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Abstract Long term smoking poses many health hazards

that most of the teenagers know, but many do not care. Once
they start smoking, struggle to cease throughout the lifespan.
Peer pressure is one of the main causes of initiating smoking
observed by many studies. The research was mainly carried
out to explore the factors influencing the teen to initiate
smoking in south-west region of Bangladesh. A number of
408 students from level 7 to 12 were interviewed using a
semi-structured questionnaire during February to November,
2014. The curiosity of the teen and ‘to get rid of frustration’
is the two main reasons of initiating smoking. Some other
acknowledged reasons are peer pressure; desire to fit with
friends, fun making, copying parent or elderly, and to relief
from mental stress. More than half of the teens smoke to
overcome psychological stress. Some others are smoking to
keep relaxed from study load, to keep away family problem
as well as for outlook and personality. Many of the teen
smokers used to smoke because of reasonably priced and
easy to obtain. To overcome the situation, academic
institutes can arrange workshop or seminar regarding the
consequences of smoking on health. Health effects of
smoking can also be added in the curriculum so that the teen
can understand and re-think about their harmful habit.
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1. Introduction
Section 2(d) defined smoking as inhaling and exhaling the
smoke of any tobacco product and shall include the holding
of or controlling any ignited tobacco product [1]. A report of
CDC (2011) revealed that concurrent use of multiple tobacco
products is prevalent among youth [2]. Greece is a leading
tobacco-producer country within European Union. In Greece
the prevalence of smoking is 37% and the annual per capita
consumption of cigarettes was one of the highest in the

European Union [3, 4]. Global age-standardized prevalence
of daily tobacco smoking was 31.1% in 2012 for men [5].
Research on tobacco use and socio-demographic issues was
conducted from school students of 10 to 12 years in Bihar,
India [6]. Given the importance of tobacco as a risk to health,
monitoring the distribution and intensity of tobacco use is
critical particularly for low- and middle- income countries.
Bangladesh is a low-income country and one of the largest
tobacco consuming countries in the world [5]. With a
population of 150 million, Bangladesh is one of the top ten
countries in the world having a high smoking prevalence,
where over 22 million adults smoke [7].
Adolescent smoking is a global issue because there is not a
single country around the world where the teens are not
smoking [8]. Many adult smokers initiate the smoking habit
during adolescence or as young adults [9]. 10.4% were
current cigarette smoking among 13 to 15 years old [10].
American Psychological Association (2014) reported that
non-depressed teens who smoked in the prior month faced
approximately a four times greater risk of developing
depression than non-smoking teens [11]. WHO stated that
the current smoking prevalence of girls is 2%, about 13.2%
never smokers expressed their willingness to initiate
smoking within the next one year [12]. Between the ages of
14 to 18 years a person is most likely to attract towards the
smoking habit and become an addict for the rest of his or her
life. This age represents the growth of maturity where the
teens make choices for their life style and plan where they
want to see themselves in the future. This is the age where
the inspiration is at the maximum level and adolescents are
more conscious of their personality, styles and making up
their role models. Different factors like stress, attention
disorder, psychological pressures and conflicts from parents
play an important role in impacting the individual
personality and most of the teens are seen fighting with these
kind of problems due to lack of parental interest or sometime
over protectiveness of parents [13].
Tobacco use is the leading cause of preventable death and
disease worldwide and is estimated to kill more than 5
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million people each year [14]. Tobacco smoking is a leading
modifiable global disease risk factor, with nearly 6 million
premature deaths, 6.90% of years of life lost and 5.5%
disability-adjusted life-years (DALYs) in 2010 [15, 16].
Tobacco use in adolescents has been called a “pediatric
epidemic” because of increasing level of its use and dire
public health implications [17]. Tobacco is a leading cause of
illness in the developed world where non-communicable
diseases contribute to the greatest burden of disease [18].
Much of the severe health consequences of smoking are in
adulthood. However, there are also significant short and
intermediate term effects of smoking that may be
experienced such as asthma and chronic cough [19, 20].
Information on adolescent smoking is valuable not just
because smoking is independently associated with adverse
health effects, but also through the clustering of other
harmful lifestyles among adolescents who smoke [21].
According to Centers for Disease Control and Prevention
(CDC) in 2011 stated that the teen smoking still affects 54%
of high school students and one in three who start smoking as
a teen will die later of smoking related causes [22]. Smoking
among adolescents is a major concern because long term
smoking poses many health hazards. Most of all adolescents
know the long term effects of smoking are and many do not
care, because they are not concerned with what might happen
to them forty or fifty years down the road [8]. If smoking
continues at the current rate among youth 5.6 million of
today’s Americans younger than 18 will die early from a
smoking-related illness [23].
American Journal of Public Health (2002) described that
youths ages 12 to 17 were less inclined to see smoking as
harmful and reported an increased likelihood to smoke after
they had viewed a television advertisement urging parents to
speak to their children about not smoking [24]. Giving teen’s
information about the risks of smoking and chewing tobacco,
and establishing clear rules can help protect them from these
unhealthy habits [25]. Public health strategies to combat
tobacco-induced illnesses have aimed at reducing uptake and
promoting smoking cessation. Given the limitations of
population-based programs to reduce smoking initiation
among the public [26], the need to provide cessation support
to those who continue to smoke is substantial. Therefore,
identification of factors that could facilitate cessation is
important in the design of evidence-based smoking cessation
interventions. A report published in 2013 revealed that the
teens who start smoking will likely struggle to break the
habit throughout their entire lives, making preventing teen
smoking even more vital. According to the report, 9 out of 10
smokers pick up the habit before they turn 18 years of age
[27]. Mayo Foundation for Medical Education and Research
in 2012 mentioned many ways to keep the teens smoke-free
and suggested that if the teen has already started smoking,
avoid threats and ultimatums. Instead, find out why the teen
is smoking and discuss ways to help the teen quit [28]. This
high rate of tobacco-attributable mortality underscores the
rapidly growing health and economic burden of tobacco use
in Bangladesh. To address this growing epidemic of

