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INTRODUCTION:

Tobacco dependence is a well acknowledged social and health evil. In india 8-9lakh persons die every year
due to tobacco related disease . Numerous study show that tobacco withdrawl lead to considerable decreasse
in health risks caused by tobacco use habit. Moreover there is not muchstudy available on causes and
prevalance.

» Smokeless tobacco is found to be as addictive and harmful as smoking but have not been explored into,
especially among youth.

* Tobacco is estimated to have killed 100 million people in the 20th century and continues to kill 5.4 million
people every year and this figure is expected to rise to 8 million per year by 2030, 80% of which will occur
in the developing countries.

Tobacco is used in different forms and the health effects are seen irrespective of the form in which it is used.
Smokeless tobacco is found to be as addictive and harmful as smoking yet more difficult to quit.

Smokeless tobacco, especially in the form of chewing has been associated with various oral diseases
including cancers and adverse tobacco chewing is a habit with adverse consequences ranging from benign
oral lesions to cancer. It plagues all countries from highly industrialized ones like Sweden and Canada to
developing ones.

11.6% of any form of ever tobacco use among youth in Global Youth Tobacco Survey (GYTS) and also
higher than prevalence found.

Many studies regarding the tobacco use, smoking and its harmful effects has been done but very few on
smokeless tobacco has done.

REVIEW OF LITERATURE:

Tobacco is one of the most widely abused substances in the world. It is highly addictive. The centers for
disease control and prevention estimates that tobacco causes 6 million deaths trusted source per year. This
makes tobacco the leading trusted source cause of preventable death.

Nicotine is the main addictive chemical in tobacco. It causes a rush of adrenaline when absorbed in the
bloodstream or inhaled via cigarette smoke. Nicotine also triggers an increase in dopamine. This is
sometimes referred to as the brain’s “happy” chemical.

Dopamine stimulates the area of the brain associated with pleasure and reward. Like any other drug, use of
tobacco over time can cause a physical and psychological addiction. This is also true for smokeless forms of
tobacco, such as snuff and chewing tobacco.
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For ages, tobacco has been popular and its use is significantly increasing in spite of alarming health hazards.
However, so far a lot has been known about its disadvantages, but still tobacco is grown, developed,
advertised, marketed, and sold to earn a big chunk of the financial cake. It is one of the great sources of
revenue for the government as excise duty.

Many research works in different countries have emphasized potential detrimental effects of its use on
almost all systems of living beings, in whatever form it is used. Many times articles are published in the
newspapers, to develop awareness of its effects. Print and electronic media are playing a dual role by helping
in promoting and popularizing tobacco / gutkha and similar products and contrarily printing and showing the
health hazards.

Where from, in what form, and how these leaves of the noxious plant gained popularity and made the
mankind addictive is to be known. Although much has been known by now but knowing the history of
tobacco is also necessary. (M.B.Mishra, 2013)

History:

Tobacco is derived from the leaves of the genus nicotiana, a plant from the night-shade family, indigenous to
north and south america.

Archeological studies suggest the use of tobacco in around first century bc, when maya people of central
america used tobacco leaves for smoking, in sacred and religious ceremonies. It then later started spreading
as far as high up to the mississippi valley with the maya community migrating from down south of america,
between 470 and 630 ad. Gradually, it was then adopted by neighboring and native tribes.

Native american “shamans” developed tobacco use for religious rites. Simultaneously, people practicing
medicine also started using tobacco in different forms to cure certain illnesses such as asthma, earaches,
bowel problems, fever, sore eyes, depression, insect bites, burns, etc.

By the time columbus and his successors documented tobacco in other countries, the natives started useing
tobacco in pipes, cigars, and snuff. Subsequently, portuguese and spanish sailors helped to spread different
forms of tobacco to be used, around the world.

Today, tobacco is used in various forms in different parts of the world. Tobacco in many countries is
sometimes adopted as a cash crop by the farmers and government treasuries (excise, taxes, etc.), and is also
grown for local consumption.

The major tobacco-growing and consuming countries are china, usa, the former soviet states, india, and
brazil. In south and southeast asia, it is incorporated into existing traditional customs, in the form of betel
quid (paan) chewing.

