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ABSTRACT

Introduction: Tobacco induced illness remains a major contribution to premature death and global burden of dis-
eases. The introduction of MPOWER policies by World Health Organization held the value to monitor the imple-
mentation of the anti-smoking measures in all signatory countries. This paper aimed to investigate the application of
the six MPOWER indicators among Malaysia population. Methods: We utilized the data of Global Adult Tobacco
Survey-Malaysia (GATS-M) which recruited 5112 nationally representative samples of Malaysians of 15 years old
and above. Descriptive statistical analysis was used to illustrate the social demographic characteristic of the respon-
dents while cross tabulation was employed to describe all elements of the MPOWER indicators. Results: About one
quarter (23.1%) of Malaysian adults were current tobacco users. The SHS exposure at home (38.4%) and restaurant
(42.1%) were high. Approximately eight in ten (80.2%) of the smokers intended to quit, while for those attempted to
quit in past one year, 9.0% utilized pharmacotherapy and 4.4% attended counseling. The awareness about tobacco
related diseases was generally excellent. The overall tax make up of the cigarettes’ retail price ranging from 41.7% up
to 80%. Conclusion: Tobacco consumption remains prevalent and plateau among Malaysian adults over the last two
decades with substantial proportion of the population exposed to SHS. The inadequacy in the current anti-smoking
policies needs urgent improvement in order to reduce the smoking norms among Malaysians population besides to
achieve the ultimate goal of tobacco control end game by year 2045.
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INTRODUCTION

Numerous scientific studies have revealed that tobacco
induced diseases are among the main contributors
to premature death and various preventable diseases
globally (1,2). Approximately five million deaths
secondary to tobacco related illness had been
reported per annum globally, with majority of the
mortality from developing countries in line with higher
smoking prevalence (2). As a result, the World Health
Organization (WHO) had led the effort to initiate the
ground-breaking Framework Convention on Tobacco
Control (FCTC) in year 2003 (3), and a total of 168
countries including Malaysia have ratified the treaty
until March 2016., representing 92.11% of the world’s
population (4). The FCTC consists of 38 articles which
encompass the restriction of the demand and supply of

tobacco products, marketing and sponsorship of tobacco
products, as well as the international shift of contraband
and illicit cigarettes (3).

Malaysia had ratified the convention in year 2003 and
2005, primarily to address the tobacco-induced health
problem, which became the major causes of mortality
and burden of diseases among Malaysian population
since 1980 (5). As a signatory of the treaty, the Malaysian
government has introduced several policies in order to
strengthen anti-smoking measures within the country,
such as amendments to smoking regulations 1993 to
expand the smoke-free zones into more public areas, and
the prohibition of purchase or possess tobacco products
among individuals less than 18 years (6). In addition, the
regulators had also restructured the cigarette tax from
per kilogram to per stick , as well as the public health
sector had intensified various health promotion besides
strengthened the smoking cessation services in primary
health care settings.

In 2008, WHO had introduced the MPOWER policies,
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namely: Monitor of tobacco use and prevention
policies(M); Protect people from exposure to second-
hand tobacco smoke(P) (Article 8); Offer help to quit
tobacco use (O) (Article 14); Warn about the dangers
of tobacco(W) (Articles 11 and 12); Enforce bans on
tobacco advertising, promotion and sponsorship ( E )
(Articles 13) ; and Raise taxes on tobacco (R) (Article 6).
MPOWER as an instrument for each signatory country
to monitor the implementation of those anti-smoking
measures under the FCTC (7), however MPOWER
implementation among the Malaysian population has
not been investigated. Hence, this paper aimed to apply
the six MPOWER indicators to document the smoking
condition in Malaysia utilizing data from GATs-M
survey.

MATERIALS AND METHODS

The current study utilized the data of Global Adults
Tobacco Survey- Malaysia (GATs-M), conducted in
2011 (8). GATs-M survey employed a cross sectional
study design with Multistage proportionate to size
sampling in order to select a representative sample of
Malaysian adult aged 15 years and above. The first strata
of sampling had included a total of 15 states in Malaysia
whilst the second stage involved the categorization
into the localization of both urban and rural areas by
each state. The primary sampling units (PSUs) utilized
enumeration blocks (EBs) created by the Department
of Statistics referring to the population census in year
in 2010. The artificial geographical area sketched was
made up of 80-120 living quarters (LQs) which represent
the secondary sampling unit. As a result, a total of 426
EBs (222 urban and 204 rural) and 5,112 LQs were
randomly selected for the GATs-M.

Face to face interview was carried out by trained research
assistants (RA) using handheld computers (IPAQ) to
obtain the data from the selected respondents. Prior to
the interview session, RA explained to each respondent
the objectives of the study, as well as pertinent issues
such as voluntary participation, data confidentiality, and
the use of their information only for research purposes.
Written informed consent was obtained before the data
collection procedure. The written consent was first
obtained from the parent or guardian for all respondents
aged less than 18 years. All responses were entered by
the interviewer in the IPAQ, with the help of a stylus
for touching the keyboard on the screen. The minutiae
of the study methodology and research protocol were
described by Omar et al. (9). Ethical approvals for the
surveys were granted by Medical Research and Ethic
Committee (MREC), Ministry of Health, Malaysia.

The study instrument was adapted from the core and
optional GATS questionnaire (10), translated into Malay
language and back- translated into English language by
the panel of expert. The face validity of the instrument
was established through a pre-test in both localities of

urban and rural involving 120 respondents who were
equally distributed by the age group, gender, and the
smoking status. Minor correction of the questionnaire
was carried out based on the response of pre-testing.
The questionnaire consisted of several parts: the social
demographic characteristics, types of tobacco products
consumed SHS exposure at home and selected public
areas, their level of knowledge on smoking hazards
and SHS, the intention to quit smoking, and also the
exposure to advertisement, promotion and sponsorship
of tobacco product. The items selected for MPOWER
implementation as Table I.

