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may arise de novo although in high prevalence areas such as
Southern Asia it is usually preceded by a so-called precancerous
lesion — a red (erythroplakia) or a white (leukoplakia) patch.2 In
India almost all oral cancers originate from leukoplakias.3 Sec-
ondary prevention is aimed at the early recognition of oral cancer.
Treatment of precancerous or small (less than 2 cm) lesions
results in an improved prognosis and causes limited morbidity.4

The UK Working Group on Screening for Oral Cancer and Pre-
cancer5 recommended that screening for oral cancer should
form part of a general oral examination by dentists and that all
adults should be encouraged to attend for annual check ups.
However, several studies have shown that among most minority
ethnic groups there is a symptom oriented view in relation to use
of dental services. 6–8

In India and other South Asian countries oral cancer is the
most common cancer accounting for over 40% of all malignan-
cies.9 Relative frequency is high in Bangladesh, India and Sri
Lanka.10 Paan (betel quid) chewing with tobacco and smoking is
associated with an increased risk of oral cancer11,12 although a
recent study13 found that areca nut chewing by itself was car-
cinogenic.  Paan chewing has a long history in South Asian com-
munities and it is associated with many social and religious
traditions.14 The method and usage of the constituents of paan
varies between countries, communities and individuals. Three
principal ingredients, a leaf of the betel vine (Piper betle), areca
nut and lime are necessary for the term paan to be used. Tobacco
is frequently added to the paan quid.  Within the UK, paan chew-
ing is practised within Indian, Pakistani and Bangladeshi com-
munities.15 Recent investigations into paan chewing in the 
UK have found that the habit is very widespread among
Bangladeshis.15–17

These issues emphasize the need for more information on the use
of dental services, barriers to the uptake of dental care, attitudes to
regular dental examinations, and the paan and tobacco habits
among Asians living in the UK. 

Research into the health of ethnic minority groups is often
restricted by methodological difficulties.18 The most practical and
efficient means reported in the literature of identifying a sample has
been the use of general medical practices,8,19–25 especially as it has
been estimated26 that only 2% of ‘black’ and ‘Asian’ groups were not
registered with a general practice in inner London. This approach
circumvents the lack of a sampling frame needed for a random sam-
ple and the expense of using the address or electoral register to iden-
tify ethnic minority members.

Aim To assess the use of dental services, barriers to uptake of
dental care and attitudes to regular dental examinations and the
prevalence of tobacco and paan chewing habits in a group of
Bangladeshi medical care users.
Design Multi-centre cross-sectional study.
Setting Four general medical practices’ waiting areas in Tower
Hamlets.
Subjects Bangladeshi adults aged 40 years and over.
Intervention An interview schedule.
Main outcome measures The prevalence of tobacco
smoking and paan chewing with or without the addition of
tobacco. The use of dental services, barriers to the use of dental
services and attitudes to regular dental examinations.
Results Results were obtained from 158 subjects (response rate
85%). 25% of the whole sample had never visited a dentist. These
were significantly (P < 0.05) more likely to be women, who also
thought regular check-ups were of little value.  In their use of health
services 73% experienced language difficulties. 33% of the sample
were tobacco smokers. Paan was chewed by 78% of the sample with
significantly (P < 0.05) more females than males adding tobacco to
their quid and chewing more frequently than males. 
Conclusion There are considerable barriers to be overcome if
dental practices are to be the site for oral cancer screening and oral
health promotion in this population. There are sex differences in
reported behaviour and attitudes about use of dental services and
in tobacco and paan use in this Bangladeshi sample. Further
research is needed to establish why this ethnic minority attend
general medical practices but not general dental practices.