The tobacco industry provides thousands of jobs, and is also a major source of income for the advertising
industries, printed and electronic media, government (for revnew and as a source of foreign currency.
(M.B.Mishra, 2013)

Modes of use:

The smoking form of tobacco, since its introduction in south asian countries, has been used in several forms,
like hukka (water pipe), chilam (clay pipe), cigarettes, rolled tobacco in the form of bidees, chchuta (reverse
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smoking), etc., whereas the nonsmoking or chewable tobacco is in the form of snuff/naswar (roasted and
finely powdered for inhalation), mawa, giwam, gutkha, kheni (mixture of dry raw tobacco with lime), zarda,
betel quid with tobacco, paan-masala, etc.. In indonesia, tobacco is mixed with clove and dipped in the oral
cavity.

Paan acquired significant popularity among the male population of the central and western india in contrast
to female of these locations. Contrary are the findings in bangladesh, with educated or uneducated females
consuming more paan preferably with tobacco.

Influencing factors

Tobacco use has multifactor influences. Despite increasing public awareness of risks associated with tobacco
use and education programs to discourage its use, cigarettes and alcohol are both considered as significant
risk factors for a multitude of health consequences from the long-term use of either of these two.

There is a direct or an indirect influence of culture on tobacco use as some individuals having an inherited
factor later become nicotine dependent. Boys see their grandfathers or fathers smoking, so they think it is
part of being a man. Smoking is seen as part of being a man and a sign of his male authority. In any society
at large, it is not considered good for women to smoke but fine for men. The man is the boss and smoking is
a symbol of that authority, and if a woman smokes,it is seen as a threat to the man and his manhood. Also, if
a woman smokes, she is assumed to be indecent both morally and sexually.

Smoking and paan chewing can be part of a social event, confirming hospitality and binding friendships.
Hookah, chilam (clay pipe with tobacco), and shisha are used in a social setting specifically in the rural
culture. To attract youngsters, now a days some restaurants have started providing shisha clubs. Havana
cigar is smoked in celebrations and is recognized as a status symbol.

Promotion and popularity

In india, gutkha users claim that it relieves tension, helps in concentration, combats bad breath, and keeps
one engaged. Before a decade, cinema and print media were the chief source of advertisement of and
marketing tobacco products.

On satellite tv and cinema screen, the indian cinema “heartthrobs” are shown advertising, propagating,
promoting, and popularizing the different brands of gutkha products. Gutkha is a branded product of many
companies, and sold in colorful, attractive sachets in india. Hence the younger generations consider and take
it as modern, acceptable, and fashionable, and sussequently become addicted to it. The mothers of asian
origin blame the media of these countries for introducing children to gutkha.

It impacts on the vulnerable minds of the school children,as in a study many children were reported as
spending their pocket money on gutkha.

Some companies popularize tobacco as the dental care product by incorporating it in toothpastes or
toothpowders. Although law has been amended barring the use of tobacco in dental care products, still some
manufacturers use tobacco as an ingredient in the toothpowders without mentioning ingredients on the
packaging.

Health hazards
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There are 2550 known compounds in tobacco.

Primary tobacco biohazardous compounds include at least 43 carcinogens, such as nicotine and
nitrosamines, and alpha-emitting radionuclide such as polonium 210.

The consumption of tobacco, whether inhaled, sniffed, sucked, or chewed, has evident harmful effects on
health, and is addictive too. Scientists unequivocally evidenced that tobacco consumers suffer from three ds:
death, disease, and disability.

Different systems of our body are interrelated and they influence the use of any such product which is likely
to cause health hazards affects many such body functions.

Its active ingredients, tar, nicotine, and nitrosamine, potentially associated with oral cancer worldwide.
Diseases such as chronic pulmonary obstructive disease (copd) are implicated to cause death in 75% of the
people between the age of 35 and 70 years. Many clinical study have established that pipe smoking has been
associated with lip cancer.

While smokeless tobacco habits are endemic, oral cancer can account for more than one-third of all cancers.
(M.B.Mishra, 2013)
Prevalence of use:
The prevalence of tobacco use in india is increasing ranging from 28.1% men and 12.0% women chewed
tobacco/pan masala.