tobacco-induced deaths, there is an urgent need to reduce
tobacco use in Bangladesh which will require curtailing
initiation of tobacco use and promotion of smoking cessation
[29]. There is no or scanty study has been found relating to
the teen smoking in Khulna areas. In these circumstances, it
is good to know the prevalence of the teen smoking rate and
how they are being involved in smoking under different
socio-demographic conditions. The study was carried out to
explore the prevalence of teen smoking as well as
influencing factors to initiate smoking in south-west areas of
Bangladesh.

2. Materials and Methods
A cross sectional study was done among students of 13 to
19 years old in south-west, Bangladesh during February to
November, 2014.
2.1. Sample Size Determination
The formula mentioned below has been used for sample
size n determination with 95% confidence considering an
interval of 5 [30].

n=

z2∝⁄2
d2

pq

(1)

Where, n = sample size, p = proportion, q = 1-p, d =
deviation = 0.05, 𝑧𝑧∝⁄2 = 1.96, 1−∝= 0.95. Here, p = 0.23
(approximate proportion of initiating smoking before
teenage). So the sample size, n = (1.96)2×0.23×0.77/ (.05)2 =
272.1 ≈ 272
But, due to heterogeneity in urban and rural area, design
effect, 1.5 had been considered. Here, total sample size, n =
272 × 1.5 = 408 is considered.
2.2. Data Collection
The research intends to investigate the differences
between urban and rural areas. All the suitable schools and
colleges were listed up and details were collected. A total of
12 schools and colleges had been selected based on
convenient condition of which 6 from urban and 6 from rural
areas. The number of institutions was limited to 12 because
of limitation of resources. A total of 191 teen was surveyed
from Khulna and Bagerhat sadar considered as urban area;
and 217 teen were surveyed from Rupsha upazila under
Khulna district and Fakirhat upazila under Bagerhat district
were considered as a rural area.
After getting permission from the authority, frame of
students was constructed from the registrar book. Some
cases senior students come first of the list and vice-versa on
other cases. From each institution, 34 students were expected
to respond. The respondents were selected by systematic
random sampling technique. The selected units were
excluded if absent at the institutes during the survey or
unwilling to respond. In some cases alternative respondents
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were interviewed following circular systematic sampling
technique, where applicable. Semi-structured questionnaire
was used, that was prepared and pre-tested in the field before
the survey team was deployed to the field for data collection.
Since the respondents were young boys and girls, the data
collectors were asked to clarify all the doubts of them during
data collection. They were also asked strictly to avoid using
mobile phone and camera to take photos of the respondents
as well as to behave politely with due respect. The research
team confirmed almost no chance of physical, social, and
psychological risk for the respondent as well as invasion to
them and their privacy. We also avoided the topics carefully
that can create discomfort to the respondents.
Informed consent was obtained from each respondent
verbally prior to the beginning of the survey. The
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respondents were requested to provide relevant information
and were filled up questionnaire in front of them. They were
assured that they will not be compelled to answer all of the
questions as well as right to withdraw even after the response.
They were also guaranteed that the information from them to
be used for specific research only with due confidentiality.
2.3. Data Analysis
Comparative analysis, dividing respondents into different
groups was done to meet the objective of the study.
Microsoft Excel and SPSS (version 16.0) were used to
perform the analysis. Bivariate analysis was done using
Chi-square test. For the statistical tests, a ‘p’ value of <= 0.05
was considered statistically significant.