Table I: Selected MPOWER indicators and measurements
MPOWER

Measurement indicators

Monitor tobacco i. The proportion of Malaysian adults who currently
use and preven- smoke cigarette on daily basis, less than daily or not
tion policies atall?
ii. The proportion of Malaysian adults who currently
smoke any tobacco product every day, less than every
day or not at all?
iii. The age when Malaysian adults first started smoking
on daily basis
iv. Total number of cigarettes that Malaysian adults
smoke in a day?
v. The types of tobacco product used by Malaysian
adults

Protect people
from tobacco
smoke

i. The proportion of Malaysian adults exposed to
secondhand smoke at home and indoor working area
in past 30 days

ii. The proportion of Malaysian adults exposed to
secondhand smoke while visited public places ( gov-
ernment building, Health care facilities, Restaurants,
Bar or night club) in past 30 days

Offer help to quit
tobacco use

i. Proportion of smoking respondents who made quit
attempt in the last 12 months

ii. Proportion of smoking respondents who reported
being advised to quit by medical practitioner during
the past 12 months

iii. Proportion of smoking respondents with intent to
quit within next 12 months

iv. Proportion of smoking respondents who attempted
to quit using a specific method (pharmacotherapy,
counseling/advice)

Warn about the
dangers of

i. The percentage of respondents who belief that tobac-
co smoking causes serious illness

ii. The percentage of respondents who belief that
smoking causes heart attack

iii. The percentage of respondents who belief that
smoking causes lung cancer

iv. The percentage of respondents who belief that
smoking causes stroke

v. The percentage of respondents who belief that
breathing other peoples’” smoke causes serious illness
vi. The percentage of respondents who noticed
information on the dangers of smoking on television,
newspaper and magazine

vii. The percentage of respondents thought about
quitting after seeing the health warnings on cigarette
packages

Enforce bans on
tobacco adver-
tising, promotion
and sponsorship

i. The percentage of respondents who noticed tobacco
marketing in store

ii. The percentage of respondents who noticed smok-
ing promotion (Free sample & low price) during the
last 30 days

iii. The percentage of respondents who was having
Clothing/items with cigarette brand name or logo

Raise taxes on i. The percentage of tax increment during the last 10
tobacco years

Source: Framework Convention of Tobacco Control (FCTC), World Health Organization
(WHO), 2008
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The data was inspected and cleaned prior to analysis. It
had been weighted, considering the study design, non-
response rate as well as the social demographic status
based on Malaysian population census in year 2010. The
descriptive statistical analysis was used to illustrate the
the social demographic data of all respondents. Cross
tabulations were employed to describe the elements in
MPOWER which were reported with 95% confidence
intervals. The p value was not reported since the huge
sample size could generate significant results even with
the small statistical differences or associations. This is
due to the standard error (SE) tends to be extremely
small for huge sample size therefore will increase
the possibility of the significance level (p value). The
confidence interval (Cl) hence is more meaningful since
it provides evidence on the interval of prevalence. All
analyses were carried out by SPSS statistical software
version 20.

RESULTS

Sample Description

A total of 4250 respondents completed the GATs-M
survey, yielding the response rate of 83.1% (4250/5112).
The gender distribution was nearly equal with a half-to-
half proportion between male and female respondents
(Table 1I). The distribution by age was higher within
the productive age group of 25-44 years (41.5%). Over
half of the respondents were Malay ethnic (58.9%),
married (58.5%) , achieved at least secondary education
attainment (59.2%) as well as with lower socio-
economic background (52.6% which fulfilled income
level of Quintile 2 and below). Approximately three
quarter of the respondents resided in urban locality
(72.1%).

Monitor of Tobacco Use

About one quarter (23.1%, 95CI 21.2-25.2) of the
respondents were current users of tobacco product.
This proportion was reported to be higher among males
(43.9% ,95Cl1 40.6-47.3) , the rural dweller (24.3%, 95ClI
22.0-26.7) and among the most productive age group of
25-44 vyears (29.0%, 95 CI 26.1-32.2). Among current
tobacco users, more than one fifth (22.9%, 95CI 21.0-
25.0) were cigarette smokers, with the average number
of 13.9 (95 CI 13.1-14.7) cigarettes smoked per day .

Protect from SHS

In overall, about two-fifth of the respondents reported
SHS exposure at home (38.4%, 95CI 35.9-41.1) and at
indoor workplace (39.8, 95CI 35.9-43.9) respectively,
in the last 30 days. SHS exposure at home was higher
among those without formal education. The SHS
exposure ranged from 2.4% to 42.1% among the
respondents who visited selected public places in the
recent 30 days. Respondents documented highest SHS
exposure in the restaurant (42.1% 95CI 39.3-44.9), and
the least exposure at bars or night clubs (2.4% 95CI 1.8-
3.3).

Table 11 : Social and demographic characteristics of respondents

Variable Estimated n % 95% ClI
Population Lower  Upper

Gender

Male 10515362 2086  51.2 49.3 53.1

Female 10014859 2164 48.8 46.9 50.7
Ethnicity

Malay 12083159 2531 58.9 55.0 62.6

Chinese 3808990 641 18.6 15.7 21.8

Indian 1923013 263 9.4 7.5 11.6

Others 2715058 815 13.2 11.2 15.6

Marital status

Married 12003068 2712 58.5 56.2 60.8
Single 7195865 1042 35.1 32.9 37.4
Widow/er 1302970 490 6.4 5.6 7.2
Education attainment
-Less than primary 2061180 651 10.1 8.9 11.4

-primary 6286532 1393 30.8 28.7 32.8

-secondary 9515856 1779  46.6 44.4 48.7

College and above 2576026 406 12.6 10.9 14.6

Occupation
Government 1807870 397 8.8 7.7 10.1
Private 6576085 1112 321 29.6 34.7
Self employed 3108055 843 152 137 16.7
Home maker 8123079 1707 39.6 374 41.9
Retiree 886674 187 4.3 3.5 5.4
Age group
15-24 5689674 742 27.7 25.7 29.8
25-44 8525991 1768  41.5 39.4 43.7
45-64 4860331 1326 23.8 22.0 25.5
65+ 1454225 414 7.1 6.1 8.2
Income level
Quintile 1 5946366 846 29.3 26.9 31.9
Quintile 2 4718554 842 23.3 21.6 25.1
Quintile 3 4184595 822 20.6 18.9 22.5
Quintile 4 3120933 829 15.4 13.9 17.0
Quintile 5 2304748 844 11.4 10.0 129

