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Abstract

Background: Oral cancer is a growing problem worldwide, with high incidence rates in South Asian countries.
With increasing numbers of South Asian immigrants in developed countries, a possible rise in oral cancer cases is
expected given the high prevalence in their source countries and the continued oral cancer risk behaviours of
immigrants. The aim of this review is to synthesise existing evidence regarding knowledge, attitudes and practices
of South Asian immigrants in developed countries regarding oral cancer.

Methods: Five electronic databases were systematically searched to identify original, English language articles
focussing on oral cancer risk knowledge, attitudes and practices of South Asian immigrants in developed countries.
All studies that met the following inclusion criteria were included: conducted among South Asian immigrants in
developed countries; explored at least one study outcome (knowledge or attitudes or practices); used either
qualitative, quantitative or mixed methods. No restrictions were placed on the publication date, quality and setting
of the study.

Results: A total of 16 studies involving 4772 participants were reviewed. These studies were mainly conducted in
the USA, UK, Italy and New Zealand between 1994 and 2018. Findings were categorised into themes of oral cancer
knowledge, attitudes and practices. General lack of oral cancer risk knowledge (43–76%) among participants was
reported. More than 50% people were found engaging in one or more oral cancer risk practices like smoking, betel
quid/pan/gutka chewing. Some of the participants perceived betel quid/pan/gutka chewing habit good for their
health (12–43.6%).

Conclusion: This review has shown that oral cancer risk practices are prevalent among South Asian immigrants
who possess limited knowledge and unfavourable attitude in this area. Culturally appropriate targeted interventions
and strategies are needed to raise oral cancer awareness among South Asian communities in developed countries.
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Background
Oral cancer - a highly morbid disease which has become
a serious public health concern [1]. It is defined as can-
cer that forms in the tissues of the oral cavity or the oro-
pharynx [2] and often involves pain, impaired function,
altered quality of life and death [3]. Oral cancer is one of
the most common cancers globally [1, 4], and is esti-
mated to have an annual incidence of approximately
300,000 cases worldwide [1, 5, 6]. In 2018, cancers of the
lip and oral cavity were collectively estimated at 354,864
new cases with deaths reaching 177,384 worldwide [1].
There is a wide geographical variation in the incidence

of oral cancer with the highest rates in South and South-
East Asia [5, 6]. In particular, countries of South Asia
such as India, Bangladesh, Pakistan, and Sri Lanka are
considered high risk for oral cancer [6, 7]. According to
the World Health Organisation (WHO), these countries
have been estimated to contribute nearly 40% of newly
diagnosed oral cancer cases worldwide [1, 8]. The oral
cancer prevalence rates in these countries are almost
twice global rates [5, 6].
Oral cancer is a multi-factorial disease linked with sev-

eral risk factors and potential causative agents including
consumption of tobacco and alcohol, betel quid chewing,
human papilloma virus, syphilis, candidiasis, dietary defi-
ciency, and dental trauma [4, 9, 10]. The predominance of
oral cancer in South Asia is mainly attributed to the use of
tobacco products like bidis, smokeless tobacco, and cul-
turally embedded use of areca nut which is utilised in dif-
ferent commercial preparations [3, 9, 11]. The areca nut,
is the dried seed of Areca catechu, often mistakenly re-
ferred to as the betel nut as it is commonly chewed along
with the Piper betel leaf [12]. Chronic use of areca nut
(with or without tobacco) in South Asian countries is
based on several foundation concepts like social accept-
ability, religious beliefs and perceived advantages [3, 13].
However, areca nut is believed to be one of the most com-
monly consumed psychoactive substance [14] and has
been shown to have carcinogenic potential which in-
creases when mixed with tobacco [9]. Furthermore, the
practice of areca nut chewing in any form often leads to
addiction and may persist as a lifelong habit [13].
People from Afghanistan, Bangladesh, Bhutan, India, the

Maldives, Nepal, Pakistan and Sri Lanka (collectively
known as South Asians) comprise one quarter of the
world’s population and are one of the fastest growing eth-
nic groups in many developed countries including the
United States of America [15] Canada [16], the United
Kingdom [17] and Australia [18]. For several years India
has been the largest source of international migrants
among South Asian countries, with 17 million migrating
in 2017 [19]. Bangladesh (7 million) and Pakistan (6 mil-
lion) ranked 5th and 7th respectively in terms of largest
country of origin of international migrants [19].

With increasing South Asian immigrants in developed
countries, a possible rise in oral cancer cases could be
expected given the high prevalence in their source coun-
tries [1]. As immigrants are believed to bring with them
their native cultural behaviours, practices, and beliefs [3,
13], this can modify the patterns of oral diseases in des-
tination countries too [13]. Previous literature [13, 20–
22] has described typical lifestyles of immigrants in de-
veloped countries and its relevance to oral cancer inci-
dence in their native nations. Although several studies
have explored oral cancer risk behaviours of South Asian
immigrants across various developed countries [20, 21,
23–28], a synthesis of these results has not yet been con-
ducted. Gathering this information will help to inform
health service planning and the need for educational and
early oral cancer risk assessments in this population.
Aim- The aim of this integrative review is to synthe-

sise all available evidence regarding the knowledge, atti-
tudes and practices of South Asian immigrants in
relation to oral cancer in developed countries.

Methods
This study used the Preferred Reporting Items for System-
atic Reviews and Meta-analyses (PRISMA) statement [29,
30] for reporting the findings from this integrative review.
The protocol for this integrative review was registered
with PROSPERO-International prospective register of sys-
tematic reviews (registration ID: CRD42019121410). The
decision to do an integrative review [31, 32] was taken to
have potential insights into qualitative, quantitative and
mixed method studies.

Inclusion and exclusion criteria
All studies included in this review met the following
inclusion criteria: 1) Peer reviewed English language
publications; 2) conducted on South Asian immigrant
population in developed and High-income countries;
and 3) explored at least one study outcome (knowledge,
attitudes or practices associated with oral cancer risk).
Since very little is known in this area; qualitative, quanti-
tative and mixed method studies were eligible for inclu-
sion in the review. Interventional studies with a pre-
intervention survey component were also included. Fur-
ther, no restrictions were placed on the year of publica-
tion, quality, and setting of the study.