Morbidity and mortality are high from oral cancer and there is a
need for improved primary prevention. This should involve risk-
factor reduction in the UK population as a whole as well as tar-
geted initiatives on at-risk groups or individuals.1 Oral cancer
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Method
The study was confined to Bangladeshi adults aged 40 years and
over attending general medical practices in Tower Hamlets. The
Census data shows that Tower Hamlets, an inner-city borough of
East London with high levels of social and economic deprivation,
has the largest Bangladeshi population nationally. This minority
ethnic group forms 23% (36,955) of the total borough population
compared with 0.3% nationally. It is the largest ethnic group after
the indigenous white population. Percentage distribution of other
‘Asian’ groups is only 2.8%. This age group was chosen since oral
cancer screening is advised for individuals over the age of 40 years.27

The minimum sample size required was estimated to be 149
people. The sample size was calculated to give a standard error of
less than 0.04 and the following assumptions were made: a popula-
tion of 26,000 people, the 95% confidence interval level and a preva-
lence of 50% for all conditions. The prevalence of 50% was chosen
because there were no previous data on this population and any
other prevalence figure would propose a smaller sample size. To
minimise possible problems with response it was decided to select at
least 180 people. General medical practices that had a large atten-
dance of Bangladeshi adults were identified and adults aged 40 years
and over who were present in the waiting area of these practices
were opportunistically sampled. Sampling sessions were carried out
at different times of the week during morning and evening surgeries
over a 3-month period, April to July 1994.

A range of data was collected using a structured interview schedule,
which included open and closed questions. These questions were gener-
ated from previous investigations8,16 and from discussions with repre-
sentative members of the Bangladeshi community. The interview
schedule was previously evaluated in a pilot study of 12 individuals. To
ensure question relevence minor modifications were made after the
piloting with regards to the reporting of cultural habits and the use of
health services. Two Sylheti speaking interviewers from the Bangladeshi
community were used. They had both been trained and standardised to
ensure that questions were asked in a similar manner and that all inter-
views were conducted in a uniform way. Questions were asked about
their use of dental services and oral health promotion materials, the
importance of regular check-ups for a healthy mouth, dental registra-
tion and barriers to using dental services, the use of paan and tobacco,
what ingredients were included in the quid and with what frequency
they practised the habit. Enquiry was also made regarding the age at
which the habit commenced and if they perceived any health benefits
from using it. Demographic data: age, sex, marital status, length of resi-
dence in the UK were also collected. 

The study protocol was approved by the East London & City Health
Authority (ELCHA) Local Research Ethics Committee. The data were
prepared for analysis using the Statistical Package for the Social Sci-
ences. The chi-squared test was used for the statistical analysis of the
categorical data, and a statistical significance level of 5% was adopted.

Results
A total of 185 Bangladeshi adults aged 40 years and over were
approached to take part in the study. Of these 158 agreed, giving a
response rate of 85%.

There were slightly more males (58%) than females (42%) in the
study population. The mean age was 56.1 years (SD = 9.4) with an
age range of 40 to 83 years (Table 1).  All subjects were first genera-
tion Bangladeshis. Only 6% (n = 10) of the study population lived
alone. The average length of residence in the UK was 24.5 years, with
a range from 54 years to less than 1 year. Seventy-five per cent
(n = 50) of females had lived in the UK for 17 years or less while
only one male had lived in the UK for this period of time.

Use of dental services
Only 20% of subjects claimed to be registered with a dentist yet 33%
of subjects had visited the dentist in the last year. Twenty-five per cent
of subjects had never visited the dentist. More females than males
had never visited the dentist (P < 0.001), and females were less likely
than males to feel that regular check-ups are important for a healthy
mouth (P < 0.01). Seventy-three per cent of the study population
experienced language difficulties in their general use of health ser-
vices and more females (94%) than males (58%) experienced  diffi-
culties (P < 0.001)(Table 2). The majority of the sample (98%) spoke
Sylheti as their first language. Sixty-eight per cent of subjects men-
tioned the need for advocates and/or interpreters to help overcome
these difficulties. Thirty-three subjects (21%) specifically reported
experiencing barriers in their use of dental services. The main barrier
reported was language difficulties, then cost and fear. As an alterna-
tive to having  advocates or interpreters present who could explain
the treatment, evening appointments were praised so a family mem-
ber could accompany the subject and interpret for them. 