Major disease caused due to tobacco use

oral disease:

7 oral disease and condition accounts for most of oral disease.
They include:

1. Dental caries
2. Gum disease
3. Oral cancer
4, Oro-dental trauma

It is estimated that oral disease affected at least 3.58 billion people in 2016.

e 2.4 billion suffer from caries of permanent teeth caries.

Most common cause oflhese sufferings is heavy marketing of sugars, tobacco and alcohol.

One of the major health issue is oral cancer
Prevalance of oral cancer:
It is multifactorial aetiology.

1. Environmetal cause:
80-90% of all human cancer is tobacco.
Tobacco:
It is used in various forms i.e smoking and chewing
Tobacco is major environmental cause of cancer of lung, laryx, mouth, oesophagus.
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a. Oral cancer:
One of the most 10 common cancer.
High frequency in central & south east asian countries esp. India.
It is estimated that during year 2020, about 2,64,211 men & 1,13,502 women were having
oral cancer.
It is major problem in india.
It is estimated that in 2020 it caused 5.4 death per 100,000 population.
Total 75,290 death (57,380 men & 22,483 women)
Epidemiological feature:
Approx. 90% of oral cancer in south east asia are linked to tobacco chewing and smoking.
e During 1966-77 a large epidemiological survey was carried out i different part of country.
e In this 10 year follow up study of 30,000 individual i the three districts of kerela, andhra pradesh and
gujarat.
Result of the above study indicated that:
e Oral cancer and precancerous lesion occurred almost solely among those who smoked
or chewed tobacco.
e Oral cancer preceded by some type of precancerous lesion(i.e leukoplakia,
erythroplakia).

The case about tobacco is further strengthened by finding that the cancer almost always occurred o the side
of mouth where tobacco quid was kept and it was 36 times increased that non-chewers.
High-risk groups:

Tobacco chewers ad smokers,bidi,betel quid, sleep with tobacco quid in mouth.
Cultural pattern:

In study tobacco habits in developing country indigenous form of smokig as well as chewing which
are characteristics of certain regions have to be taken into account.
Tobacco is smoked in the form of manufractured Cigarattes.

e In poorer people it is common to rub thumb flakes of sundried tobacco and slaked lime in palm of the
hand until desire mixture is obtained.

e Mixture is then put in mouth in small amount and at frequent interval during the day and slowly
sucked and swallowed after dilutio with saliva.

e Oral cancer is prevalent in ussr where people chew nasswar a mixture of tobacco, ashes,lime and
cotton seed oil. (K.PARK, 2023)

Chemical content and its harmful effect:

Nicotine and the minor tobacco alkaloids give rise to tobacco-specific N-nitrosamines (TSNA) during
tobacco processing and during smoking.

Chemical-analytical studies led to the identification of seven TSNA in smokeless tobacco (< or = 25
micrograms/g) and in mainstream smoke of cigarettes (1.3 micrograms TSNA/cigarette). Indoor air polluted
by tobacco smoke may contain up to 24 pg/L of TSNA.

In mice, rats, and hamsters, three TSNA, N'-nitrosonornicotine (NNN), 4-(methylnitrosamino)-1-(3-pyridyl)-
1-butanone (NNK), and 4-(methylnitrosamino)-1-(3-pyridyl)-1-butanol (NNAL), are powerful carcinogens;
two TSNA are moderately active as carcinogens; and two TSNA appear not to be carcinogenic. The TSNA
are procarcinogens, agents that require metabolic activation. The active forms of the carcinogenic TSNA
react with cellular components, including DNA, and with hemoglobin (Hb). The Hb adducts in chewers and
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smokers serve as biomarkers for the uptake and metabolic activation of carcinogenic TSNA and the urinary
excretion of NNAL as free alcohol and as glucuronide for the uptake of TSNA.

The review presents evidence that strongly supports the concept that TSNA contribute to the increased risk
for cancer of the upper digestive tract in tobacco chewers and for the increased risk of lung cancer,
especially pulmonary adenocarcinoma, in smokers.