Data sources and search strategy
The first author worked closely with an experienced health-
care librarian to develop the search strategy which was
undertaken using a combination of key words and search
terms including: “oral cancer”, “oropharyngeal cancer”,
“oropharyngeal neoplasm”, “oropharyngeal tumour”,
“mouth neoplasms”, “mouth cancer”, “oral tumours”,
India*, Pakistan*, Nepal*, Sri Lanka*, Bangladesh*, “south
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Asian”, “Asian”, immig*, and “immigrants” (see Add-
itional file 1 for search terms/strategy for databases). Data-
bases searched included Ovid-Medline, Embase, CINAHL,
Scopus, and ProQuest Central. Individual search strategies
were used considering the database specific indexing terms.
The search terms were used in combination using ‘Bool-

ean’ operators (AND/OR) and MeSH (Medical Subject
Heading) terms. The filter applied in the search included
language (English). In addition, another experienced uni-
versity librarian was consulted to ensure the appropriate-
ness and relevance of the individual search strategies.
A final search was carried out in April 2020 to ensure

inclusion of the most recent literature in this review.
The reference lists of all relevant studies were also
searched for additional studies.

Article selection and screening
The search results were organised using the EndNote®
bibliographic software. The title and abstract of the
remaining studies were assessed by two experienced au-
thors [NS and RP] for suitability using the inclusion and
exclusion criteria. Full text articles were obtained in case
of difficulty regarding decision making on the basis of
title and abstract only. The full text articles were
reviewed by two authors [NS and RP] independently,
and then together if there was a doubt or discrepancy
(see Additional file 2 for full text screening of articles).
A third author [AG] was consulted to resolve any further
discrepancies in judgement to assist with a final decision
on inclusion or exclusion of the article. The search and
selection process are illustrated in Fig. 1 (see Fig. 1 for
study selection process).

Quality assessment
The critical appraisal for selected articles was under-
taken by two independent reviewers (RP and NS) to as-
sess the methodological quality. For the quality
assessment, two separate checklists were used- Critical
Appraisal Skills Programme (CASP) checklist for Quali-
tative studies [33] and the Joanna Briggs Institute (JBI)
checklist for Quantitative studies [34] (See Add-
itional files 3 and 4). A third reviewer (AG) was con-
sulted to reconcile any discrepancies in the quality
assessments. The quality of these studies was calculated
using a scoring criteria [35]. According to this criteria,
score was given as a percentage (1 point for each applic-
able item) and the overall quality was rated as good (80–
100%), fair (50–79%), and poor (< 50%) [35].

Data extraction and synthesis
Since both the qualitative and quantitative studies were
to be included in the review, the decision was made to
do a narrative synthesis in line with the guidance pro-
vided by Popay et al. [36]. The aim of narrative synthesis

is to “tell the story” from the findings from the included
studies, whether they are qualitative, quantitative or
mixed methods [36].
Subsequently, the data extraction tables were devel-

oped and piloted independently by two authors (NS and
RP) and modified as required (Table 1 and Table 2). The
information extracted in these tables included author,
year of publication, country, study characteristics and
key outcomes. Data were extracted by one author (NS)
and checked by two authors (RP and AG) for accuracy.
A systematic review and meta-analysis of quantitative
studies was not feasible due to the heterogeneity of the
studies in relation to their approaches to measuring and
reporting the knowledge, attitudes, and practices of
South Asian immigrants regarding oral cancer risk.

Definition of terms
For the purpose of this review, high-income countries
with developed economies such as the United States of
America, the United Kingdom, Canada, Australia, New
Zealand have been referred to as ‘developed countries’
[45]. The terms ‘knowledge’, ‘attitudes’ and ‘practices’
have been used widely in this paper. The ‘Knowledge’ is
the capacity to acquire, retain and use information; a
mixture of comprehension, experience, discernment, and
skill [46]. The ‘Attitudes’ refer to inclinations to react in
a certain way to certain situations; to see and interpret
events according to certain situations; to see and inter-
pret events according to certain predispositions, or to
organize opinions into coherent and interrelated struc-
tures [46]. The ‘Practices’ is the application of rules and
knowledge that leads to action [46]. For the purpose of
this paper; the terms of knowledge, attitudes and prac-
tices have been refined in relation to oral cancer risk.
The term ‘knowledge’ in this paper refers to one’s aware-
ness, level of information and understanding regarding
the oral cancer risk. The term ‘attitudes’ has been used
here to depict the inclinations, perceptions, and beliefs
of the people associated with oral cancer risk. The term
‘practices’ here relates to a person’s oral cancer risk re-
lated habits and the actions regarding initiation, continu-
ation or quitting of these habits.

Results
Study selection summary
The search of databases identified 162 records; 41 were
duplicates and subsequently removed. A further 7 arti-
cles were found through a manual search of reference
lists of identified studies which resulted in a total of 128
articles. The process of initial screening based on title
and abstract resulted in the exclusion of 94 articles,
leaving 34 for full-text screening. After full-text re-
view, a further 18 articles were excluded as they were
literature reviews (n = 5) and a case report (n = 1), did
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not focus specifically on oral cancer-related know-
ledge, attitudes and practices (n = 10), and were con-
ducted in upper middle income countries (n = 2) (See
Additional file 5 for Table of excluded studies). This

resulted in 16 studies for inclusion in this review;
three were qualitative [20, 22, 42] and 13 were quan-
titative [21, 24–28, 37–41, 43, 44]. (See Fig. 1 for the
study selection process).

Fig. 1 Study selection process
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Study characteristics
The 16 studies included in this review were published
between 1994 and 2018 and were conducted across four
countries namely, United Kingdom (UK; n = 9), United
States of America (USA; n = 5), Italy (n = 1), New Zea-
land (NZ; n = 1). Table 1 shows the salient features of
the studies included in this review. The sample size (see
Table 1 for study characteristics) of the studies ranged
from 10 to 1618 participants with a total of 4772 in
number. Participants were immigrants mainly from
India, Pakistan and Bangladesh and consisted of first to
third generations. The age of the participants ranged
from 12 to 87 years and consisted of mostly males [20–
22, 24–28, 38, 43]. Nine of the studies addressed all the
themes of the oral cancer risk-related knowledge, atti-
tudes and practices among South Asians in developed
countries [21, 24–28, 37, 38, 43]. One quantitative study
[25] mentioned use of validated questionnaire while five
other quantitative studies [26, 27, 37–39] reported use
of previously pilot-tested survey.