Table 1 Age and sex distribution of the study sample (n = 158)

Age distribution in years

40–44 45–54 55–64 65+
n % n % n % n %

Males 4 4.4 14 15.4 47 51.6 26 28.6

Females 23 34.3 19 28.4 22 32.8 3 4.5

Table 2 Paan chewing habits among a sample of Bangladeshi
adults (n = 158) resident in Tower Hamlets

n % χ2 P

No paan chewing habit
Males 26 28.6
Females 9 13.4

Paan chewing habit alone
Males 37 40.7 9.647 < 0.008
Females 22 32.8

Paan with tobacco 
chewing habit

Males 28 30.8
Females 36 53.7

Frequency of paan chewing
1–3 times per day

Males 36 55.4
Females 14 24.1

4–7 times per day
Males 22 33.8 12.411 < 0.002
Females 33 56.9

8+ times per day
Males 7 10.8
Females 11 19.0
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There was a symptom orientated view toward visiting the dentist
with around half (46%) of the subjects attending because they were in
pain and almost a quarter (24%) wanting new dentures. When asked
whom they would approach to get a mouth ulcer or sore mouth
checked 64% of subjects indicated that they would approach their
general medical practitioner with only 9% mentioning the dentist.

Sixty-two subjects (39%) would like to learn more about oral
healthcare. Sixty-one subjects (39%) reported using health educa-
tion materials, mostly in the form of posters, although ten subjects
(16%) specifically did not know what the material was about as
they could not read English. When asked how the information
could be improved the main suggestions were: translation into
Bengali, less words and more pictures, videos and the use of group
sessions with an interpreter. 

Tobacco smoking habits
Tobacco smoking was practised by 33% of the sample. Only 4% of
females smoked. The majority of smokers (64%) had started to
smoke by the time they reached their twenty first birthday. Vari-
ous cultural forms of smoking were reported such as bidi and
hooka. Forty-two per cent of the population had never smoked
and 88% of these were females. Seventy-one per cent of smokers
also chewed paan.

Paan chewing habits
Seventy-eight per cent of the sample chewed paan. Of the subjects
who chewed paan the most popular ingredients were betel leaf
(99%), areca nut (98%) and lime (81%). Tobacco was added by
52% of those who used paan. It was added either on its own or as a
component of zarda (processed tobacco). The habit was adopted
as early as 6 years of age and as late as 56 with a mean age of 20.91
(SD = 11.45).  However, 50% were chewing paan by the age of 17
years (fig. 1). More males began chewing paan by 15 years of age
than females (P < 0.05). Paan was consumed lightly (one to three
times daily) by 32% of chewers but 18 (11%)  chewers were heavy
users (chewed 8+ times a day). It was found that females chewed
paan more frequently than males (fig. 2). The majority of subjects
(76%) retained the paan in their buccal sulcus. The two sexes
showed significant differences in their use of paan. Females are
much more likely to use paan than males and add tobacco to their
quid (P < 0.01). When frequency of chewing is looked at more
females are heavy chewers and more males are light chewers (P <
0.001)(Table 2). Of those who had chewed paan more males
(25%) than females (5%) had abandoned the habit (P < 0.01).
Only 6% of the study population had never chewed paan.

Forty-three per cent of the study population did not know that
paan chewing could be bad for health. More females (49%) than
males (38%) were unaware of the possible harmful effects of paan
chewing. Almost a quarter of subjects (23%) believed that it is good
for dental health. The reasons cited were that it stops pain in the
teeth and gums, and keeps teeth strong. Paan was also used to aid
digestion and to keep the mouth fresh. For those subjects who
believed paan was bad for health it was believed to be bad for the
mouth and stomach and some subjects mentioned diabetes. Subjects
who chewed paan eight times or more a day were more likely to
believe that paan was good for health than those who either did not
chew or chewed it less than eight times a day (P < 0.001). Fourteen
per cent of the study population volunteered the fact that they were
addicted to it.