The high incidence of cancer of the upper digestive tract especially among men on the Indian subcontinent
has been causally associated with chewing of betel quid mixed with tobacco. In addition to the TSNA, the
betel quid chewers are exposed to four N-nitrosamines that are formed during chewing from the Areca
alkaloids, two of these N-nitrosamines are carcinogens. The reduction of the carcinogenic potency of
smokeless tobacco, betel quid-tobacco mixtures, and cigarette smoke. Although the safest way to reduce the
risk for tobacco-related cancers is to refrain from chewing and smoking, modifications of smokeless tobacco
and of cigarettes are indicated to lead to less toxic products. Another more recent approach for reducing the
carcinogenic effect of tobacco products is the application of chemopreventive agents, primarily of
micronutrients.

Future aspects in tobacco carcinogenesis, especially as it relates to TSNA, are expected in the field of
molecular biochemistry and in biomarker studies, with the goal of identifying those tobacco and betel quid
chewers and tobacco smokers who are at especially high risk for cancer. (Tobacco-specific N-nitrosamines
and Areca-derived N-nitrosamines: chemistry, biochemistry, carcinogenicity, and relevance to humans,
1994)

STUDIES AND SURVEYS HELD UP-TILL DATE:
AT INTERNATIONAL LEVEL:

At international level, in 2008, the Centers for Disease Control and Prevention (CDC) and the World
Health Organization developed the Global Adult Tobacco Survey (GATS), an instrument to monitor global
tobacco use and measure indicators of tobacco control. GATS, a nationally representative household survey
of persons aged 15 years or older, was conducted for the first time during 2008-2010 in 14 low- and middle-
income countries. In each country, GATS used a standard core questionnaire, sample design, and procedures
for data collection and management and, as needed, added country-specific questions that were reviewed and
approved by international experts.
The core questionnaire included questions about various characteristics of the respondents, their tobacco use
(smoking and smokeless), and a wide range of tobacco-related topics (cessation; secondhand smoke;
economics; media; and knowledge, attitudes, and perceptions).
In each country, a multistage cluster sample design was used, with households selected proportionate to the
size of the population. Households were chosen randomly within a primary or secondary sampling unit, and
one respondent was selected at random from each household to participate in the survey. Interviewers
administered the survey in the country’s local language(s) using handheld electronic data collection devices.
Interviews were conducted privately, and same-sex interviewers were used in countries where mixed-sex
interviews would be culturally inappropriate.
All 14 countries completed the survey during 2008-2010. In each country, the ministry of health was the
lead coordinating agency for GATS, and the survey was implemented by national statistical organizations or
surveillance institutes. This article describes the background and rationale for GATS and includes a
comprehensive description of the survey methods and protocol.