Quality of the included studies
The quality of the studies was rated as good (n = 2)
(score ≥ 80), fair (n = 12) (score 50–79%) and poor (n =
2) (score < 50%) (see Table 2 for study findings and qual-
ity rating). Due to limited available literature in this area,
all the studies were included in this review irrespective
of their quality, to allow the reader to make their own
judgement.
(see Additional file 6 for critical appraisal of articles)

Study findings
The findings of this review were categorised under
themes of Oral cancer knowledge, Oral cancer attitudes
and Oral cancer practices which are explained below:

Theme 1: Oral cancer knowledge
Fourteen studies [20–22, 24–28, 37, 38, 40–43] explored
the knowledge of South Asian immigrants regarding the
oral cancer risk. These studies assessed the level of infor-
mation as well as awareness of the participants in rela-
tion to the risk of oral cancer associated with the
consumption of alcohol, tobacco and areca nut prepara-
tions. Most of the studies reported a general lack of
knowledge (43–76%) regarding oral cancer risk across
respondents from South Asian subgroups irrespective of
the native country, age, gender and social class [21, 25–
28, 37, 38, 40]. Few studies though did find an associ-
ation between knowledge levels and religion/ethnicity.
Pakistanis (69%) and Bangladeshis (85%) were reported
having ‘low knowledge’ of oral cancer risk when com-
pared to those of Indian (47%) ethnicity [24]. However,
Bangladeshi immigrants (66%) were found more likely to
identify ‘pan’ as a possible cause of oral cancer than

Indian-Gujarati (48%) immigrants in the USA [21]. The
adequate knowledge regarding oral cancer risk was also
associated with religion, as Sikh participants were found
less aware of oral cancer risk factors when compared to
Muslim and Hindu participants [24, 28].
According to Shetty et al. there were many misconcep-

tions among participants regarding possible causes of
oral cancer including the use of oral contraceptives, re-
moval of teeth and eating sugary food [27]. In contrast, a
few studies did show that participants had knowledge
(58–69%) about one or more risk factors responsible for
causing oral cancer like smoking, alcohol use and gutka
chewing [24, 41, 43]. This information was more com-
mon among more educated and second-generation indi-
viduals especially males [24, 38, 41, 43]. Sources of
knowledge among participants included school/college
education, press or media, relatives (27–43%), health
education leaflets/awareness campaigns (24–57%), den-
tists (16–33%) [28, 40, 41].
Four studies also showed that even if respondents were

aware of the harmful effects of chewing tobacco and al-
cohol use, there was scepticism regarding the association
of pan/gutka with oral cancer [20, 22, 25, 42]. Similar
qualitative findings were reported by Lokhande et al.
[22], Hrywna et al. [42] and Banerjee et al. [20] as they
found mixed understandings prevalent among partici-
pants regarding oral cancer risk:

“There is a mixture of happiness and sadness, but I
sometimes feel sad and very low.. . I think there is
“100% health risk” to chew tobacco which can cause
mouth disease.”(page 48) [22].

“I think supari is the most popular, that’s not on the
[survey] …. When I was younger I never even knew it
was tobacco … I might have even put one in my
mouth because I didn’t know. It didn’t even taste
that bad from my memory. I would say supari and
gutkha.” (page 5) [42].

Theme 2: Oral cancer attitudes
The attitudes of South Asian immigrants towards oral
cancer risk were reported in nine studies [20–22, 24–28,
37, 38, 40–44]. The relevant attitude items mainly were
related to beliefs regarding the association of risk prod-
ucts with oral cancer, perceived benefits as well as harms
of oral cancer risk practices and the context of the use
of these risk substances. Some of the studies highlighted
that the overall attitude of participants towards oral can-
cer risk was negative and unfavourable [25, 26, 37]. Poor
beliefs were reported among participants (17–41%) re-
garding preventive health behaviours and modification
of risk practices [24, 26, 27, 37, 38]. One study in UK in-
volving Bangladeshi migrants found females were less
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likely than males to regard regular dental check-ups as
important for a healthy mouth [38].
Four studies [25, 26, 37, 38] found that people perceived

betel quid/pan/gutka chewing habit good for their health
(12–43.6%) which makes ‘teeth and gum stronger’ and be-
lieved that it helps them to reduce stress (11.6–51%), re-
lieve boredom with refreshing feeling (22–44%). These
findings were reiterated by participants in the qualitative
studies by Hrywna et al. [42] and Banerjee et al. [20]:

“It has benefit; it can be therapeutic too sometimes,”
(page 7) [42].

“And there are people who feel good; they think it re-
leases tension/worries. So sometimes I think that
having a little can cool your mood if you are feeling
angry or annoyed.” (page 535) [20].

Other specific health benefits of betel quid/pan/gutka
perceived by participants included aiding in digestion
(11–33.6%) and pain relief (6–34.1%) [21, 25, 26, 37, 38].
Furthermore, some studies found that use of pan/gutka
was also encouraged among South Asians due to its fra-
grant smell (12.6%) [26], pleasant taste (35–37.4%) [25,
26, 37, 43] and cosmetically appealing red staining on
lips [26, 37]. Some people were found consuming areca
nut preparations just out of habit and for refreshment
(3.3 to 42.7%) [25, 26, 37, 43]. Furthermore, such risk
habits were found more popular among people from
lower socio-economic status, who were less inclined
to think about oral cancer risk associated with these
products [21, 25, 26, 37].
Similar views were highlighted in the qualitative

studies [20, 42]:

“I find the smell of it very pleasant when I chew it.
When someone else eats, I am attracted to the smell.
That’s why I eat it.” (page 535) [20].

“To feel good or get a buzz. I’m sure that’s why
people use it.” (page 7) [42].