Residential area
Urban 14807892 2065 72.1 70.6 73.6

Rural 5722329 2185  27.9 26.4 29.4

Offer help to quit tobacco use

Almost half of the current smokers (48.6% 95CI 44.0-
53.2) in our study attempted to quit smoking in the
past 12 months, and this proportion increased with
the level of education attainment. The quit attempt in
past-a year was reported to be highest among those who
achieved tertiary education (56.2% 95CI 42.0-69.5).
More than three quarter (77.8%, 95CI 68.4-85.1) of
the current smokers who visited health care facilities in
past 12 months were given a quit advice by the health
care providers, however only little amount of past-
year smokers attempted to quit by utilizing cessation
product or quit smoking service:l 9.0% (95CI 5.8-13.8)
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Table 11I: GATS-M MPOWER indicators and demographic variable: Ethnics

Ethnicity
Variabl Overall Malay Chinese Indian Others
Ao couy Esimted  Prvilence _ ®CH Ectinated Previence _ %5 Esimated Prewlence __ 950K Estinated  Provabnce __ 9Cl: Estimated Prevaknce ___ % CPh
™ Population % Lower Upper """ Population % Lower Upper ~ ™ Population % Lower Upper ™ Population % Lower Upper "™  Popubation % Lower Upper
Monitor T ohacco use
Curtentlchacca use w9 ATEHE 1A B EM 297107 ug 21 I 20 16 5 WEXE 195 W16 A0 25 B1IEE w0 s BA
Curent cigaretie smolers W AT B9 WW  ME G0 290089 u3 28 = MM 1938 80U 192 3% W0 243 S1AW By BN B
Curtent manuBctwed ciaretis smokers [ 01 BA RO B 25258 ERE) 5 1E5 1M 4 623 B4 B33 MM 12 63 U1 N0 BY
Curent smoleess bbaccouse T X [ TR 3408 05 019 2 03 2 6 2823 15081 g 1 45018 108 M
Aerag number oicharetes smoled perday | 891 4244 563 03 1308 ME 5 289880 o 129 © 122 [ UMD 51 W05 15® M THET EERICRTY
Average age ofdaiy smoking iniaton 1056 491527 B3 7 188 8 3182001 182 178 100 1820 5 BuE 190 177 19 2 TE8 71 182 191
Protectfrom Second hand smoke
Expusure b SHS athome in atkeastmonttly | 1883 758287 BAOEE N0 1N 5116089 69 08 B W SIE B M8 BHE E 4 Bi OB ME W 12909 8 ME su
Exposure b SHS atworlploce inbst M days | 36 2297 601 W OBW BE B M5 08 UB BT B AT M1 TB BE W T R ONW E% 4T B2 B AW
Exposurz SHS in public placss/Bedites n past
30 days among those who sted/used publc
Gowemment budngbfices Y 13 38 66 B 60 4T 18 M 0% % 17 M B a2 521 BB 1 2160 31 1e 57
Healh Care fcites 1 346 4 W 4 36 20 AT T 1068 27 15 M6 12 1163 81 2® 1B 8 7l 1308 29
Restaurants 155 BE1ER 01 WM MEB B SIS ME 0% B0 M) 148185 BT BN M8 0 N8 a5 B HR 2T BB VL AN BO
Bars ornight cib A M1 3® 550 08 0M 18 B NI 59 i M 10 85415 M % B [T 27 145 4w
Offer help to quit tobacco use
Qui atemptin te last {2monbs [ANFE ] BE MO BM ) 153 2 B WE 2B BR B N BE 13 TEEE W %eE 63 ue 24
Advised b quitsmokingbya healt co provider 175 620,267 MY BB B 1R 2410 I 5] T4 THE wE N Nz W wA W9 906 g0 g B9
Inient b qit smaking witin nexd 12monts 337 W2 TER BT A 217960 BT e H BN N9 A gu B OGBS NI 18 SEEM A BB BE
Atempt to quit smoking usinga specific method
Phamacotherapy n M 9 B BM % TERT "1 12 E 1 20 19 01 B 1 10550 0B AT 3 1% 54145 8B
Counselingaduice B wm T T ) T58% 50 30 8w 3 5477 4 08 I8 6 084 82 210 1
Warn about the danger of smoking
ﬁg“m“‘m“‘”“““m*m"s 3877 18888000 92 WM BB 2111255 BE OM WTY SR 341221 696 8 R4 M0 175658 @3 B %R TV 24057 02 HM 8O
Belisfthat smoking cassss heart atack 3T 181807 WO GTOB WX 2B MET uI WE BB B IRW 638 94 HTH B 1BED B1 T W& BW 22T B2 @08 BH
Belisfthat smoking carses hing cancer 33 1922089 w7 W el 2B 11528 B3 UB BB M IWEM w0 833 WU B 17295 NI BY B M 24748 ETE
Belisfthat smoling carses strofes 3B BHENT W7 % BE 2B 10162276 M2 BB B T 28N 0 693 1B 26 B0 T 19 5B 19238 POIGE IR
Belefnalbrealtinglher pecples smoke | e 47 o1 g B4 MB T 2T 0HITE wE OEE R0 S A ©9 TN #0226 ®7 MR N 68 28127 We TR ME
causes serious iness.
mﬁn‘“"‘w‘“"“’k‘"g‘""’”"'““’“""‘"V 3% 1924653 S0 QES 9505 2397 11472394 92 W %3B  IAWE 06 EW B3R M 173059 BRI GB BH T 2548087 Ny AM B2