FORMAL PRESENTATION ABOUT SURVEY:
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In December 1998, WHO and the Centers for Disease Control and Prevention (CDC) created the
Global Tobacco Surveillance System (GTSS) to monitor tobacco use by young people and two adult
populations of interest. GTSS originally consisted of three school-based surveys: the Global Youth Tobacco
Survey, begun in 1999; the Global School Personnel Survey, begun in 2001; and the Global Health
Profession Students Survey, begun in 2005 . In 2007, WHO and CDC studied the feasibility of monitoring
tobacco use by adults through a systematic household-based survey protocol. The recommendations
resulting from this study called for developing a standard protocol to monitor both adult tobacco use and key
indicators of tobacco control. In addition, an analysis of the feasibility study’s results indicated that there
were methodological challenges and resource constraints to implementing a nationally representative
household survey. In January 2008, the Bloomberg Initiative to Reduce Tobacco Use was launched: two of
its key objectives were to establish systematic surveys to rigorously monitor tobacco use among adults and
to track the effectiveness of key interventions. In February 2008, the Global Adult Tobacco Survey (GATYS)
was begun as the fourth survey offered by GTSS with financial support from Bloomberg Philanthropies.
The importance of establishing surveillance of tobacco use is reflected in Article 20 of the WHO Framework
Convention on Tobacco Control (FCTC), which calls for the Parties to the Convention to ‘establish, as
appropriate, programmes for national, regional and global surveillance of the magnitude, patterns,
determinants, and consequences of tobacco consumption and exposure to tobacco smoke. Towards this end,
the Parties should integrate tobacco surveillance programmes into national, regional and global health
surveillance programmes so that data are comparable and can be analyzed at the regional and international
levels, as appropriate.” .
To help countries fulfill their WHO FCTC obligations, in 2008 WHO introduced MPOWER. Scaling up the
best buy and good buy MPOWER measures is a practical, cost-effective way for countries to advance the
Framework Convention on the ground. MPOWER comprises six measures: monitor tobacco use and
prevention policies (Article 20); protect people from tobacco smoke (Article 8); offer help to quit tobacco
use (Article 14); warn about the dangers of tobacco use (Articles 11 and 12); enforce bans on tobacco
advertising, promotion, and sponsorship (Article 13); and raise taxes on tobacco (Article 6)
CDC uses the Teutsch and Churchill definition of surveillance : ‘ongoing, systematic collection, analysis,
and interpretation of health-related data essential to the planning, implementation, and evaluation of public
health practice, closely integrated with the timely dissemination of these data to those responsible for
prevention and control.’
WHO and CDC intend for GTSS to increase the capacity of countries to design, implement, and evaluate
programs in tobacco control and prevention. It will also assist countries to fulfill their obligations under the
WHO FCTC and address selected articles of the WHO FCTC that are related to reducing demand for
tobacco. GATS provides a global standard for systematically monitoring tobacco use among adults and
tracking key indicators of tobacco control, including the MPOWER measures, as well as contributing
directly to any redesign in monitoring tobacco use and ultimately to the WHO FCTC implementation. In
every participating country, GATS is a nationally representative household survey of adults aged 15 years or
older. GATS uses a standard protocol that includes a core questionnaire, instructions for sampling the
population, and procedures for data collection and management that were reviewed and approved by
international experts. Participating countries are encouraged to follow the standard protocol but to adapt it to
their patterns of tobacco use, socio-cultural norms, and specific needs.
In the first phase, GATS was completed in 14 countries: Bangladesh, Brazil, China, Egypt, India, Mexico,
Philippines, Poland, Russian Federation, Thailand, Turkey, Ukraine, Uruguay, and Viet Nam. These
countries were selected to implement GATS based on a variety of factors including the tobacco prevalence
rates and political and technical readiness. Recent figures indicate that these countries account for 58.5% of
the world’s population of people aged 15 years or older and about 62% of the world’s adult smokers
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GATS is conducted as a multi-partner enterprise.

Listed below are the GATS global, regional, and national partners and their roles:

1.The governments of participating countries

Each government is the leader of GATS in its own country and coordinates survey activities.
2.WHO

Monitors the implementation of global tobacco control policies. WHO is the overall leader of GATS.
3.CDC

Provides technical assistance on implementing the surveillance system, and serves as the Data Coordinating
Center for GTSS. CDC is a WHO Collaborating Center for Global Tobacco Surveillance.

4. The Johns Hopkins Bloomberg School of Public Health

Provides technical assistance on data analysis and reporting.

5. RTI International

Provides training and technical assistance in electronic data collection.

6. CDC Foundation

Provides resources and program support.

Protocol :

The GATS standard protocol (with related manuals) consists of Core Questionnaire with Optional
Questions ; Question by Question Specifications ; Sample Design Manual ; Sample Weights Manual ; Field
Interviewer Manual ; Field Supervisor Manual ; Mapping and Listing Manual; Programmer’s Guide to
General Survey System; Core Questionnaire Programming Specifications ; Data Management
Implementation Plan ; Quality Assurance: Guidelines and Documentation ; Fact Sheet Template ; Country
Report: Tabulation Plan and Guidelines ; Indicator Guidelines: Definitions and Syntax ; Data Release
Policy ; and Data Dissemination: Guidance for the Initial Release of the Data .

Questionnaire:

The individual questionnaire has eight sections, which cover the topics and related information shown
below.

*Background characteristics: sex, age, education, work status (employed or unemployed), type of household
items owned.

*Smoking tobacco use: patterns of use; former tobacco smoking; age when daily smoking began; frequency
with which various tobacco products are smoked; nicotine dependence; frequency of quit attempts.

*Smokeless tobacco use: patterns of use; former smokeless tobacco use; age when daily smokeless tobacco
use began; frequency with which smokeless tobacco products are used; nicotine dependence; frequency of
quit attempts.