Discussion 
It was decided to recruit the sample from the waiting areas of general
practitioner’s surgeries. This was because, firstly, lack of a sampling
frame prevents random sampling. Secondly, random sampling of
ethnic minority groups by address or electoral register is not practi-
cal and very expensive in terms of time and labour.28 While sampling
from electoral rolls has been used to identify South Asians for popu-
lation studies,28,29,30 this method becomes inefficient if, as in this
study, a relatively narrow age range is to be sampled. In addition to
not reporting age, the completeness of electoral registers for ethnic
minorities has also been questioned.31,32 Thirdly, the Local Research
Ethics Committee expressed concern about researchers approaching
subjects at home, their addresses having been obtained from general
practitioners age/sex registers. They felt that only subjects who
responded to a letter of invitation from their general practitioner
could be approached. If this method was adopted the sample
recruited would have been extremely limited and biased. Studies of
Bangladeshi communities that have used bilingual questionnaires
have obtained response rates in the range of 17–46%.33,34 These
authors suggested that illiteracy was a major factor for the low
response. While the present sample is not representative of the
Bangladeshi population of Tower Hamlets since only subjects who
were visiting their general practitioner were approached, within
Tower Hamlets consultancy rates for general medical practitioners
are very high.35 Within a 1-month period 45% of Bangladeshis
reported consulting their general practitioner. This rises in the older
age groups (50–74 years) to 66% in women and 72% in men.15

A satisfactory response rate of 85% was achieved. By using a Sylheti
speaking interviewer participants who were either illiterate or
unable to speak English or Bengali were not excluded. Most

Fig.1 Age at which paan
chewing began in the study
population
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Bangladeshis in Tower Hamlets speak Sylheti, a regional variant of
Bengali that does not have a written form of its own. Bengali is the
language of literacy yet only 16% of Bangladeshis living in Tower
Hamlets can read or write it. MORI36 identified that Bangladeshi
residents were linguistically the most disadvantaged ethnic group
surveyed within ELCHA: only 27% reported that they could read
English ‘very’ or ‘fairly well’. 

The results show that use of dental services among medical ser-
vice users was low with only 33% having visited the dentist in the
last year. Thirteen per cent of respondents had made emergency use
of dental services, thus only 20% were regular attenders. A variety of
barriers have been proposed to explain the low use of dental services
including language difficulties, a symptom oriented view of service
use and domestic isolation of women.7,37 The findings reported
here suggest the need for further research on this issue, because
although the reported use of dental services was low this was not the
case with respect to medical services. 

Oral screening for precancerous or cancerous lesions in general
dental practice may be of limited use in Bangladeshi medical service
users. Sixty-four per cent of the study population would visit their
doctor if they had a persistent mouth ulcer or mouth problem as
opposed to 9% a dentist, although a different response may have
resulted if the sample had been obtained from another source. Hoare
et al38 have shown in Asian women that the concept of screening well
women for asymptomatic disease was not well understood. Rudat15

showed that among all ethnic groups Bangladeshis were the least
likely to have had any type of cancer screening, only 28% of
Bangladeshi women reported having had a cervical smear.  He pro-
posed lack of information as one factor in this lack of uptake.