Thiking of quiting becaussofheath wamigon g5 417 573 £3 4D NM W 1272 04 EN BB B W 03 2N &8 % WA 93 B KR T 2 7B B
ouaretie packages
Enforce bans on tobacco advertising,
promation and spensorship
:‘::xﬁ“'*"”d““m"‘5'””3""“‘”‘” 1286 726543 WE R WA W AEMEM T UM 4L 18 112049 W5 U1 VA& M B4 200 B4 20 81B8 00 BB BE
Table 1V: GATS-M MPOWER indicators and demographic variable: Locality
Locality
., Overall Urban Rural
Vartable Estimated Prevalence 95Cl% Estimated Prevalence 95Cla Estimated Prevalence 95CI%
Count . Count . Count .
Population % Lower _Upper Population % Lower _Upper Population % Lower_Upper,
[Monitor Tobacco use
Current tobacco use 989 4746 505 231 2118 2518 453 3.357.187 227 2016 2539 536 1.389.318 243 2199 2672
Current cigarette smokers 981 4,704 385 229 2099 24.96 449 3322144 224 1994 2514 532 1,382.241 242 2186 26.60
Current manufactured cigarettes smokers 807 4117 659 201 1820 2205 395 3.005.195 203 1788 2295 412 1.112.464 194 1740 2165
Current smokeless tobacco use 40 148,105 07 047 1.18 18 100,316 0.7 037 1.32 22 47,790 0.8 0.51 141
Average number of cigarettes smoked per day 891 4,244 563 139 1308 14.66 411 3.005.456 140 13.03 15.03 480 1.239.107 135 1229 14.67
Average age of daily smoking initiation 1,056 4915279 183 1790 18.66 452 3465893 181  17.58 18.58 574 1,449,386 18.8  18.28 19.24
Protect from Second hand smoke
Exposure to SHS at home in at least monthly 1.663 7.638 287 384 3589 41.07 700 5105594 357 3248 39.13 963 2532693 454 4174 4908
Exposure to SHS at workplace in last 30 days 398 2,297 601 398 3588 4395 266 1,900,540 416 3688 4653 132 397,061 331 2718 3955
Exposure SHS in public placesfacilities in past
30 days among those who visited/used public:
Government building/offices 170 989 842 49 388 6.06 110 801,614 55 418 710 60 188,228 33 240 452
Health Care facilities 136 689,208 34 267 425 73 519,613 35 254 4.7 63 169,595 3.0 2.14 4.09
Restaurants 1515 8.611629 421 3934 4489 942 6.670.008 465 4297 50.12 573 1.741.621 306 2739 3397
Bars or night club i 457 862 24 1758 329 60 415197 3.0 212 4.22 17 42 665 0.8 0.46 147
Offer help to quit tobacco use
Quit attempt in the last 12 months M7 2307434 486 4406 5321 210 1.714.038 51.0 4497 56.93 207 593.396 429 3745 43.56
Advised to quit smoking by a health care provider 175 820 267 778 6836 85.10 78 559,301 758 6253 8541 97 260,966 827 7425 88.82
Intent to quit smoking within next 12 months 708 3334789 802 76.02 83.73 320 2334488 80.3 7455 84.94 388 1.000,301 79.9 7527 §3.87
Attempt to quit smoking using a specific method
Pharmacotherapy Kh| 206,611 90 575 1384 17 169,773 93 536 15.80 14 46,838 8.0 442 14.10
Counseling/advice 29 102,237 44 230 6.97 13 64,198 37 194 7.12 16 38,039 6.5 379 10.80
Warn about the danger of smoking
ﬁﬁgima“”bacwSm”k‘”gca“““e””“ 3877 16.888.000 922 9091 9339 1307 13703836 928 9108 9420 1970 5184165 905 8875 9253
Belief that smoking causes heart attack 3,737 18,199,077 888 &87.08 90.25 1,846 13208,163 893 8712 91.18 1891 4,990,914 87.3 84.96 §9.37
Belief that smoking causes lung cancer 3,943 19,220 839 937 9258 9464 1933 13,907,390 940 9251 9514 2010 5313449 930 9137 9430
Belief that smoking causes stroke 3.361 16,545 007 807 7855 82.67 1,684 12,082,073 81.7 78.86 84.20 1677 4,462,934 781 7534 80.69
Belief that breathing other peoples’ smake 3563 47591065 858 8428 8727 1774 12787.910 866 8461 8830 1789 4803155 840 8136 8628
causes serious illness
Ez‘;ﬁ]z:m*c‘g“mSm““”g‘"f“””m”'a”y 3996 19,246 563 940 9268 9505 1949 13844595 937 9191 9505 2047 5401968 948 9334 9594
Thinking of quiting because of health waming on ;59 2117273 458 41331 5034 214 1,538,580 474 4137 5349 207 578,692 421 23 4706
cigarette packages
Enforce bans on tobacco advertising,
promotion and s ponsorship
otice cigarette advertisement, sponsorship or 4 59 7,255 431 356 3285 3848 728 5,605,366 381 M52 4179 570 1,650,065 292 2585 3275