Respondents perceived few harms associated with
areca nut products like dental problems, chest pain,
hypertension and kidney stones [27, 43].
Some studies revealed wide cultural acceptability of

areca nut products during festivals celebrations and
special occasions (7.1–18.2%) [24, 25, 43]. The use of
tobacco-related products such as hookah, pan, and
supari were found common at social gatherings or
after meals [42, 43]. Moreover, people believed that
society played an important role in influencing their
habits [20, 22, 42] and it was hard to refuse offers of
these products [22]:

“My friends chew it and I cannot say no to them
when they offer – it is rude to say no in our culture..
. Every third person in Pakistan chews tobacco.”
(page 48) [22].

“I think paan is always a tradition at parties and
weddings. A lot of these chewing things like supari
and gutkha, I’ve seen when I was in India … the
older men, after they eat their food or if they’re going
on a walk they just pack a lip ….” (page 6) [42].

One study in the USA found the use of tobacco and
areca nut preparations among older South Asians helped
them connect to their homeland [42].

“...If you go to Jersey City or Iselin [cities in New
Jersey with large South Asian populations], you’ll see
it’s something that’s so deeply rooted in their culture
that it’s ok for us to do it. It justifies everything”.
(page 7) [42].

Theme 3: Oral cancer practices
All studies [20–22, 24–28, 37–43, 47] explored the as-
pects of oral cancer risk related practices and reasons
behind the initiation of these habits among South Asian
immigrants. Up to 50% of participants were found en-
gaged in one or more negative oral cancer risk related
practices like smoking, alcohol drinking, chewing of
betel quid and tobacco [20, 22, 24–28, 37–39, 44]. Pan/
Betel quid chewing was revealed as the most popular
practice (40–97%) followed by smoking and gutka chew-
ing [25, 26, 37, 38]. Followers of Islam (8–23%) were
found less likely to consume alcohol when compared to
Sikh (43–100%) and Hindu communities (27.6–64%)
[24, 28], Whereas, areca nut and pan use were found
more common among Muslim participants (24–69%)
along with Hindu (32–71%) and Sikh participants (0–
95%) [24, 28, 41]. A study in UK involving a number of
ethnic groups found that Indians educated beyond the
age of 16 years were more likely to chew tobacco prod-
ucts while in the Bangladeshi population the contrary
was true [39].
There were also notable age variations when the

risk habits were initiated in their home countries ran-
ging from 3 to 18 years [20, 21, 26, 37, 38]. Various
reasons were cited behind the initiation of these prac-
tices such as social networks made up of South Asian
friends or co-workers (45–48.2%), passing of habit
from one generation to the next (3.3–81%), observa-
tion and encouragement within family members
(27.5–81%) [21, 25, 26, 43, 44]. These findings were
also reflected in the qualitative studies [20, 22, 42] as
indicated in the quote below:
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“From observing. Mother would have it. Grand-
mother would have it. Aunts use it. When everyone
would have it, I would have it too. To see what it’s
like.” (page 535) [20].

“I must have influenced my son to get addicted to
chew tobacco.” (page 48) [22].

Despite legal restrictions in developed countries, the
easy availability of gutka/customisable pan in Asian gro-
cery stores, restaurants, specialised pan stalls, and super-
markets was highlighted as a factor responsible for the
continuation of risk practices among respondents [20,
22, 43]. Similar views were raised in focus groups by
Banerjee et al. [20]:

“One of my brothers here said that it can be found
in Pakistani...I mean Indian and Bangladeshi stores.
Other stores don’t sell it, it’s true. Meaning...it is
used by Bangladeshi and Indians as well...If some-
one says it is restricted, I won’t agree. Not so much.”
(page 534) [20].

A pilot study [21] in the USA revealed that immigra-
tion can also influence the patterns of risk practices with
participants switching habits from pan chewing to gutka
use (nearly 54%) due to the social unacceptability of the
former and ease of procurement /storage of the latter.
Supporting this notion is a study in the USA that found
that people preferred smoking and sometimes swallow-
ing the tobacco/pan instead of spitting it out because of
society finding this inappropriate [20]. However, some
studies found that betel quid usage along with tobacco
chewing/smoking was an integral part of lifestyles,
deeply rooted in the culture of south Asians and that
these practices simply continued in new settlements as a
habit or addiction [25, 26, 42–44].
Studies also explored different actions and perspectives

of South Asian immigrants on quitting oral cancer risk-
related practices and found a general interest among re-
spondents (30–80%) in quitting their risk practices [25,
26, 28, 37, 43]. However, quitting these practices was ac-
knowledged to be difficult among users (18.2–38%) [25,
26, 28, 43] who attempted to quit. Participants
highlighted the role of self-motivation [20, 22], doctor/
dentist [20, 24, 27, 37, 41, 43] as well as government
checks [20, 22] in curtailing their use of tobacco/pan
products. However, participants did not regularly see a
dentist (4–58%) but gave priority to visit general medical
practitioners (39–91.3%) especially in case of medical
need [24, 27, 37, 38]. Furthermore, general practitioners
were found to usually lack knowledge about gutkha/pan
use among South Asians [20, 43] and hence rarely dis-
cussed the ill-effects of these products during the

consultation [20, 27, 37, 43]. Similar findings were re-
ported by Banerjee et al. [20] in their qualitative study:

“Now that we go to the doctor, doctor asks do you
smoke, do you drink. That’s all, not more than that.
But they don’t say that you should not touch this at
all. They don’t say that.” (page 537) [20].

