37.3%) 188 (63.7%) 19 (9.1 - 39) <0.001
40 - 59 17 (9%) 171 (91%) 1
≥ 60 12 (17%) 58 (83%) 0.4 (0.013 - 0.78) 0.014

Marital Status

Currently Married 90 (22.5%) 310 (77.8%) 1
Formerly Married 58 (34%) 113 (66%) 1.6 (1.2 - 2.8) 0.005

Never Married 3 (4.5%) 66 (95.5%) 0.6 (0.3 - 1.06)* 0.07

Educational Status

Illiterate 85 (36.8%) 146 (73.2%) 5 (1.5 - 16.8) 0.007

Elementary Complete 41 (23%) 138 (77%) 2.6 (0.93 - 4.3)* 0.23

High school Complete 20 (22%) 71 (78%) 3 (1.4 - 10.4) 0.04

College and above 5 (3.6%) 134 (96.4%) 1

Occupational Status

Farmer 87 (36.7%) 150 (63.3%) 1

Employed 17 (7.8%) 201 (92.2%) 0.3 (0.13 - 0.6) 0.003

Daily Laborer 36 (66.7%) 18 (33.3%) 3.8 (1.7 - 9) 0.001
Merchant 5 (12%) 37 (88%) 0.25 (0.07 - 0.6) 0.025
Home maker 4 (7.8%) 47 (92.2%) 0.4 (0.06 - 1.8)* 0.075
Other** 2 (5.3%) 36 (94.7%) 0.3 (0.06 - 1.09)* 0.064

Religion

Muslim 89 (34.6%) 168 (65.4%) 2.6 (1.23- 5.5) 0.012
Protestant 18 (8%) 207 (92%) 1

Orthodox 28 (29.5%) 67 (70.5%) 3 (0.75 - 5.2)* 0.72

Catholic 16 (25.4%) 47 (74.6%) 2 (1.16 - 8) 0.014

Wealth Index

Poorest 50 (24.6%) 153 (75.4%) 4.3 (1.43 - 17.6) 0.04
Poorer 42 (27.5%) 111 (72.5%) 3.1 (1.13 - 12.6) 0.031

Middle 30 (26.8%) 82 (73.2%) 7.1 (0.96 - 11)* 0.09

Rich 24 (26.3%) 71 (74.7%) 1.5 (0.2 - 2.8)* .061

Richest 5 (6.5%) 72 (93.5%) 1

Knowledge  level

Little Knowledge 72 (27.7%) 188 (72.3%) 5 (1.06 - 25) 0.05
Some Knowledge 74 (25%) 222 (75%) 1.9 (0.4 - 9.5)* 0.42

High Knowledge 5 (6%) 79 (94%) 1

Khat chewing practice 
Yes 114 (38.8%) 180 (61.2%) 2 (1.25 - 4) 0.009

No 37 (10.7%) 309 (89.3%) 1

Alcohol using Practice Yes 101 (39.3%) 156 (60.7%) 1.5 (0.7 - 3.4)* 0.32

No 50 (13.1%) 333 (86.9%) 1
Family Smoking habit Yes 61 (34.7%) 115 (65.3%) 0.7 (0.4 - 1.4)* 0.36

No 90 (19.4%) 374 (80.6%) 1
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recoded in to 1 for Current smokers and 0 for Current Non-smokers 
(Former smokers and Never smokers). Binary Logistic regression 
analysis was used to identify factors associated with current smoking. 
All variables associated with current cigarette smoking in the Binary 
logistic regression with a p-value ≤ 0.25 were entered together into a 
multivariable logistic regression by using the backward method. The 
degree of association between independent and dependent variables 
was assessed using odds ratio with 95% confidence interval. P-value 
<0.05 was considered as statistically significant. Multicollinearity was 
checked. The Hosmer - Lemeshow goodness-of-fit statistic was used 
and the model had a p-value > 0.05 which proved the model was good.

Ethical Consideration
Ethical clearance was obtained from the Institutional Review 

Board (IRB) of Jimma University College of health sciences. 
Permission letter was obtained from the Misrak Bedawacho district 
after the objectives of the study was explained. Verbal consent was 
sought from selected participants to confirm willingness to participate 
in the study before the interview. Privacy and confidentiality was 
ensured throughout the process of the study. The study participants 
were ensured that refusal to consent or withdrawal from the study 
would not alter or put at risk their access to health care.