promaotion

147
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Table V: GATS-M MPOWER indicators and demographic variable:Gender

Gender
Variable Overall Male Female
Count EStimated  Prevalence 95 CI% Count Estimated  Prevalence 95CHl count E Prevalence 95CP
Population % Lower _ Upper Population Lower _Upper Pop d % Lower _Upper
Monltor Tobacco use
Current tobacco use 989 4746 505 231 2118 2518 955 4642145 439 4063 4728 34 104,359 10 067 163
Current cigarette smokers 981 4704385 229 2099 2495 949 4,605,032 436 4029 4692 32 99,353 10 063 157
Current manufactured cigarettes smokers 807 4,117 659 201 18.20 22.05 788 4,050,009 383 35.09 4166 19 67,649 07 0.38 1.21
Current smokeless tobacco use 40 148,105 07 047 118 21 91217 09 047 172 19 56,388 06 033 103
Average number of cigarettes smoked per day 891 4244 563 139 13.08 14.66 867 4,176,361 13.9 13.15 1473 24 68,203 95 7.04 11.87
Average age of daily smoking initiation 1,056 4,915,279 183 17.90 1866 1019 4,805,177 182 1782 1859 37 110,102 214 1841 2444
Protect from Second hand smoke
Exposure to SHS at home in at least monthly 1,663 7,638,287 384 3589 4107 928 4448 301 433 3990 4675 735 3,189,986 333 3020 3644
Exposure to SHS at workplace in last 30 days 398 2297 601 398 3588 4395 271 1,612210 462 4107 5148 127 885,391 304 2469 3607
Exposure SHS in public places/facilities in past
30 days among those who visted/used public:
Government building/offices 170 989,842 49 388  6.06 105 639,180 61 471 788 65 350,662 35 256 486
Health C are facilties 136 §89,208 34 267 425 89 287,809 27 18 401 77 401,400 41 305 537
Restaurants 1515 8,611,629 421 3934 44389 846 4863522 461 4260 4972 669 3,768,106 378 3464 4107
Bars or night club 7 457 862 24 175 329 60 360,531 37 259 19 AT 97,331 11 055 203
Offer help to quit tobacco use
Quit attem pt in the last 12 months 417 2307 434 486 4406 5321 402 2262719 487 4402 5336 15 44715 457 2485  68.26
Advised to quit smoking by a heatth care provider 175 820,267 778 6836 85.10 168 791,873 75 6778 84.91 7 28,394 806 6284 97.76
Intentto quit smoking within next 12 months 708 3,334,789 802 76.02 8373 631 3,253,814 799 7570 8382 27 80,975 925 7394 9815
Attempt to quit smoking using a specific method
Pharmacotherapy 31 206,611 90 575 138 31 206,611 92 58 1410
Counselling/advice 29 102,237 44 280 697 26 98 545 44 72 693 3 3692 83 228 2575
Wam about the danger of smoking
ﬁ:!z?”mbam5’””"'”‘3““39359”””5 3877 18,888,000 922 9091 9339 1889 9542456 907 8849 9244 1988 9345544 939 9247 9510
Belief that smoking causes heart attack 3737 18,199,077 88.8 87.08  90.25 1,836 9,165,619 86.9 8443 8899 1,901 9,033,659 908 8894 9232
Belief that smokina causes luna cancer 3943 19220839 937 9258 9464 1947 9.788.753 927 909 9407 1,996 9432086 948 9341 95386
Belief that smoking causes stroke 3361 16545007 B07 7855 8267 1,643 8,356 511 792 7632 8174 1718 8,188,496 823 7977 8461
Belief that breathing other peoples’ smoke 3563 17591 065 858 8428 8727 1742 B8863AT4 M1 BITI 8615 1821 8727892 877 8575 8947
causes serious illness
:“ng‘;fii:"“‘c‘ga’e“e smoknginformation atany  5gq95 49 245 563 940 9268 9505 1984 93862298 935 9147 9505 2012 9384264 95 9286 9577
Thinking of quitting because of health warningon 45y 5 147273 458 4133 5034 407 2,063290 457 4118 5022 14 53,983 §17 3089 7217
cigarette packages
Enforce bans on tobacco advertising,
promotlon and sponsorship
g&”;zt‘foﬁ”“ advertisement, sponsorshipor 4 g 7265 431 356 3285 3848 687 4,091,032 390 342 4271 6N 3,164,399 320 2873 3551
Table VI: GATS-M MPOWER indicators and demographic variable: Education attainment
10
Education Attainment
\ariah Qverall No Fomal Education Primary Secondary College
riave Estimated  Prevalence B % Estimated  Prevalence 95 Che Estimated ~ Prevaknce 95Cr Estimated ~ Prevalence 0% Estinated  Prevalence 9CH
Count § = ! . —  Count N Count X ount N
Population % Lower_Upper Population % Lower _Upper Population % Lower_Upper Population % Lower_Upper Population % Lower _Upper
Monitor Tobacco use
Cunenttobacoo use: W AT BNk EE 2 197 1592 4B B 158387 23 A0 A9 M 230 B1 ¥ BB 61 MM 53 18
Cunent cigarete smokers 94 4ET9E6 DI NE ME 10 194 1560 2387 M B8 N AW M 236407 K1 2N AR 61 W3R 53 18
Cunent manubciured caretios smokers W2 AR 00 B8 2B 10 132 9% 118 M N8 NI MR W 2T 5 BR B4 63 B 144 1088
Cunent smofelsss baocn use 0 s 07 041 118 10 08 318 1 08 0 1m0 9 a 05 01 10 3 A8 03 o
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30 days among hosewho usiedusad public:
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Table VI: GATS-M MPOWER indicators and demographic variable: Locality

Age Group
Variable Overall 1524 years 44 years 4564 wars 65 and older
(o Estimated ~ Prevalence 95CP o Estimated ~ Prevalence 95 Che Count Estimated  Prevalence BC% " Estimated ~ Prevaknce HCh Comt Estimated  Prevalence $Ck%

Population % Lower Upper Population b Lower Upper Population % Lower Upper Population h Lower  Upper Population h Lower  Upper
Monitor T obacco use
Curent bbaccouse W3 ATIEES BN KB 18 U 7 06T N2 45 N BB RE U 105U N7 98 XD B B8 ) 1 198
Curent cigarste smolers 81 47045 09 NR A% 1T WET E 1H WX B MW Be BG RN OW 10EEL n5 19 XN B WM 19 0% 18R
Curent manyactued caetes smokers 87 41176 01BN 2G84 130X BN 45 20W %2 BB BB W B9 182 1558 218 M 195% 89 5% 132
(Current smobeloss tobacco use 0 s 070 2 81 0 0% 0K N 9158 10BN B 06 08 1B 7 NE® 15 08 36
Aeagenumber ofcigretes smoled perday | 681 420453 09 BB WE 18 SR 1788 BT M0 2290 18 128 MEE K 10ET R Rk 0% N0
Average age of daiysmoking ntieton 105 481527 B3 09 BE 13 SUEE 1 OEE) BE2 49 2470 183 170 1881 U5 12775 194 187 WM 9 WS 00 1821 2180
Protect from Second hand smoke
Eosus b SHS athomematkastmonttly 1883 1538267 B WP M0 WS 21918 B3 U HY TR 38N a1 ME 4T3 4% 1H0ET E2 WL WM R IR 03 U0 7
Exosus 0 SHS atworplaceinkest 0 38 2257601 W ¥ B B M v AR A W 1N 00 MW £ W e q3 B/ OHR T U 00 1626 77
Exposure SHS in public placas facities in past
3 days among thoss who wsied/ussd public
Coermert buidingofices W 22760 Wy WP LY B I8 WP B BN 00 MB £ W e H3 BW LR T 500 1828 8177
Hedth Care feiitzs E 7 MO0 4% X W2 BN B W I E I ) B OAE AT f R 418 8
Restarants 155 BEHER 010U 4B MW 2N BE 065 RS OTT 3% B1 0% 00 R EIE UL NH WL B MY 7 00 BN
Bars o nghtci 518 AT 3B A 7 EEIE T A T W20 4Tt RS 08 00 18 1 8180 05 008 42
(Offer help to quittobacco use
Quitatemptin the st 12 months 01 2 85 MK BN B W B8 08 ME M3 1R BE WY BE M4 HIEE B0 M OH% N BT ETR T
Avsed b qutsmolingbyahealthcars povider 175 80267 TR OBE BN 1w ME LI ME T BTAE 8 TR MM B X BT O %% 18 iy 83 835 ET
Wenttoquitsmokingwifinnet f2months | 708 334768 82 602 B 10 68 82 60 MR M 175 ™I TR B W TS BE T3 G 4 1M 808 6% 47
Atempt to quit smoking usng & specific mehod
Phamacoberapy R 90 s Ba 1 &8 wo 6N BH 1 01m 95 £ 5N 1 Mg 219 18
Counselingadics B PTI Y- T WO WR 0 B 218 6% 12 BT 43 ME 3 6768 02 280 A7
Warn about the danger of smoking
ﬁ:z'"m°“°°°sm°“"9““w’ﬁ"’"s BT 1888000 %2 w9 BB BTS2 WE W EED 16 TG @7 98 w19 4T W3 NE NB W 1R 80 7985 8010
Bt hat smoking causes heart atack ERERIRERC il B8 8108 W2 B9 50841 MO B DM EM TEITE 81 6B AW AR AR B2 B N4 W 11T 80 MW EE
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used pharmacotherapy while only 4.4% (95Cl 2.8-7.0)
attended counseling/ advice. In addition, among current
smokers, approximately eight in ten (80.2%, 95 ClI
76.0-83.7) had the intention to quit smoking within the
next one year.