Discussion
This is the first integrative review to assess current evi-
dence regarding the knowledge, attitudes, and practices
of South Asian immigrants in relation to oral cancer risk
in developed countries. The majority of studies were
conducted in the USA [20, 21, 42–44] and UK [24, 26–
28, 37–41], and more recently in Italy [14] reflecting the
changing migratory patterns of South Asians. It is also
evident from the diversity of populations studied that ir-
respective of native countries, the oral cancer risk behav-
iours are widespread across a broader age range, gender,
generations, and social class.
Overall, this review shows a general lack of oral cancer

risk-related knowledge among South Asian immigrants
in developed countries with persistent low levels of in-
formation [21, 25–28, 37, 38, 40]. The scepticism and
confusion regarding the link of areca nut/betel quid with
oral cancer existed even among the well- informed
South Asians [20, 22, 25, 42]. This finding echoes the
observation from a study conducted in a developing
country (South Africa), where more than half of the
South Asians were unaware of health risks associated
with the areca nut chewing [48]. It is also consistent
with a systematic review exploring the social context of
smokeless tobacco use in the South Asian population
which found low levels of knowledge in this population
regarding harmful health effects associated with the use
of smokeless tobacco [49]. These similarities in findings
suggest that South Asian immigrants have limited know-
ledge about oral cancer risk products regardless of their
country of settlement. Similar to a recent research
around areca nut chewing in Sri Lankan adolescents
[50], the study findings showed that more educated mi-
grants, particularly second-generation males were more
likely to present better knowledge and level of awareness
around risk products linked to oral cancer [24, 41, 43].
Surprisingly, school and university education were iden-
tified by participants as the primary source of knowledge
in this area rather than awareness campaigns and advice
received from health professionals including dentists [28,
40, 41]. These results reiterate Mukherjea et al.’s [51]
call for a universally standard and consistent classifica-
tion of smokeless carcinogenic products as tobacco
products among clinicians, researchers, and policy-
makers to improve knowledge and awareness among
South Asian people. This also supports the suggestion
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by Awan et al. for employment of well-structured pro-
grammes for South Asians in terms of educating them
about the health hazards of smokeless tobacco [52].
The level of knowledge around oral cancer risk factors

among South Asians seems to be influenced by ethnicity
and religion to some extent. The findings suggest that
the South Asian community should not be classified as a
homogenous group when formulating preventative strat-
egies, because as also noted by Williams et al. [53, 54],
South Asian population subgroups from different ethnic
origins and varied religions present differences in risk fac-
tors, level of knowledge as well as health-related behav-
iours. This review indicates that a clear understanding and
better assessment of the concepts regarding religion and
ethnicity will help improve specific oral cancer risk aware-
ness strategies among South Asian subgroups. Interest-
ingly though none of the studies explored the impact of
socioeconomic status on oral cancer related knowledge
and awareness. This is an area that should be explored
further in future studies particularly as this connection
has been well documented in other areas [55–57].
The rigid beliefs of South Asian immigrants regarding

the use of tobacco and areca nut products may be con-
tributing to their negative attitudes towards oral cancer
risks. This review revealed the poor beliefs and ignorant
perspective of South Asians towards preventive health
behaviours and modification of risk practices [24, 26, 27,
37, 38, 42]. Despite associated oral cancer risks, the per-
ceived benefits of these products influenced many South
Asians particularly those from lower socio-economic sta-
tus [21, 25, 26, 37], to continue using risk products like
betel nut/quid, gutka even after immigration. These re-
sults are further validated by another systematic review
conducted around the use of smokeless tobacco in South
Asians, which found respondents had more perceived
health benefits than ill effects from using these risk prod-
uct [49]. These findings strongly highlight an un-informed
viewpoint of South Asian immigrants towards oral cancer
risk which needs to be further explored, to deliver a more
targeted and specific educational approach. Prabhu et al.
[26] advocate the need for a Common Risk/Health Factor
Approach (CRHFA) to improve awareness regarding par-
ticular ill effects related to any risk product rather than
orienting it to oral cancer alone.
This review also explored the cultural perspective be-

hind the use of oral cancer risk products among South
Asians. The use of tobacco and areca nut preparations
was found to be widely acceptable as cultural tradition
during special occasions/festivals [24, 25, 43] which is
further influenced by socialisation [20, 22, 42] and con-
nection to their homeland [42]. These findings are con-
sistent with a review by Mukherjea at al [47], which
highlighted culturally-specific use of tobacco products
among South Asian immigrants and suggested the need

for a more detailed assessment on the use of such prod-
ucts. Since educational interventions and awareness
campaigns in relation to oral cancer [40, 41] have proven
effective in the past to improve the level of information
among south Asian immigrants, community-based and
culturally-tailored efforts are needed to change the social
norms associated with the use of such risk products.
Lastly, a notable finding was that up to half of the re-

spondents engaged in the risk practices such as smoking
and chewing tobacco, areca nut products [20, 22, 24–28,
37–39, 44]. These practices were popular across almost
all age groups and generations [20, 21, 26, 37] with vari-
ous patterns of practices in different religions [24, 28,
41]. Of concern was the supportive role of family and
friends in the initiation of this kind of practices [21, 25,
26, 43, 44]. These findings complement the recent
WHO report [58] regarding trends of tobacco product
use in the South-East Asia region. This review also
echoes the higher frequency of these risk practices
among South Asian immigrants in developed nations as
reported by Health Survey of England 2004 [59] and
CAITUS (California Asian Indian tobacco use survey) of
California 2004 [60]. Easy availability of tobacco and
areca nut product despite legal restrictions [20, 22, 43]
was explored as an important factor in the continuation
of risk practices among South Asians after immigration
as well. This is in line with Awan et al. who observed
higher consumption rates of such risk products due to
cheap prices, easy accessibility and heavy marketing [61]
in the native countries of South Asians. This review sug-
gests the need for strengthening of government efforts
and legislation around sale as well as health warning re-
quirements specifically for smokeless tobacco products
in developed countries.
Migration also had an effect on the usage of risk prod-

ucts [20, 21] among South Asians sometimes leading to
people switching from one habit to another due to social
unacceptance. Unfortunately, the success rates for quit-
ting these practices were disappointingly low among the
South Asian population despite some understanding of
health risks associated with risk habits [25, 26, 28, 37,
43]. This reiterates the findings from study conducted in
Malaysia, where majority of Indian immigrants perceived
the habit of smoking and alcohol consumption difficult
to give up [62]. Since quitting of these risk habits was
difficult for participants, the need for the government
and health care providers to play a more active role in
this area was advocated in a number of studies [20, 27,
37, 43]. These findings highlight the need for more ef-
fective intervention strategies to address the oral cancer
risk-related practices among South Asian immigrants.
These findings also support the recommendations by
Mukherjea et al. [47] for different approaches at the in-
dividual, community, organizational and policy levels to
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curtail the use of tobacco products. The role of media
[47] to change socio-cultural norms among South Asians
and appropriate counselling at medical/dental centres to
support quitting these practices should also be
advocated.