Results
Socio-demographic characteristics

A total of 640 parents were interviewed for the study, all were 
involved in the study yielding a response rate of 100%. This due to 
training of data collectors, strict supervision and repeated visits of 
closed houses. The mean age of the study participants in this study 
was 38.80 (SD + 12.1) years. A majority of parents 300 (46.9%) were 
20 - 39 years old. About 82 (12.8%) of the participants were 15 - 19 
years old. By their marital status, four hundred (62.5%) were married 
and 69 (10.7%) were single. About educational status of the parents, 
231 (36.1%) were illiterate and 139 (21.7%) were college and above. 
Four hundred ninety two (76.9%) of the respondents were from rural 
areas. The Majority of respondents 237 (37.0%) were farmers and 
163 (25.5%) were government employees. Regarding Wealth index 
poorest group accounted for 203 (31.7%) and highest group accounts 
77 (12%) (Table1).

Cigarette Smoking status 

Among study Participants, near to one fourth of them were 
current cigarette smokers and 94(14.7%) were former smokers and 
the never smoker accounts for 395 (61.7%) (Figure3)

Factors influencing current smoking practice

Factors influencing current smoking in binary logistic 
regression: Current cigarette smoking assessed for its association 
among its selected variables/factors. Accordingly, the result indicated 
that residence of parents was positively associated with current 
smoking (COR = 2.3; 95% CI: 1.4, 3.9) meaning that the odds of 
smoking among rural parents were two-fold increase compared to 
urban parents. Similarly, smoking among males two-fold times more 
likely compared to females (COR = 2.2; 95% CI: 1.3, 3.3) (Table 2).

Factors influencing current smoking in multivariate logistic 
regression: Accordingly, the variables like sex, age, educational 

status, marital status, occupation, religion, wealth index, khat 
chewing practice and peer/friends’ smoking status were significantly 
associated with current cigarette smoking at p-value < 0.05. 

In this study the result showed that parents whose ages were 
between 20 - 39 years 19 times more likely to smoke than those 
parents between 40 - 59 (AOR = 19, 95% CI: 9.1, 39) and above 60 
years 60% times less likely to smoke (AOR = 0.4; 95% CI: 0.013, 0.78). 
Similarly, age groups 15 - 19 were 3.7 times more likely to smoke than 
40 - 59 age groups (AOR = 3.7, 95% CI: 1.4, 10). In this study the 
finding revealed that male were 2.6 times more likely to smoke than 
females (AOR = 2.6; 95% CI: 1.5, 5). The result showed that parents 
whose marital status were formerly married were 1.6 times more 
likely to smoke than currently married parents (AOR = 1.6; 95% CI: 
1.2, 2.8). Parents whose religion was Muslim and Catholic were 2.6 
times more likely smoke than whose parents, which were protestants 
(AOR = 2.6; 95% CI: 1.23, 5.5). In line with this, parent who were 
catholic two times more likely smoke than protestants (AOR = 2, 95% 
CI: 1.16, 8) (Table 3).

Discussion
The main objective of this study was to determine the prevalence of 

cigarette smoking and associated factors among parents. Accordingly, 
this study revealed that the prevalence of current smoking was 23.6%. 
Similarly illiterates, having low knowledge, poorest economically, 
daily laborers, male, middle age category, formerly married (divorced 
and widowed), khat chewing practice and peer smoking were 
strong predictors of current cigarette smoking among parents. The 
magnitude of cigarette smoking is on a rise despite the fact that 
numerous scientific studies had reported a morbidity and mortality 
associated with it.

The findings of this study showed that the overall self-reported 
prevalence of cigarette smoking was 23.6% (95% CI: 20.5, 27.3) with 
17.2% (95% CI: 14.3, 20.1) for males and 6.4% (95% CI: 4.5, 8.3) for 
females. This high magnitude might be due to availability of hand 
rolled cigarettes and tobacco growers in the area.

The finding from this study was consistent with the study done 
in 23.9% Halaba, 28% Eastern Ethiopia, 27.1% Malawi, 28.5% 
Madagascar, 23.19% Bangladesh [15,18-21]. This finding result was 
much higher than a national study done in Ethiopia 3.1% (8.1%) 
in males and 0.8% in females), Butajira 4.4% (11.8% male and 0.8% 
female), Gilgel Gibe research field center Jimma (9.4%) [17,22,23]. But 
lower than study conducted in Jimma town (35.5%), Amhara region 
(57%), 31.8% China and national study conducted in Madagascar 
(48.9% in males and 10.3% in females) [24-26]. This discrepancy 
could be due to difference in study setting, socio cultural differences, 
level of study (national and Woreda level), time of the study and the 
way of outcome measurement. 