The results show that paan chewing is widespread in this com-
munity and that many respondents started this habit before the

age of 15 years. The findings show similar trends to those
reported in the literature.15–17 These are that women are more
likely to chew paan, are also more likely to add tobacco to the
quid and that this habit starts in the teens. It appears that in
Tower Hamlets Bangladeshis report using paan and tobacco less
than the communities in Birmingham and West Yorkshire. The
HEA survey drew its Bangladeshi sample from Tower Hamlets.
Of the women in West Yorkshire 95% reported chewing paan, of
which 89% added tobacco.16 In Birmingham, 96% of women
and 92% of men reported chewing paan, of which 81% of
women and 37% of men added tobacco to their quid.17 In this
study, 86% of women and 71% of men reported this behaviour,
of which 64% of women and 42% of men chewed tobacco.
Rudat15 reported that 50% of all his Bangladeshi sample chewed
paan and 28% added tobacco, but that in the 50–74 year age
group 76% of women and 62% of men chew paan. His figures for
adding tobacco are 58% and 31% respectively. 

An important finding from this study is that of all those who had
at any time chewed paan 25% of males and 5% of women had suc-
cessfully given it up. This compares with 9% of males and 4% of
females reported by Bedi & Gilthorpe.17 Unfortunately no ques-
tions were asked as to the reason for stopping the habit and this
should be an area of further research. It may be that as this sample
was obtained from doctors’ waiting rooms they had come into con-
tact with health professionals who had advised them of the health
risks associated with this habit. However, a similar awareness of
health risks between the two populations was noted, 54% in the pre-
sent study were aware that paan chewing was bad for health com-
pared with the 52% found by Bedi & Gilthorpe.39

Regarding smoking behaviours, all studies report similar and sig-
nificant differences between the sexes. This study found that 53% of

Fig. 2 The percentage of the study population
using a specified number of paans 
per day

Table 3 Significant variables between Bangladeshi males and females in use of health services in
Tower Hamlets

Males Females χ2 P

n % N %

Experience language difficulties 
Yes 53 58.2 63 94 25.324 < 0.000
No 38 41.8 4 6

Ever visited a dentist
Yes 78 85.7 41 61.2 12.479 < 0.001
No 13 14.3 26 38.8

Believe regular check-ups are important for a healthy mouth
Yes 61 67 31 46.3 6.840 < 0.009
No 30 33 36 53.7
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males smoked which is similar to the 58% reported by Bedi and
Gilthorpe.17 Seventy-one per cent of smokers also chewed paan. It is
recognised that the combined habits of paan chewing and smoking
carry increased risks of oral cancer12 so health messages aimed at
males may need to be modified. 

Charlton40 has suggested health promotion strategies in relation
to paan chewing and tobacco chewing. This includes, firstly, provid-
ing information about the health risks involved and, secondly, social
support to facilitate the decision to avoid the oral use of tobacco in
any form. Thirdly, to encourage screening and mouth self examina-
tions and, fourthly, to try and improve the social environment. Bedi
and Gilthorpe39 have suggested the ‘ethnic mass media’, particularly
the radio as a promising mode of communication for oral health
promotion. This study suggested that video or group sessions be
used for delivering health messages. Sylheti is the dialect used by
98% of the sample on a day-to-day basis, it has no written form and
Hossain41 found illiteracy levels in Bengali of 44%. This rose to 82%
in those aged 60 and over. The use of videos as the preferred
medium of communication has also been identified by Kwan et al.42

It is also important that healthcare professionals are aware of the
health risks associated with paan chewing and of the signs and
symptoms of oral cancer and precancer. Islam et al.43 found paan
chewing has deep seated cultural roots and the selling of paan ingre-
dients plays an important role in the economics of the Bangladeshi
retail trade in Tower Hamlets.  Health promotion interventions will
need to be sensitively tailored.                         

Conclusion
Considerable barriers will need to be overcome if dental practices
are to be the site for oral cancer screening and oral health promotion
for this group of Bangladeshi medical service users living in Tower
Hamlets. Further research should  explore the views of the wider
Bangladeshi community on the perceived benefits of oral screening
and the role of the general dental practitioner in this. Paan chewing
is widespread in this group. There are sex differences in tobacco and
paan use and in behaviour and attitudes about use of dental services
in this Bangladeshi sample.
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