Implications of the findings
The study findings have significant implications for the
development and implementation of preventative inter-
ventions to address oral cancer risk practices among
South Asian immigrants. Considering the high preva-
lence of oral cancer in South Asian countries, the devel-
opment of effective culturally sensitive programs is
necessary to increase awareness among at-risk popula-
tions in developed countries. Appropriate screening and
counselling regarding use of risk products should be
provided through general practices as well as dentists.
Community organisations should be involved in promot-
ing the cessation of tobacco areca nut preparations at
cultural events and festivals. The role of media/social
media advertising and more targeted educational cam-
paigns should also be explored to raise understanding
among people about good oral health behaviours while
minimising oral health risk habits. In addition, policy
makers need to strengthen existing legislation regarding
the sale of tobacco, areca nut products and the develop-
ment of accessible oral cancer awareness resources.
These findings also have implications for future research
particularly in countries that currently have an active
migration program and are attracting South Asian immi-
grants like Canada and Australia. It is important that
further research is undertaken in these countries to con-
firm whether the review findings are relevant and inform
preventative strategies in this area.

Limitations
The studies included in this review varied in method-
ology as well as quality and hence, the reliability of these
studies may be compromised. There is also a lack of in-
formation regarding the validated questionnaires and
confounding factors in most of the studies which may
have affected the results. The South Asian population is
broad and findings from some studies may not be gener-
alisable to all South Asians. This review has not included
articles that were unpublished or published in other lan-
guages and therefore, all studies in this area may have
not been retrieved. Moreover, comparisons between
studies were too difficult given different methods
employed and thus, this review has placed little focus on
such comparisons considering these variations, but ra-
ther has tried to illustrate an overall picture. All these
limitations should be taken into account for designing
future studies to ensure reproducible and generalisable
evidence.

Conclusion
This integrative review confirms that South Asian immi-
grants in developed countries have inadequate oral can-
cer risk-related knowledge, poor attitudes towards oral
cancer risk and a strong inclination towards negative
oral cancer risk practices. From this review, it appears
that they are ill-informed regarding health risks associ-
ated with the use of risk products especially tobacco,
areca nut products and are also not receiving appropri-
ate information in this area. The unpredictable and con-
stantly changing migration pattern of South Asians are
also concerning in the current scenario. In light of these
facts, a multidisciplinary approach involving health pro-
fessionals, community organisations and policymakers is
required to promote oral cancer awareness among this
population. Further, designing culturally relevant pre-
ventative strategies and educational programs is needed
to encourage cessation of risk habits among South
Asians.

Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12885-020-06944-9.

Additional file 1. Search strategy/terms.

Additional file 2. Full text screening of articles.

Additional file 3. CASP checklist.

Additional file 4. JBI checklist.

Additional file 5. Table of excluded studies.

Additional file 6. Critical appraisal of articles.

Abbreviations
SATP: South Asian Tobacco products; AN: Areca Nut; BQ: Betel Quid; AI: Asian
Indians; CST: Cultural Smokeless Tobacco

Acknowledgements
Support is greatly appreciated from the two librarians (Melissa burley and
Bhadra Chandran) from Western Sydney University in developing the search
strategy, ensuring its appropriateness and relevance to the various databases.

Authors’ contributions
NS and RP developed the search strategy and performed the literature
search. NS did data synthesis and interpretations. NS and AG conceived and
designed the study. NS and AG prepared the first draft of the manuscript.
NS, RP, BE and AG provided input into versions of the manuscript and read
and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated
or analysed during the current study.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
No conflicting relationship exists for any author.

Saraswat et al. BMC Cancer          (2020) 20:477 Page 14 of 16

https://doi.org/10.1186/s12885-020-06944-9
https://doi.org/10.1186/s12885-020-06944-9


Author details
1Centre for Oral Health Outcomes and Research Translation (COHORT),
School of Nursing and Midwifery, Western Sydney University/South Western
Sydney Local Health District / Ingham Institute for Applied Medical Research,
Liverpool, NSW, Australia. 2School of Nursing and Midwifery, Western Sydney
University, Parramatta, NSW, Australia. 3School of Dentistry, Faculty of
Medicine and Health, University of Sydney, Sydney, NSW, Australia.

Received: 7 July 2019 Accepted: 10 May 2020

References
1. Bray F, et al. Global cancer statistics 2018: GLOBOCAN estimates of

incidence and mortality worldwide for 36 cancers in 185 countries. CA
Cancer J Clin. 2018;68(6):394–424.

2. National Cancer Institute. Definition: oral cancer. 2018 [cited October 21];
Available from: https://www.cancer.gov/publications/dictionaries/cancer-
terms/def/oral-cancer.

3. Ahluwalia KP. Assessing the oral cancer risk of south-Asian immigrants in
New York City. Cancer. 2005;104(S12):2959–61.

4. Kumar M, et al. Oral cancer: etiology and risk factors: a review. J Cancer Res
Ther. 2016;12(2):458–63.

5. Ghantous Y, Abu IE. Global incidence and risk factors of oral cancer.
Harefuah. 2017;156(10):645–9.

6. Rivera C. Essentials of oral cancer. Int J Clin Exp Pathol. 2015;8(9):11884.
7. Shield KD, et al. The global incidence of lip, oral cavity, and pharyngeal

cancers by subsite in 2012. CA Cancer J Clin. 2017;67(1):51–64.
8. Ferlay J, et al. Cancer incidence and mortality worldwide: sources, methods

and major patterns in GLOBOCAN 2012. Int J Cancer. 2015;136(5):E359–86.
9. Warnakulasuriya S. Causes of oral cancer–an appraisal of controversies. Br

Dent J. 2009;207(10):471.
10. Ram H, et al. Oral Cancer: risk factors and molecular pathogenesis. J

Maxillofacial Oral Surg. 2011;10(2):132–7.
11. Cheong SC, et al. Oral cancer in South East Asia: Current status and future

directions. Transl Res Oral Oncol. 2017;2:2057178X17702921.
12. Benegal V, Rajkumar RP, Muralidharan K. Does areca nut use lead to

dependence? Drug Alcohol Depend. 2008;97(1–2):114–21.
13. Auluck A, Hislop G, Poh C, Zhang L, Rosin MP. Areca nut and betel quid

chewing among South Asian immigrants to Western countries and its
implications for oral cancer screening. Rural Remote Health. 2009;9(2):1118.