Table 1. Social-demographic Status of Respondents between Urban and Rural Institute
Variables
Gender

Education
Living with whom

Father’s education

Father's occupation

Mother’s education

Mother's occupation

Monthly family income

Category

Residence of the respondent
Urban n (%)

Rural n (%)

Total n (%)

Female

81 (19.8)

65 (15.9)

146 (35.7)

Male

110 (27.0)

152 (37.3)

262 (64.3)

Total

191 (46.8)

217 (53.2)

408 (100)

Secondary

94 (23.0)

128 (31.4)

222 (54.4)

Higher secondary

97 (23.8)

89 (18.1)

186 (45.6)

With family

174 (42.6)

205 (50.2)

379 (92.8)

Without family

17 (4.2)

12 (3.0)

29 (7.2)

Illiterate

8 (2.0)

23 (5.6)

31 (7.6)

Formal education

181 (44.4)

191 (46.8)

372 (91.2)

Non-formal schooling

2 (0.4)

3 (0.8)

5 (1.2)

Government service

46 (11.8)

44 (10.8)

90 (22.6)

Non-government service

25 (6.0)

17 (4.2)

42 (10.2)

Business

82 (20.0)

91 (22.3)

173 (42.3)

Retired

5 (1.2)

7 (1.7)

12 (2.9)

Others

32 (7.8)

58 (14.2)

90 (22.0)

Illiterate

6 (1.4)

24 (6.0)

30 (7.4)

Formal education

183 (44.9)

192 (47.0)

375 (91.9)

Non-formal schooling

2 (0.5)

1 (0.2)

3 (0.7)

Government service

14 (3.4)

6 (1.5)

20 (4.9)

Non-government service

4 (1.0)

9 (2.2)

13 (3.2)

Business

2 (0.5)

4 (1.0)

6 (1.5)

Retired

1 (0.2)

0 (0)

1 (0.2)

Housewife

166 (40.7)

193 (47.3)

359 (88.0)

Others

4 (1.0)

5 (1.2)

9 (2.2)

<10000

29 (7.1)

41 (10.0)

70 (17.1)

10001-20000

70 (17.1)

78 (19.1)

148 (36.2)

20001-30000

48 (11.8)

65 (16.0)

113 (27.8)

30001-40000

19 (4.6)

12 (3.0)

31 (7.6)

40001-50000

9 (2.2)

10 (2.4)

19 (4.6)

>50000

16 (4.0)

11 (2.7)

26 (6.7)
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3. Results

3.2. Distribution of Teen Smoker and Associated Factors

3.1. Socio-demographic Feature

Table 2 shows the prevalence of smoking and factors
having the possibility of contribution to initiate smoking.
About 15.7% (n=64) of the respondents were found smoker
and mostly male (14.5%). In rural areas institutes, smokers
are twice in number (10.6%) compared to that of urban areas
(5.1%). Among the smokers, 4.9% and 10.8% were the
students from secondary (level 7 to 10) and higher secondary
(level 11 to 12) school, respectively.
Around 14.2% teen smokers were living with family and
the remaining 1.5% apart from family. The living
arrangement of the teen is independent of smoking behaviour
(p=0.442). About 13.2% smokers had a personal income
while 2.5% didn’t have which is also insignificantly
associated (p=0.490) and 15.2% teen smokers used to get
monthly pocket money from their parents while only 0.5%
was not get a significant association with use of smoking
tobacco (p=0.013). No one from 42.7% respondents’ family
was used to smoke while one or more persons from the
remaining 56.3% respondents’ family were used to smoke.
Use of smoking tobacco by the teen is found to have
significant association with family member’s smoking habit.
Again 13.7% of the teen smokers had smoker friends, which
are highly significantly associated with p<0.0001.