In fact, the cigarette smoking prevalence in the current study 
population is much higher than the national average of 4.4% [27]. 
Interestingly, it is nearly consistent or comparable to reports from 
countries such as Kenya 22.9%, Tanzania 21%, and Tunisia 30.4% 
[28].

Previous studies in the countries as well as abroad indicated that 
the prevalence of smoking was higher in rural area than urban areas 
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[15,17,26]. Specifically, this study revealed that the prevalence of 
cigarette smoking in urban 3.1% and in rural 20.5% but, residence 
was not significant in this study.

In this study the result indicated that males had higher odds to use 
tobacco as compared to females. Similarly, most studies in Ethiopia 
and other African countries have shown that cigarette smoking is 
associated with male gender [17,18,24]. In Ethiopia, cigarette smoking 
in females is condemned by the community and results in stigma and 
discrimination. Furthermore, familial relationships, including care 
and family related activities may protect females from involving in 
tobacco use.

It was also found that respondents with lowest wealth index/
poorest and second/poorest wealth index were more likely to smoke 
and respondents with higher wealth index were least likely to smoke. 
This study identified that the poorest/poorer groups of the population 
were more likely to smoke cigarettes as compared to the richest 
quintile group. This finding is consistent with studies [17,21,27]. 
Why poor or poorest people smoke is attributed to lack of awareness 
about the adverse effects of smoking or the stresses of poverty causing 
individuals to take up smoking as a coping mechanism and availability 
of locally prepared cigarettes [29].

Educational status was a strong predictor of cigarette smoking. 
In this study illiterate or uneducated parents were more likely 
smoking habit than educated parents. This consistent with other 
studies reported nationally and internationally [15,17,22,26,30]. This 
association between smoking and lack of education has been reported 
in other studies in Pakistan, Bangladesh, and India [31]. This might be 
due to lack of awareness about the health effects of tobacco products.

In this study, the result showed that Compared to the age group 
(20 - 39 years), odds ratios were lower in almost all age groups. This 
study is consistent with studies done middle income countries but, 
inconsistent with previous studies elsewhere reported that an oddity 
of cigarette smoking was found to increase among older age groups 
[17,18,21,22,32].

The discrepancies due to study setting, culture, level of exposure 
to substances, since they are less likely to engage in income generating 
activities, so this forced them dependency on family to buy cigarettes. 
But the onset of the earning age group is found to smoke more. The 
increase in prevalence among them might have indication about their 
job stress or family stress. Unless effective tobacco control measures 
are soon strengthened, the future disease burden in Ethiopia will 
probably be influenced by the high level of smoking in young male 
adults in the age group 20 - 39 years. Therefore, targeting cessation 
in these age groups would be extremely important as a component 
of overall policy initiatives for reducing tobacco use prevalence 
[22,33]. Also, the result of this finding indicated that youngest age 
group (15 - 19) has been found to smoke tobacco. This is in line with 
other studies [17,18]. Similarly, this study found a lower prevalence of 
smoking nearly 1.3% among those aged 60 years and above, which is 
consistent with reports from other Asian countries [34,35]. This may 
be due to the reason that older people have less pressure and more 
time to accept health information and medical advice and confront 
smoking-related diseases, thus increasing the health consciousness 
following physical decline with age. Also, in this finding the middle 

age groups or working age were more likely engaged in smoking. 
Tobacco use-related deaths tend to occur during the most productive 
middle-age years; therefore, impacting the economy of the entire 
nation. This suggests a potential target group for future tobacco 
control campaigns.

There was a statistically significant difference in tobacco use 
across different religious groups. Islamic religion followers were 
sixfold more likely to smoke cigarettes compared to protestant 
faith followers. This finding mirrors a number of studies conducted 
in Ethiopia and abroad [17,21,26,27 36,37]. So that these Islamic 
communities resided in these areas cultivates tobacco plants and 
prepare for local markets and exposed to these cigarettes. This could 
also be the reason why this study found that those Islamic religion 
followers have had higher odds of using cigarettes. Similarly, catholic 
religion followers were two times more likely smoke than protestant 
faith followers. This is consistent with other reports [17].