14. Winstock AR, et al. A dependency syndrome related to areca nut use: some
medical and psychological aspects among areca nut users in the Gujarat
community in the UK. Addict Biol. 2000;5(2):173–9.

15. Asian American Federation and S.A.L.T. A demographic snapshot of South
Asians in the United States. 2012. 2015 [cited 2018; Available from: http://
saalt.org/wp-content/uploads/2012/09/Demographic-Snapshot-Asian-
American-Foundation-2012.pdf.

16. Statistics Canada. Immigration and ethnocultural diversity in Canada.
National Household Survey, 2011 2013 [cited 2018 November 5]; Available
from: https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2
011001-eng.pdf.

17. Rienzo C, Vargas-Silva C. Migrants in the UK: an overview. Migration
Observatory briefing. Oxford: COMPAS, University of Oxford; 2012.

18. Department of Immigration and Border Protection (AU). 2016-17 Migration
Programme Report. 2017 [cited 2018 September 26]; Available from: https://
www.homeaffairs.gov.au/research-and-stats/files/report-on-migration-
program-2016-17.pdf.

19. United Nations Organisation. International Migration Report 2017 2017
[cited 2018 November 12]; Available from: https://www.un.org/en/
development/desa/population/migration/publications/migrationreport/
docs/MigrationReport2017_Highlights.pdf.

20. Banerjee SC, et al. Gutka and Tambaku Paan use among south Asian
immigrants: a focus group study. J Immigr Minor Health. 2014;16(3):531–9.

21. Changrani J, et al. Paan and Gutka Use in the United States: a pilot study in
Bangladeshi and Indian-Gujarati immigrants in New York City. J Immigr
Refug Stud. 2006;4(1):99–110.

22. Lokhande S, Glover M, Selket K. Chewing tobacco use among south-east
Asian men in Auckland. Int J Migr Health Soc Care. 2013;9(1):46–52.

23. Banerjee SC, et al. Disengagement beliefs in south Asian immigrant
smokeless tobacco users: a qualitative study. Addict Res Theory. 2014;22(3):
229–38.

24. Merchant R, Gallagher JE, Scott SE. Oral cancer awareness in young south-
Asian communities in London. Community Dent Health. 2016;33(1):60–4.

25. Petti S, Warnakulasuriya S. Betel quid chewing among adult male immigrants
from the Indian subcontinent to Italy. Oral Dis. 2018;24(1–2):44–8.

26. Prabhu N, et al. Betel quid chewing among Bangladeshi adolescents living
in East London. Int J Paediatr Dent. 2001;11(1):18–24.

27. Shetty KV, Johnson NW. Knowledge, attitudes and beliefs of adult south
Asians living in London regarding risk factors and signs for oral cancer.
Community Dent Health. 1999;16(4):227–31.

28. Vora AR, Yeoman CM, Hayter JP. Alcohol, tobacco and paan use and
understanding of oral cancer risk among Asian men in Leicester. Br Dental
J. 1997;188:441–51.

29. Moher D, et al. Preferred reporting items for systematic review and meta-
analysis protocols (PRISMA-P) 2015 statement. Syst Rev. 2015;4(1):1.

30. Liberati A, et al. The PRISMA statement for reporting systematic reviews and
meta-analyses of studies that evaluate health care interventions: explanation
and elaboration. PLoS Med. 2009;6(7):e1000100.

31. Whittemore R, Knafl K. The integrative review: updated methodology. J Adv
Nurs. 2005;52(5):546–53.

32. Coyle M, et al. An integrative review of the role of registered nurses in
remote and isolated practice. Aust Health Rev. 2010;34(2):239–45.

33. Critical Appraisal Skills Programme. CASP Qualitative checklist. 2019 [cited
January 29 ]; Available from: https://casp-uk.net/casp-tools-checklists/.

34. Joanna Briggs Institute. Checklist for Analytical Cross Sectional Studies.
Critical Appraisal checklists 2017 [cited 2019 January 21rst]; Available from:
https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-
Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf.

35. Goldsmith MR, Bankhead CR, Austoker J. Synthesising quantitative and
qualitative research in evidence-based patient information. J Epidemiol
Community Health. 2007;61(3):262–70.

36. Popay J, et al. Guidance on the conduct of narrative synthesis in systematic
reviews. Prod ESRC Methods Programme Version. 2006;1:b92.

37. Summers RM, Williams SA, Curzon ME. The use of tobacco and betel quid
('pan') among Bangladeshi women in West Yorkshire. Community Dent
Health. 1994;11(1):12–6.

38. Pearson N, et al. Dental service use and the implications for oral cancer
screening in a sample of Bangladeshi adult medical care users living in
tower hamlets. UK Br Dent J. 1999;186(10):517–21.

39. Khan F, et al. Predictors of tobacco and alcohol consumption and their
relevance to oral cancer control amongst people from minority ethnic
communities in the South Thames health region, England. J Oral Pathol
Med. 2000;29(5):214–9.

40. Croucher R, Islam SS, Nunn H. Campaign awareness and oral cancer
knowledge in UK resident adult Bangladeshi: a cross-sectional study. Br J
Cancer. 2011;105(7):925–30.

41. Siddique I, Mitchell DA. The impact of a community-based health education
programme on oral cancer risk factor awareness among a Gujarati
community. Br Dent J. 2013;215(4):6.

42. Hrywna M, et al. Awareness and use of south Asian tobacco products
among south Asians in New Jersey. J Community Health. 2016;41(6):1122–9.