*Cessation: advice from health-care provider to quit smoking or using smokeless tobacco; methods used to
try to stop smoking or using smokeless tobacco.
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*Secondhand smoke: smoking allowed in the home; exposure to secondhand smoke at home and in public
places; policy on indoor smoking at workplace; knowledge of serious illness among non-smokers because of
exposure to secondhand smoke.

*Economics: type and quantity of tobacco products bought; cost, brand, and source of tobacco products.

*Media: exposure to tobacco-related advertisements in various places; exposure to sporting events connected
with tobacco; exposure to tobacco promotion activities and health warning labels on cigarette packages;
exposure to anti-tobacco advertising and information.

*Knowledge, attitudes, and perceptions: knowledge of, attitude toward, and beliefs about the health effects of
smoking or using smokeless tobacco. (KRISHNA MOHAN PALIPUDI, 2008-2010)

Prevention and control at world level:

WHO has launched FCTC

(FRAMEWORK CONVENTION ON TOBACCO CONTROL)

WHO Framework Convention on Tobacco Control (WHO FCTC) is the first treaty negotiated under the
auspices of the World Health Organization. The WHO FCTC is an evidence-based treaty that reaffirms the
right of all people to the highest standard of health. The WHO FCTC represents a paradigm shift in
developing a regulatory strategy to address addictive substances; in contrast to previous drug control treaties,
the WHO FCTC asserts the importance of demand reduction strategies as well as supply issues. The WHO
FCTC was developed in response to the globalization of the tobacco epidemic. The spread of the tobacco
epidemic is facilitated through a variety of complex factors with cross-border effects, including trade
liberalization and direct foreign investment. Other factors such as global marketing, transnational tobacco
advertising, promotion and sponsorship, and the international movement of contraband and counterfeit
cigarettes have also contributed to the explosive increase in tobacco use. From the first preambular
paragraph, which states that the “Parties to this Convention [are] determined to give priority to their right to
protect public health”, the WHO FCTC is a global trend-setter. The core demand reduction provisions in the
WHO FCTC are contained in articles 6-14: Price and tax measures to reduce the demand for tobacco, and
Non-price measures to reduce the demand for tobacco, namely: Protection from exposure to tobacco smoke;
Regulation of the contents of tobacco products; Regulation of tobacco product disclosures; Packaging and
labelling of tobacco products; Education, communication, training and public awareness; Tobacco
advertising, promotion and sponsorship; and, Demand reduction measures concerning tobacco dependence
and cessation. The core supply reduction provisions in the WHO FCTC are contained in articles 15-17:
Illicit trade in tobacco products; Sales to and by minors; and, Provision of support for economically viable
alternative activities. Another novel feature of the Convention is the inclusion of a provision that addresses
liability. Mechanisms for scientific and technical cooperation and exchange of information are set out in
Articles 20-22.

THERE ARE 38 ARTICLES IN THIS FRAMEWORK. (WHO Framework Convention on Tobacco
Control, 2003)

AT NATIONAL LEVEL:

Government of india is running certain programes to control the production, usage, advertise and promoting
the products .

Also run many campaines for awareness of harmfuless of the tobacco

One of the such is described below:

National tobacco control programme (ntcp)
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National tobacco control programme (ntcp)

Government of india launched the national tobacco control programme (ntcp) in the year 2007-08
during the 11th five-year-plan, with the aim to (i) create awareness about the harmful effects of
tobacco consumption, (ii) reduce the production and supply of tobacco products, (iii) ensure effective
implementation of the provisions under “the cigarettes and other tobacco products (prohibition of
advertisement and regulation of trade and commerce, production, supply and distribution) act, 2003”
(cotpa) (iv) help the people quit tobacco use, and (v) facilitate implementation of strategies for
prevention and control of tobacco advocated by who framework convention of tobacco control .
During the 11th five year plan, ntcp was implemented in 21 states covering 42 districts. To carry
forward the momentum generated by the ntcp during the 11th five year plan and baseline data
generated through the global adult tobacco survey (gats) india 2009-2010, indicating high level of
prevalence of tobacco use, it was upscaled in the 12th five year plan with a goal to reduce the
prevalence of tobacco use by 5% by the end of the 12th fyp. As per the second round of gats, the
number of tobacco users has reduced by about 81 lakh (8.1 million).