Separated or divorced adults were more likely to be smokers 
than married ones. This finding is consistent with those reported 
by others [26,38,39]. This can be explained by marriage protection 
theories, because married people have greater economic, social, 
and psychological support, while separated or divorced people 
have emotional distress that may lead them to become smokers 
for comfort. The odds of tobacco use among formerly married 
individuals were higher as compared to never married individuals. 
This study consistent with other study [17]. This could be due to the 
fact that formerly married individuals might use tobacco to relieve 
their stress or loneliness. On the other hand, divorce could be one 
of the social consequences of tobacco use. Tobacco use might cause 
conflict among couples and result in divorce.

In this study the result indicated that occupation type was 
associated with cigarette smoking. The odds of smoking fivefold 
increase among day labor workers than those who are employed 
parents and this finding was also reported in European and Asian 
populations [17,21,26,27,32,40,41]. A possible explanation is that 
labor workers have a lower socioeconomic status, more physical 
pressure, and psychosocial and emotional problems. Daily labor 
workers with a low level of education and income had a lower level of 
socioeconomic status. This group of people had financial stress and 
unhealthy lifestyles, and they lacked health care.

In this study the result showed that the odds of smoking were 
higher among parents with little knowledge categories. This is 
consistent with studies [2,22,42]. An inverse relationship was observed 
for level of knowledge and cigarette use; as the level of knowledge 
increased, the odds of tobacco use decreased. This due to awareness 
of health effects, organizations may influence smoker in order not to 
smoke within their organization. Also, there was relatively low level 
of knowledge about the health effects of smoking among respondents; 
their awareness about the health effects of cigarette smoking was 
deficient. Thus, it necessitates well designed intervention in order to 
minimize the overall effects of the current practice especially onto the 
new generation.

This study also found that the khat chewing practice was twofold 
increases the odds of current cigarette smoking among parents. This 
is consistent with other studies [15,43]. Since most khat chewers 
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use cigarette to enhance their level of excitement, the proportion 
of smokers observed among khat chewers were high. Even though 
smokers studied were parents, certainly their current action will 
contribute for future increment of the youth’s smoker at community, 
school and universities in the area. Since the existence of motivating 
factors such as the presence of smoker, peer smoking or family 
member at home was found strong predictor variables for high 
prevalence of cigarette smoking.

Having a smoking close friend was strongly associated with 
participants’ own smoking. The development of nicotine dependence 
and smoking habit is linked to social influence of family and friends. 
Accordingly In this study the result indicated that the odds of smoking 
among parents who had smoking friends or families two times more 
likely than the counterpart. Other studies done also reports the same 
findings [31,44]. The smoking behavior of a close friend is significantly 
associated with participants’ own smoking behavior in adulthood. 
The impact of this association is much greater than the impact of 
smoking family members. This should be taken into consideration in 
attempts to prevent smoking initiation or continuation.

Limitation and Strength of the Study
Nevertheless, as the study has employed, self-reporting as a proxy 

measure for the study of smoking status, it is liable to self-report bias 
which can underestimate the prevalence of the smoking under study. 
Underreporting could happen due to social desirability bias. The 
finding of this result should be interpreted in light of these limitations. 
Despite these limitations, however, this study has enormous public 
health implications and strengths. The major strengths of our study 
include; high response rate, the coverage of men and women, and 
the coverage of both rural and urban areas. Since, a standardized 
questionnaire employed that enabled to compare to other studies 
conducted in similar settings. Some of the social influences on 
smoking were studied in this population. Population based nature 
of the study alongside with the use of random selection of study 
participants are the strengths of this study.

Conclusion and Recommendations
In conclusion, this study found that considerably high prevalence 

of self-reported current cigarette smoking among parents in the 
Misrak Bedawacho district. Furthermore, this study reveals that 
cigarette smoking is strongly associated with illiteracy, male, low 
socioeconomic status (poorer and poorest), age group 15 - 19 and 20 
- 39, daily labour working, formerly married, having little knowledge, 
khat chewing practice and having peer smoking. Giving it as a public 
health priority, WHO FCTC should be strengthened. In addition, a 
nationwide campaign is needed to educate parents about the health 
risks of smoking cigarette. Setting out strategy to control locally 
prepared hand rolled cigarettes in the markets and focusing on 
tobacco growers in the community. Low education could be a proxy 
to low awareness and consumer information on tobacco products. 
As Public health practitioners we should inform the adverse health 
consequences of tobacco use.
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