Warn about the danger of smoking

In general, the belief of tobacco smoking results in
serious illness was documented high among Malaysian
adults (92.2%, 95C1 90.9-93.4 ). The level of knowledge
among the respondents about tobacco related diseases
such as cardiopulmonary disease and cerebrovascular
disease regardless of first-hand smoke or second-hand
smoke exposure were generally good. 88.8% of them
believed that smoking causes heart attack, 93.7%
believed that smoking lead to lung cancer, and 80.7%
understood that smoking causes strokes. There was
more than three-quarter (85.8% 95 Cl 84.3-87.3) of
the respondents who held the belief of breathing other
people’s smoke causes serious illness. The belief of
negative health impacts secondary to SHS exposure
was increased with educational level, with the lowest
proportion reported among respondents without
formal education (87.1% 95 CI 82.8-90.4) , and
highest proportion among those with tertiary education
attainment (90.5% 95 Cl 86.1-93.7). The proportion
of respondents living in urban locality (86.6% 95 ClI
84.6-88.3) who belief that breathing SHS smoke causes
serious illness was slightly higher compared to their
rural counterparts. Nonetheless, This level of belief did
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not difference much across population with different
ethnicity and gender.

About nine in ten (94%, 95CI 92.7-95.1) of the
respondents noticed the anti-cigarette smoking
information at any location. This awareness was high
especially among those who obtained formal education
(95% of primary education, 94.4% of secondary
education and 95.3 of tertiary education) , compared
to group without formal education (87.1%). Almost half
(45.8%, 95CI 41.3-50.3) of the smokers, was thinking
of quitting in view of health warning on cigarette
package, with a higher proportion reported among
female smokers (51.7%, 95CI 30.7-72.2 )compared to
male smokers (45.7%, 95CI 41.2-50.2 ).

Enforce bans on tobacco advertising, promotion and
sponsorship

About one third (35.3%, 95CI 32.9-38.5 ) of Malaysian
adults had noticed the cigarette advertisement,
sponsorship or promotion. This proportion was observed
to be higher among the urban dwellers (38.1%, 95ClI
34.5-41.8 ) and males(39.0%, 95Cl 35.4-42.75 ),
however decreased with age ( 40.9%, 95CI 36.3-45.7)
among the youngest age group of 15-24 years and the
proportion was inversely proportional to age .Those
with higher educational attainment ( primary education
of 36.1%,secondary education 37.7% and tertiary
education of 37.1%) were also found to be more aware
of cigarette advertisement, sponsorship or promotion,
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compared to those without formal education ( 21.1%).

Raises taxes on tobacco

The taxation increment for cigarette was reported
as much as 263.6% within a decade from year 2005
until 2016. The steady raise in tobacco taxation was
applicable to cigarette per stick and also per packet. In
overall, the current taxes make up 41.7% of premium
cigarette since 2016, compared to only 31.4% in 2005.
The tobacco taxes for “value to buy” cigarette are 51.6%
of cigarettes’ retail price whereas taxes for cigarette with
“minimum price” are up to 80%.

DISCUSSION

Monitor of Tobacco Use

This study disclosed that almost one in four (23.1 % )
Malaysian adults were currently using any tobacco
products. The prevalence rate was similar as the findings
reported in National Health and Morbidity Survey 1996,
and 2006, indicated that smoking rate was plateau since
the last two decades. The prevalence in the study was
nearly similar to 25% of current tobacco users among
Vietnamese as well as Uruguayan adults (11). Our study
showed that, gender is a strong independent determinant
of current tobacco usage. The proportion of current
tobacco users among Males respondents was far more
predominant compared to female, with the prevalence
ratios of 43.9. This findings was far greater than the
gender ratio of 1.99 among current tobacco users as
reported in Greece (12 ). Similarly lower ratio were also
been addressed in Poland (1.5), Uruguay (1.6 ) and Brazil
(1.7 ), however a much higher gender prevalence ratio
was reported in Egypt (63.5) (11 ). On the other hand,
high smoking rates of more than 30% were also been
observed among the males in sub-Saharan Countries
(13). The gender difference might be associated with
the culture and tradition difference across countries.
Tobacco usage among woman is not accepted as a
norm in Malaysia. Therefore, the traditional normative
values and gender expectations may become less of a
protective factor against smoking habit among Malaysian
women. The result of this study revealed that Malaysia
still in Phase 1l of Smoking Epidemic model since the last
three decades. Although the prevalence plateau since
the last 30 years, The number of smokers are increasing
in tandem with population size in Malaysia. Our result
showed that those anti-smoking policies implemented
were unable to reduce the smoking prevalence in
Malaysia. Therefore, more robust and comprehensive
measures are urgently needed to achieve the target of
end game of tobacco control by 2045 (14).