Gender, education, living arrangement, education, and
occupation of the respondent’s parents and their monthly
family income are shown in Table 1.
Among the respondents, 35.7% and 64.3% were girls and
boys, respectively from urban (46.8%) and rural (53.2%)
areas. Among the respondents, 54.4% and 45.6% was at
secondary and higher secondary level respectively. Although
the distribution is similar between urban and rural areas,
92.8% were living with their families and rest 7.1% was
living apart from family. More than 90% of the parents
(91.9% mother and 91.2% father) had formal education.
Considering the occupation of the respondent’s father,
42.3% were businessman followed by government service
(22.0%), non-government services (10.2%), and 22.1% had
other occupations. The mothers were mostly house wife
(88.0%), followed by government services (4.9%),
non-government services (3.2%), businesses (1.5%), retired
from service (0.2%) other occupations (2.2%). More than
half (53.3%) of the respondent’s monthly family income was
less than BDT 20,000 (US$ 256.4, US$ 1 = 78 BDT), 27.8%
between BDT 20,001 to 30,000 and 18.9% were more than
BDT 30,000. Peoples having higher income were more
likely to live in urban areas compared to rural.

Table 2. Prevalence of Smoking and Factors Contributed to Initiate
Variables

Category

Use of smoking tobacco
No n (%)

Yes n (%)

Total n (%)

Female

141 (34.6)

5 (1.2)

146 (36.8)

Male

203 (49.7)

59 (14.5)

262 (62.2)

Residence of the
respondent

Urban

170 (41.7)

21 (5.1)

191 (46.8)

Rural

174 (42.6)

43 (10.6)

217 (53.2)

Education of the
respondent

Secondary

202 (49.5)

20 (4.9)

222 (54.4)

Higher secondary

142 (34.8)

44 (10.8)

186 (45.6)

With family

321 (78.7)

58 (14.2)

379 (92.9)

Without family

23 (5.6)

6 (1.5)

29 (7.1)

No

306 (75.0)

54 (13.2)

360 (88.2)

Yes

38 (9.3)

10 (2.5)

47 (11.8)

No

50 (12.2)

2 (0.5)

52 (12.7)

Yes

294 (72.1)

62 (15.2)

356 (87.3)

No

155 (38.0)

19 (4.7)

174 (42.7)

Yes

189 (46.3)

45 (11.0)

234 (56.3)

No

218 (53.4)

8 (2.0)

226 (55.4)

Yes

126 (30.9)

56 (13.7)

182 (44.6)

Gender of the respondent

Living with whom

Have personal income

Get pocket money

Family member smoke

Friends smoke

p-value

0.442

0.490

0.013

0.010

0.000
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Table 3. Age of Initiation and How to Collect

Variables

Category

Urban n (%)

Rural n (%)

Total n (%)

≥12

7 (18.4)

3 (7.9)

10 (26.3)

13-15

5 (13.2)

6 (15.8)

11 (28.9)

16-18

8 (21.0)

8 (21.0)

16 (42.1)

≥19

1 (2.6)

0 (0.0)

1 (2.6)

≥12

5 (15.6)

1 (3.1)

6 (18.8)

13-15

4 (12.5)

4 (12.5)

8 (25.0)

16-18

8 (25.0)

8 (25.0)

16 (50.0)

≥19

2 (6.25)

0 (0.0)

2 (6.25)

<1/day

4 (10.5)

4 (10.5)

8 (21.0)

1/day

1 (2.6)

3 (7.9)

4 (10.5)

2-5/ day

6 (15.8)

6 (15.8)

12 (31.6)

6-10

6 (15.8)

3 (7.9)

9 (23.7)

>10

4 (10.5)

1 (2.6)

5 (13.2)

I buy from the store

19 (50.0)

10 (26.3)

29 (76.3)

Someone else gives money to buy

1 (2.6)

0 (0.0)

1 (2.6)

Someone else gives them to me

1 (2.6)

6 (15.8)

7 (18.4)

Others

0 (0.0)