The main thrust areas for the ntcp are as under:

- Training of health and social workers, ngos, school teachers, and enforcement officers;

- Information, education, and communication (iec) activities;

» School programmes;

- Monitoring of tobacco control laws;

- Coordination with panchayati raj institutions for village level activities;

- Setting-up and strengthening of cessation facilities including provision of pharmacological treatment
facilities at district level.

Ntcp is implemented through a three-tier structure, i.e. (i) national tobacco control cell (ntcc) at
central level (ii) state tobacco control cell (stcc) at state level & (iii) district tobacco control cell
(dtcc) at district level. There is also a provision of setting up tobacco cessation services at district
level.

Ntcp has resulted in provision of dedicated funds and manpower for implementation of the
programme. State/district tobacco control components viz. Stcc and dtcc plan have been subsumed in
the flexi-pool for non- communicable disease (ncds) under national health mission (nhm) for
effective implementation since 12th five year plan.

Currently, the programme is being implemented in all 36 states/union territories covering around 612
districts across the country.

For downloading state-wise list with districts under ntcp, click here

National tobacco control cell (ntcc)

The national tobacco control cell (ntcc) at the ministry of health and family welfare (mohfw) is
responsible for overall policy formulation, planning, implementation, monitoring and evaluation of
the different activities envisaged under the national tobacco control programme (ntcp). The national
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cell functions under the direct guidance and supervision of the programme in-charge from the mohfw
i.e. Joint secretary. The technical assistance is provided by the identified officers in the directorate
general of health services.

The programme broadly envisages;

National level:
- Public awareness/mass media campaigns for awareness building and behavioural change
- Establishment of tobacco product testing laboratories.national level:
- Mainstreaming research and training on alternative crops and livelihood with other nodal ministries.
» Monitoring and evaluation including surveillance
- Integrating ntcp as a part of health-care delivery mechanism under the national health mission
framework.
State level:

Dedicated state tobacco control cells for effective implementation and monitoring of tobacco control
initiatives. The ley activities include;

- State level advocacy workshop
- Training of trainers programme for staff appointed at dtcc under ntcp.
» Refresher training of the dtcc staff.
- Training on tobacco cessation for health care providers.
- Law enforcers training / sensitization programme
District level:

Dedicated district tobacco control cells for effective implementation and monitoring of tobacco
control initiatives. The key activities include;

- Training of key stakeholders: health and social workers, ngos, school teachers, enforcement officers
etc.

« Information, education and communication (iec) activities.

« School programmes.

« Monitoring tobacco control laws.

- Setting-up and strengthening of cessation facilities including provision of pharmacological treatment
facilities at the district level.

- Co-ordination with panchayati raj institutions for inculcating concept of tobacco control at the
grassroots. (MISSION)

TOBACCO CESSATION PROGRAMS

A substantial portion of the workshop was devoted to tobacco cessation programs, including how to boost
referrals to such programs, the role of counseling and pharmacotherapy, the need for relapse prevention,
pharmacotherapy options and challenges, and targeting tobacco cessation programs to cancer patients.
(CDC)
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QUALITY OF LIFE:
DEFINATION:

Quality of life (QoL) is a concept which aims to capture the well-being, whether of a population or
individual, regarding both positive and negative elements within the entirety of their existence at a specific
point in time. For example, common facets of QoL include personal health (physical, mental, and spiritual),
relationships, education status, work environment, social status, wealth, a sense of security and safety,
freedom, autonomy in decision-making, social-belonging and their physical surroundings.

The World Health Organization explains QoL as a subjective evaluation of one's perception of their reality
relative to their goals as observed through the lens of their culture and value system. The Quality of Life
Research Unit at the University of Toronto defines QoL as how much a person can enjoy the valued
possibilities of their lives. It is essential to recognize the difference between QoL and other somewhat
similar concepts which might get easily confused in the literature, such as the standard of living and health-
related quality of life. QoL differs from the former in that standard of living is largely based on economic
status and income.