Protect from SHS

About two in five respondents reported SHS exposure
at home ( 38.4%, 95CI 35.9-41.1 ) in the past one
month. This figure was higher than the self-reported SHS
exposure at home among the Nigerians ( 6.6% )(15) ,
somehow lower in comparison with the prevalence of

65.7% in Greece ( 12 ). On the other hand, 39.8%
(95CI 35.9-43.9 ) of our respondents reported being
exposed to SHS at indoor workplace in past 30 days,
which was almost identical to the results reported in
Turkey (37.3%). Nevertheless, our prevalence was
lower compared to Vietnam (55.9%), and Egypt (59.9%)
(11). Those who did not attend formal education were
more prone to SHS exposure indicated the inequalities
in term of socioeconomic status. The level of SHS
intolerance decreases with the level of education (16).
This finding was consistent with the study by Abdullah
et al. (17) in Bangladesh which reported of population
subset with lower educational attainment and poorer
literacy were more than twice as likely to be exposed to
SHS at home compared to their counterparts with higher
educational level. Moreover, our finding was also in
homogenous with another study among the Vietnamese
utilizing GATS data which documented that respondents
who attained at least secondary education were 30%
- 60% less likely for the SHS exposure at home, as
compared with those who had attained only primary
education (18). The association observed between
SHS exposure and the levels of education might best
explained by the differences in social norms among the
dissimilar socioeconomic background and settings (19).
Therefore our finding reflected that not only an urgent
necessity to educate the disadvantaged group with low
socioeconomic status about the harmful impacts of SHS
exposure, but also the need to administer culturally
specific awareness program among this vulnerable
subset.

Respondents in our study reported highest SHS exposure
in the restaurant (42.1% 95CI 39.3-44.9). In parallel with
GATS results from a few African countries including
Kenya, Cameroun, Uganda and Senegal as well as
Nigeria, social acceptance on smoking habit in the
restaurant is wider compared to other public localities
(15) . This indicated that smoking in various public
places especially in the restaurants remained socially
approved and allowed among our community (20).
Study had shown that the risk of coronary artery disease
will increase by 25-30% following even the lowest level
of SHS exposure , among nonsmokers (21). The harmful
health effects of SHS was also well recognized by the
WHO FTCT (Article 8) therefore parties were being
called to promote policies in order to protect people from
SHS exposure. The implementation of comprehensive
smoke-free environment as well as the enforcement
of smoking bans in public places, together with the
compliance monitoring will be one of the proven tools
to eliminate SHS exposure. The Malaysian Government
had initiated smoking ban on eateries beginning from 1st
of January 2019 and this should be expanded to a wider
coverage of public localities in Malaysia such as hotels,
karaoke, pub and casino. Previous studies in United
States ( 22 ) showed reduction in smoking and alter the
perceptions of social acceptability on smoking after
the implementation of smoke free regulation in eating
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places (23, 24)., In addition, Opp observed an inverse
relationship between the local restaurant regulation with
the perceived prevalence of smoking in the community
and this strategy supported smoke-free environment
besides conveying message to the community that
smoking is socially unaccepted (25). Studies over years,
clearly displayed that Law enforcement have a powerful
influence on social attitudes and may alter smoking
related social norms ( 26,27). Policies which reach
large number of people evidently change the social
norms of tobacco use. This evidence was supported
by the enactment of clean indoor air regulations which
could transform the norms which were only tentatively
institutionalized at the social level, into a more
authoritative social norms ( 28 ). On the other hand, the
Theory of Normative Social Behavior ( TNSB ) , when
applicable to the smoke-free laws, posited a much higher
rate of compliance will be achieved when smoke-free
descriptive norm ( the perceptions of what others do )
are supported by the injective norms ( the perceptions
of what one is expected to do ) (29 ). As a result, the
desired compliance behavior among communities
towards smoking ban in public places can be improved
by promoting the injective norm of obeying the laws.

Offer help to quit tobacco use

Nearly half (48.6%) of current smokers made an attempt-
to-quit during the last one year. This result was in
homogeneous with several developing countries such as
Uruguay (48.6%), Thailand (49.8 %), Mexico ( 49.9%),
Philippines (47.9 %) ,Bangladesh (47.3%) (Song et al.,
2016), and Nigeria (45.4 %) (15). The quit attempt in
past-a year was highest among those who achieved
tertiary  education (56.2%). Educational attainment
acts as a fundamental to the socioeconomic status.
Previous studies expounded that individuals attained
higher educational level would have higher quality of
socioeconomic status hence tend to take better care
of own health (30). This group of smokers might have
improved health literacy and higher level of awareness
particularly on the adverse health effects of smoking. As
a result, they were more capable to alert on the health
hazards of tobacco use and were more into the quit
attempt.

Quitting smoking brings immediate health benefits
and it gradually reverses the associated negative health
impacts on human body (31). However, the quit rate was
found to be low in majority of the developing country
as smokers who made the attempt to quit encountered
difficulties secondary to the highly addictive properties
of nicotine (7). This phenomenon is further challenged
by the limited supply and also usability of the smoking
cessation infrastructure including both pharmacological
or non-pharmacological (counseling) modalities. The
underdeveloped cessation services were seen more
conspicuous among low and middle income countries as
described by Abdullah and Husten, (32). The evidence
from present study demonstrated as little as 9.0% of

the past year smokers used pharmacotherapy cessation
aid, while only 4.4% attended counseling or advice
by the professionals. The Quit smoking campaign was
officially launched in 2004 in Malaysia. The cessation
intervention was enhanced by the introduction of
quit smoking services in both government and private
healthcare facilities , the establishment of info-line,
quit smoking clinic based in most of the health clinics
and also the launch of mquit program initiated since
2015. Nevertheless, public might be unaware of the
availability of the existing cessation services, following
the impaired dissemination of health information
especially among those with low educational level (
33 ). Even after such information has been publicized,
smokers tend to underestimate the risk and adverse
health impacts of smoking compared to other causes
of mortality and morbidity (34). Therefore, a more
powerful and cost effective community based or
population based Quit smoking interventions, need
to be designed through multiple social structures. A
comprehensive cessation intervention must include
a combination of triple strategies as recommended by
World Health Organization, namely the approach from
the aspect of public health ,health system together with
the surveillance, research and information ( 3 ).