1 (2.6)

1 (2.6)

At home

1 (2.6)

0 (0.0)

1 (2.6)

At school/college inside premises

2 (5.3)

1 (2.6)

3 (7.9)

At school/college outside premises

18 (47.4)

16 (42.1)

34 (89.5)

Age of trying first
cigarette

Age of becoming
regular smokers

Number of
cigarette/bidi
smoked on average
per day

Way to get cigarettes

Place of smoking

Residence of the respondent

3.3. Age of Initiation and How to Collect
Table 3 is showing age of initiation and how to collect
tobacco products. Among smokers (n=64), 71.0% tried their
first cigarette at the age between 13 to 18 years, more
specifically 42.1% tried their first cigarette at the age
between 16 to 18 years, and 28.9% tried between 13 to 15
years. Most alarming scenario was 26.3% (urban 18.4%,
rural 7.9%) tried their first cigarette before teenage (≤12). No
one in rural areas tried first cigarette after 18 years. Overall
75.0% became regular smokers at the age between 13 to 18
years while about 18.8% (urban 15.6%, rural 3.1%) become
regular smoker before teenage (≤12).
Around 31.6% (urban 15.8%, rural 15.8%) of the teenage
smokers used to take 2 to 5 cigarette/bidi, 23.7% (urban
15.8%, rural 7.9%) used to take 6 to 10, and 13.2% (urban
10.5%, rural 2.6%) used to take more than 10 stick every day.
About 21.0% used to take cigarette less than daily. The large

number of teen smokers (overall 76.3%, urban 50.0%, rural
26.3%) buy cigarette by themselves from the store. Most of
the teen smokers (overall 89.5%, urban 47.4%, rural 42.1%)
used to smoke at around school/collage and some of them
(7.9%) were smoking inside school/college premises.
3.4. Reason of Teens to Initiate Smoking
The respondents (n=58) were asked about the reasons for
initiating smoking. They acknowledged a variety of reasons
for initiation of smoking (Table 4). Curiosity of teenagers
(48.3%) and to get rid of frustration (34.5%) was recognized
by the teen as the two main causes of initiating smoking.
Some other causes identified were peer pressure (24.1%),
desire to fit with friends (20.7%), for fun (10.4%), copying
parent or elderly who smoke (8.6%), and also to relief from
mental stress (6.9%).
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Table 4. The Causes behind the Initiation of Smoking among Teenagers (Multiple Responses)
Causes of smoking initiation

Percentage (%)

Get rid of frustration

34.5

Curiosity

48.3

Peer pressure

24.1

Copying parents, elderly who smoke

8.6

Desire to fit with friends

20.7

For fun

10.4

Mental stress

6.9

Table 5 shows the causes of smoking continuation among teenagers dividing into urban and rural area. More than half
(51.7%) of the teen smokers claimed that they smoke to overcome psychological stress, control anger which is insignificantly
associated with residence of the respondents (p=0.284), 22.4% used to smoke to keep themselves relaxed from study load
(p=0.046, significantly associated with residence), 17.2% used to smoke as inspiration, for outlook and personality (p=0.570,
insignificant), and 13.8% used to smoke to keep themselves away from family problem (p=0.978, insignificant). More than
half (51.7%) used to smoke as easy to obtain (p=0.737, insignificant), and 78.1% used to smoke as affordably priced (p=0.737,
insignificant).
Table 5. Causes of Smoking Continuation among Teenagers
Variables

Smoke to overcome psychological stress, control anger

Smoking as inspiration, for outlook and personality

Smoke keeps relaxed from study load

Smoke keeps away you from family problem

Smoke as easy to obtain
Smoke as affordably priced
(*I manage it)

Category

Residence of the respondent
Urban n (%)

Rural n (%)

Total n (%)

No

9 (15.5)

19 (32.8)

28 (48.3)

Yes

13 (22.4)

17 (29.3)

30 (51.7)

No

19 (32.8)

29 (50.0)

48 (82.8)

Yes

3 (5.2)

7 (12.1)

10 (17.2)

No

14 (24.1)

31 (53.4)

45 (77.6)

Yes

8 (13.8)

5 (8.6)

13 (22.4)

No

19 (32.8)

31 (53.4)

50 (86.2)

Yes

3 (5.2)

5 (8.6)

8 (13.8)