43. Shi LL, Bradford E, Depalo DE, Chen AY. Betel quid use and Oral Cancer in a
high-risk refugee community in the USA: the effectiveness of an awareness
initiative. J Cancer Educ. 2019;34:309–14.

44. Mukherjea A, Modayil MV, Tong EK. Moving toward a true depiction of
tobacco behavior among Asian Indians in California: prevalence and factors
associated with cultural smokeless tobacco product use. Cancer. 2018;124:
1607–13.

45. United Nations. World Economic Situation and Prospects 2019. [cited 2019
June 18]; Available from: https://www.un.org/development/desa/dpad/wp-
content/uploads/sites/45/WESP2019_BOOK-web.pdf.

46. Badran IG. Knowledge, attitude and practice the three pillars of excellence
and wisdom: a place in the medical profession; 1995.

47. Mukherjea A, Modayil MV. Culturally specific tobacco use and South Asians
in the United States: a review of the literature and promising strategies for
intervention. Health Promot Pract. 2013;14(5_suppl):48S–60S.

48. Bissessur S, Naidoo S, et al. SADJ. 2009;64(10):460–3.
49. Kakde S, Bhopal R, Jones C. A systematic review on the social context of

smokeless tobacco use in the south Asian population: implications for
public health. Public Health. 2012;126(8):635–45.

50. Karunarathne D, Ekanayake L. Areca chewing among Sri Lankan adolescents.
Community Dent Health. 2016;33(1):39–43.

Saraswat et al. BMC Cancer          (2020) 20:477 Page 15 of 16

https://www.cancer.gov/publications/dictionaries/cancer-terms/def/oral-cancer
https://www.cancer.gov/publications/dictionaries/cancer-terms/def/oral-cancer
http://saalt.org/wp-content/uploads/2012/09/Demographic-Snapshot-Asian-American-Foundation-2012.pdf
http://saalt.org/wp-content/uploads/2012/09/Demographic-Snapshot-Asian-American-Foundation-2012.pdf
http://saalt.org/wp-content/uploads/2012/09/Demographic-Snapshot-Asian-American-Foundation-2012.pdf
https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.pdf
https://www12.statcan.gc.ca/nhs-enm/2011/as-sa/99-010-x/99-010-x2011001-eng.pdf
https://www.homeaffairs.gov.au/research-and-stats/files/report-on-migration-program-2016-17.pdf
https://www.homeaffairs.gov.au/research-and-stats/files/report-on-migration-program-2016-17.pdf
https://www.homeaffairs.gov.au/research-and-stats/files/report-on-migration-program-2016-17.pdf
https://www.un.org/en/development/desa/population/migration/publications/migrationreport/docs/MigrationReport2017_Highlights.pdf
https://www.un.org/en/development/desa/population/migration/publications/migrationreport/docs/MigrationReport2017_Highlights.pdf
https://www.un.org/en/development/desa/population/migration/publications/migrationreport/docs/MigrationReport2017_Highlights.pdf
https://casp-uk.net/casp-tools-checklists/
https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf
https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf
https://www.un.org/development/desa/dpad/wp-content/uploads/sites/45/WESP2019_BOOK-web.pdf
https://www.un.org/development/desa/dpad/wp-content/uploads/sites/45/WESP2019_BOOK-web.pdf


51. Mukherjea A, Modayil MV, Tong EK. Paan (pan) and paan (pan) masala
should be considered tobacco products. Tob Control. 2015;24(e4):e280–4.

52. Awan KH, Patil S. Association of smokeless tobacco with oral cancer-
evidence from the south Asian studies: a systematic review. J Coll Physicians
Surg Pak. 2016;26(9):775–80.

53. Williams DR, Priest N, Anderson NB. Understanding associations among
race, socioeconomic status, and health: patterns and prospects. Health
Psychol. 2016;35(4):407.

54. Williams ED, et al. Subgroup differences in psychosocial factors relating to
coronary heart disease in the UK south Asian population. J Psychosom Res.
2010;69(4):379–87.

55. Johnson S, McDonald JT, Corsten M. Oral cancer screening and
socioeconomic status. J Otolaryngol Head Neck Surg. 2012;41(2):102–7.

56. Kumar YS, et al. Level of cancer awareness among women of low
socioeconomic status in Mumbai slums. Asian Pac J Cancer Prev. 2011;12(5):
1295–8.

57. Peretti-Watel P, L’haridon O, Seror V. Time preferences, socioeconomic
status and smokers’ behaviour, attitudes and risk awareness. Eur J Pub
Health. 2013;23(5):783–8.

58. World Health Organization. Regulation of flavoured smokeless tobacco in
the South-East Asia Region. 2018 [cited 2019 March 21]; Available from:
https://apps.who.int/iris/bitstream/handle/10665/272609/9789290226314-
eng.pdf?sequence=1&isAllowed=y.

59. Wardle H. Use of tobacco products. Health Survey for England 2004: The
health of minority ethnic groups. The NHS Information Centre: Leeds. 2006;
1:95–129.

60. McCarthy W, et al. California Asian Indian tobacco use survey: 2004.
Sacramento: California Department of Health Services; 2005.

61. Awan K, et al. Assessing the risk of Oral Cancer associated with Gutka and
other smokeless tobacco products: a case–control study. J Contemp Dent
Pract. 2016;17(9):740–4.

62. Tan BS, Ng KH, Esa R. Health beliefs in oral cancer: Malaysian estate Indian
scenario. Patient Educ Couns. 2001;42(3):205–11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Saraswat et al. BMC Cancer          (2020) 20:477 Page 16 of 16

https://apps.who.int/iris/bitstream/handle/10665/272609/9789290226314-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/272609/9789290226314-eng.pdf?sequence=1&isAllowed=y

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Inclusion and exclusion criteria
	Data sources and search strategy
	Article selection and screening
	Quality assessment
	Data extraction and synthesis
	Definition of terms

	Results
	Study selection summary
	Study characteristics
	Quality of the included studies
	Study findings
	Theme 1: Oral cancer knowledge
	Theme 2: Oral cancer attitudes
	Theme 3: Oral cancer practices

	Discussion
	Implications of the findings
	Limitations

	Conclusion
	Supplementary information
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