Warn about the danger of smoking

The level of knowledge among the respondents about
tobacco related diseases especially cardiorespiratory
and cerebrovascular disease and also the health
implications caused by SHS exposure were generally
excellent ( ranging from 80%-94% ). The awareness
on SHS exposure and the alertness on the anti-cigarette
information at any location were noticeably higher
among the group with higher educational attainment .
The risk perception had been found to be influenced
by various socioeconomic factors, such as education
level and income status ( 35 ). Education was a strong
and significant predictor on the level of knowledge
and awareness. Brownson et al. discovered a lower
knowledge about the health impacts of both smoking and
passive smoking among the less-educated respondents
while examining the socioeconomic differences in
health beliefs about smoking ( 36 ). Moreover, the health
behavior model (HBM ) has been extensively applied as
the theoretical predictors of individual preventive health
actions. It is meaningful in evaluating and explaining
individual differences in preventative health behavior (
37,38 ) . Moreover, HBM has been shown to be a good
predictor for the belief and behavior in smoking (37). In
present study, we postulate that socioeconomic status
especially educational level has influential effect on
various constructs in the HBM which includes perceived
susceptibility, perceived benefits, perceived barriers
perceived self-efficacy and cues to action, hence affect
their belief , knowledge and the likelihood of taking
recommended preventive action. Almost half (45.8%) of
the smokers among our respondents were thinking of
quitting in view of health warning on cigarette package.
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Our figure was identical to that of reported in Turkey
(46.3%) and Egypt (43.3%), higher than findings found
in China (31.5%) and India (28.6%), however noticeably
lower compared to Thailand (67.0%)and Vietnam
(66.7%) (11). Health warnings have favourable effects
on the knowledge , awareness and concerns about
the harmful impacts of smoking therefore enhance the
interest in quitting, at least within the short term (39).
Malaysia first implemented graphic pictorial cigarette
pack warning in 2009, with the text-only warning
prior to that. Fathelrahman et al. demonstrated that
the interest in quitting increased significantly among
smokers who exposed to the pictorial health warnings,
while examining the impacts of cigarette pack warning
on the awareness of health risks and interest in quitting
smoking. The effective health warning labels should be
designed more effectively to increase the likelihood of
smoking quitting although , when implementing with
other enforcement strategies, may reduce tobacco
consumption by increase smokers’ thought about
quitting as well as raise their alertness on the adverse
health risks . Nevertheless, the thought about quitting
smoking was influence by multiple factors such as the
baseline knowledge among smokers, tobacco addiction,
level of interest in quitting and the social norms (40).

Enforce bans on tobacco advertising, promotion and
sponsorship

About one third of the Malaysian adults still reported
noticing  cigarette  advertisement,  sponsorship
or promotion. All forms of tobacco advertising ,
sponsorship and promotion are virtually prohibited
since ever Malaysia became a Party to the WHO
Framework Convention on Tobacco Control in 2005.
Nevertheless , due to the lack of definition of “tobacco
promotion” in Malaysian law, some forms of tobacco
promotion may not be covered under the ban (
Tobacco Control Laws Malaysia, 2017 ), resulting in
the incomplete enforcement of the tobacco marketing
restrictions. In comparison with those countries with
the implementation of a complete ban on both direct
and indirect tobacco advertising such as Thailand and
Egypt, the exposure rates towards cigarette advertising,
promotion and sponsorship were only reported at 17.8%
and 13.6% respectively (11). Therefore the enactment of
more stringent anti-tobacco legislation, as well as full
implementation of total ban of advertisement should be
introduced in view of literature had shown significant
reduction of tobacco consumption by 7% up to 16%
following comprehensive and complete ban alone (7).

Taxation on tobacco

Malaysian government has been implementing the strict
tobacco tax and price measures over past one decade.
The taxation system was rigidly maintained with steady
increment over years to warrant a reduction in the
demand towards tobacco products among Malaysian
population. The policy intervention of tax increment
holds an important value in encouraging smokers to

quit at the same time prevents smoking initiation among
the youth (41, 42). In overall, Malaysian current tobacco
taxes make up 41.7% up to 80% of the cigarettes’ retail
price depending on the various categories: the premium
cigarette ,“value to buy” cigarette and cigarette with
“minimum price” . Our figure were higher comparing to
Russian Federation (37% tax) and China (36% tax) (11),
where cigarette are still found very affordable in these
countries. However, the WHO FCTC Best Practices
which recommended the boost in tobacco tax to at least
75% of the retail prices to ensure an impactful quit rate
typically among the low socio-economic populations
(43). Therefore, Malaysia should raise countless efforts
to strengthen and sustain the tobacco taxing strategy
that fully complies with the Framework Convention on
Tobacco Control towards success on tobacco control
and prevention.

Several limitations had been encountered in this study.
The nature of cross-sectional study design restricted the
examination of cause and effect relationship. Besides,
the use of self-reported survey data may induce biases
from respondents due to the inaccurate recall. However,
the sample size included in this study represented
Malaysian adult population, therefore allowed for
nationally representative estimates. The data collection
procedure was also referred to the standardized global
protocol and was conducted by trained interviewers
utilizing personalized approach which facilitated a
more trustworthy respond from the respondents.

CONCLUSION

In conclusion, Tobacco consumption remains prevalent
and plateau among Malaysian adults over the last two
decades despite the implementation of various anti-
smoking policies and measures. This prevalence might
potentially rise especially among the susceptible group
as described in present study. These findings suggested
that substantial actions are crucial in continuing the
systematic monitoring of the tobacco consumption
trend. Although the measures implemented have
increased the reduction of sponsor activities related
to tobacco, more comprehensive strategies must be
adopted to prevent future increase in tobacco use at
the same time to encourage quitting via the provision of
effective cessation support.
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