No

10 (17.2)

18 (31.0)

28 (48.3)

Yes

12 (20.7)

18 (31.0)

30 (51.7)

No*

9 (14.1)

5 (7.8)

14 (21.9)

Yes

19 (29.7)

31 (48.4)

50 (78.1)

4. Discussion
About 15.7% (n=64) of the respondents were found
smoker and mostly male (14.5%) found by the present study.
However, Hublet et al. (2006) have reported that female
adolescents have higher prevalence of cigarette smoking
than males in Sweden (13.7% vs. 5.5%), Norway (19.9% vs.
15.4%), Austria (24.7% vs. 19.5%), Belgium (19.0 vs.
16.8%) and Finland (18.0 vs. a16.4). Furthermore, it's of
considerable interest that in some countries (e.g. Greece,
Japan, Malawi and Ethiopia) apparently smoking is more
prevalent among adolescent boys than girls [31].
The CDC report opined that the teen smoking is down

p-value
0.284

0.570

0.046

0.978

0.737

0.066

since 1990s, the problem has remained relatively stable
throughout the 2000s. Still the teen smoking affects 54.0% of
high school students, and one in three who start smoking as a
the teen will die later of smoking related causes [22]. The
percentage is much higher than the result (15.7%) of present
study. Although the rate (urban 5.1%, rural 10.6%) is not
same, similar result is found by another study which shows
the smoking rate in rural areas is slightly higher (23.6%) than
in urban areas (21.3%) [32].
A study shows that livings with family members or friends
have been associated with smoking in adolescents and young
adults. Smoking mother increases the chances of smoking in
students however, the difference between two groups was
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not statistically significant (p>0.05). Surprisingly, having
smoker father is significantly (p=0.004) associated with
smoking in college students [33].
Present study found about 13.2% smokers had personal
income while 2.5% didn’t have which was insignificantly
associated (p=0.490) but 15.2% the teen smokers used to get
monthly pocket money from their parents which has
significant association with use of smoking tobacco
(p=0.013). Mohan et al have also reported on a four times the
risk of being a smoker among adolescents who received
pocket money versus none in India [34]. Another study also
shows the similar results that pocket money was associated
with increased odds of smoking. Compared to boys who
reported having seven Euro or less per week, those who had
more 32 Euro or more were more than six times likely to
smoke. For girls, those who had more than 32 Euro per week
were more than 10 times likely to smoke than those who had
seven Euro or less [35].
Students who have smokers’ siblings have greater chances
of becoming smoker than those students who have non
smoker siblings. Students who have smoker friends are
seven times at risk of initiating smoking, than those who
have non-smoker friends [33]. Present study found
differently as the living arrangement of the teen is
independent of smoking behavior but similarity observed in
case of significant association with family member’s
smoking. Again this study shows 13.7% of the teen smokers
had smoker friends which was highly significantly
associated with p<0.0001 [36]. Students at the age range of
19 to 21, and those who had smoker father, smoker siblings
and smoker friends were more likely to smoke cigarette
(p<0.05) [33]. An extensive research conducted at Italy in
2002 indicated that 27.8% prevalence among the offspring’s
of smoking parents, and it varied from 7.2% among the
children at the age of 12 to 61% in adolescents of 17 years.
Results showed that children of smoker parents are different
than children of non-smoker parents towards their first
exposures to cigarettes [36]. Teacher’s use of tobacco was
also positively associated with current use of tobacco among
students [37, 38]. Of the students, 74.1% mentioned that
there was at least one smoking person in their household and
43.3% declared that they were exposed to second-hand
smoking at home [39]. A research with 6141 adolescents
(51.5% males, 48.5% females) shows that cigarette smoking
was associated with male gender, parental smoking, and
having pocket money ≥16 Euros [34]. Boys with only father
smoking were more likely to smoke than those who had
non-smoking fathers. Likewise, girls with only mother
smoking were more likely to smoke than those with
non-smoking mothers [35]. Students whose friends are
smokers were 5 times more likely to smoke compared to
those whose friends are non-smokers. Those students having
fathers with no formal schooling were more likely to smoke
as compared to those whose fathers had some degree of
education. Students having non-working mothers were more
likely to smoke as compared to students with working
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mothers [40]. Subjects whose parents had higher school
education or higher were less likely to smoke than those
whose parents had elementary education or less [35].
Present research shows age between 16 to 18 years is most
likely to try the first cigarette. Between the age group of 14 to
18 years a person is most likely to attract towards the
smoking habit and become an addict for the rest of his or her
life [13]. Almost 4 in a 10 students (38.6%) smoked their
first cigarette before age 10 [12] is higher (26.3%) than the
present research. The median age of the first smoking
experience was 9.5 years while the youngest age for the first
smoking experience was seven [36]. GYTS reported, in
Bihar 58.9% current use of any tobacco product (male 61.4%,
female 51.2%); 13.7% current smoking tobacco use among
students aged 13 to15 years. Over 60% of ever users reported
initiation at the age of 10 years or earlier [41]. As Kids
Health reports, 9 out of 10 smokers pick up the habit before
they turn 18 years [27]. The survey found that 23.0% of adult
aged 15 years or above currently smoke tobacco in
Bangladesh (males 44.7%, females 1.5%) [32]. Everyday,
almost 3900 adolescents under 18 years of age try their first
cigarette. More than 950 of them will become daily smoker
[42].
Overall 75.0% became regular smoker at the age between
13 to 18 years while about 18.8% become before ≤12 years
in present study. Nearly 3 of every 100 middle school
students (2.5%) reported in 2014 that they smoked cigarettes
in the past 30 days -a decrease from 4.3% in 2011 [43].
About 9 of every 100 high school students (9.2%) reported in
2014 that they smoked cigarettes in the past 30 days -a
decrease from 15.8% in 2011 [43]. Among 269 ever users
29.2% have initiated from class 3 when they were
approximately 8 years old [44]. The GATS (2009) in
Bangladesh found that 23.0% of adult age of 15 years or
above is currently smoke tobacco, of them 1.5% and 44.7%
female and male, respectively [32]. Each day in the United
States, more than 3,200 people younger than 18 years of age
smoke their first cigarette, and an estimated 2,100 youth and
young adults who have been occasional smokers become
daily cigarette smokers [45, 46].
Present study showed that the teen smokers mainly buy
cigarette by themselves from the store. Another study shows
that among ever users, almost half had received their first
tobacco from friends [44]. It shows that various
psychological and social factors are related like stress,
domestic problems, and other issues lead the start of smoking
[13]. One of the main causes for teenage smoking is peer
pressure [42]. A research work conducted in 2011 to find out
the reasons of the teen smoking revealed that many teenagers
may think that smoking looks cool, and they may choose to
begin smoking in order to fit with their friends [47]. Sixty
students who had smoked at least once indicated the
following reasons for this experience: 63.3% (n=38)
curiosity, 15% (n=9) imitation, 10% (n=6) friends’ influence,
10% (n=6) social environment influence, 6.67% (n=4)
influence of advertisements, 3.33% (n=2) someone smoking
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at home, 3.33% (n=2) influence of movies [39]. About
62.3% students initiate smoking at or before 16 year of age,
and peer pressure 69.2% was the main reason for initiation of
smoking, other reasons for initiation of smoking in students
were pleasure 15.1%, stress 10%, and curiosity 5.7%. About
56% students smoked at least 10 cigarettes a day, 32.7%
smoked 11to 20, and 11.30% smoked >20 cigarette per day.
Type of college, living area, smoker mother and anxious
behaviours are not associated with cigarette smoking in
college students (P>0.05) [33]. The study also showed peer
pressure (24.1%) was one of the main reasons for the teen to
initiate smoking but the two main reasons obtained by the
research are curiosity (48.3%) and get rid of frustration
(34.5%).

5. Conclusions and Recommendations
Smoking is a form of drug and teenage is most likely to
attract towards the smoking habit and become an addict for
the rest of his or her life. The research result documented that
peer pressure, bad companion, curiosity, desire to fit with
friends, get rid of frustration, copying parents or elders are
the main causes of initiation smoking among the teen.
School can arrange some workshop or seminar regarding
the consequences of smoking on health. Effects of smoking
can also be added in the curriculum and teachers can deliver
lectures on that issue, so the teen can re-think about the habit.
The research will help to find out the causes of smoking
initiation to the specific areas that can direct the different
ways to keep the teen smoke free. Further research can also
be done to make the results more reliable or on some other
related issues in southwest region as well as in Bangladesh.
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