QoL differs from the public health measure health-related quality of life in that the latter is a measure that
explores the connection between health and QoL. As there has been recognized difficulty with arriving at a
universally accepted definition and measurement, recent studies have attempted to re-frame QoL into
separate domains. One example of this re-framing is the "engaged theory," which takes QoL and divides it
into four main domains: economics, culture, politics, and ecology. (Teoli & Bhardwaj., 2023)

Tobacco impact on quality of life, a cross-sectional study of smokers, snuff-users and non-users of
tobacco

Abstract

Background: Tobacco smoking is a major public health issue, and also affects health-related quality of life.
There has been considerable debate as to whether oral moist snuff, a form of tobacco placed in the oral
cavity between the upper lip and gum as in sublabial administration, can be considered a safe alternative to
smoking. The aim of this study was to investigate the association between health-related quality of life and
smoking, snuff use, gender and age.

Method: This cross-sectional study included 674 women and 605 men aged 18 to 65 recruited through a
Swedish population database. Subjects completed a questionnaire about tobacco use and the 36-item Short
Form Health Survey (SF-36). Multivariable logistic regression analyses were performed for the association
between health-related quality of life and tobacco use, gender and age. The median perceived health-related
quality of life (SF-36) for an age-matched Swedish population was used as the cutoff: above the cutoff
indicated better-than-average health coded as 1, or otherwise coded as 0. The independent variables were
smoking (pack-decades), snuff-use (box-decades), gender and age in decades. The outcome was presented as
the Odds Ratio (OR) with a 95% confidence interval (ClI) for each independent variable.

Results: The experience of cigarette smoking is associated with decreased physical functioning (PF),
general health (GH), vitality (\VT), social functioning (SF) and mental health (MH) as well as both lower
physical component summary (PCS) and mental component summary (MCS). Further, the experience of
snuff use is associated with bodily pain (BP), lower VT, and lower PCS. In the study population older age is
associated with lower PF,GH, VT, MH, PCS and MCS. Female gender is associated with lower PF and VT.
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Conclusion: This study shows that smoking is associated with lower health-related quality of life. The
results also illuminate the detrimental health effects of using snuff, implying that snuff too is a health hazard.
As studies on the bodily effects of snuff are relatively scarce, it is imperative that we continue to address and
investigate the impact on the population using snuff on a regular basis. (Solbrith Wachsmann, 2023)

Uptill now many studies has been done effects of smoking, tobacco products,

Its use, prevalence, abuse of tobacco but very few about smokeless tobacco.

Also very few studies have done effect of tobacco on quality of life.

WHO has conducted the GATS in which WHO had used the WHOQOL pilot assement DOMAIN
AND FACETS.

USING THIS FACETS SURVEY WAS CARRIED OUT TO STUDY THE IMPACT OF COMMON
FACETS OF QUALITY OF LIFE IN CHRONIC TOBACCO CHEWERS USING WHOQOL
SCALE.

THE FACETS ARE:

P
- Pain and discomfort
- Energy and fatigue
- Sleep and rest
- Mobiity
- Activiies of daily living
- Dependence on medicinal
substances
- Work capachy
- Physical safety and security
- Home environment
Psychological - Fnancial resources
-pﬁh&m - Health and social care
- Negative feelings - Opportunities for acquiring new
- Leaming, memory, concentration information and skills
- Self-estesm - Recreationfeisure acthvities
- Bodily image and appearance - Phiysical environment
- Religion | Personal belisfs - Transport

OUT OF THESE ABOVE
PHYSICAL, PSYCHOLOGICAL, SOCIAL AND ENVIRONMENTAL FACET
WERE USED AND SURVEY WAS CONDUCTED.

MEDICATION FOR DEADDICTION OR REDUCE THE HABIT OR ADDICTION:
ALLIED:

There are effective treatments that support tobacco cessation, including both
behavioral therapies and FDA-approved medications. FDA-approved pharmacotherapies
include various forms of nicotine replacement therapy as well as bupropion and varenicline.
Research indicates that smokers who receive a combination of behavioral treatment and
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cessation medications quit at higher rates than those who receive minimal
intervention. Interventions such as brief advice from a health care worker, telephone
helplines, automated text messaging, and printed self-help materials can also facilitate
smoking cessation. Cessation interventions utilizing mobile devices and social media also
show promise in boosting tobacco cessation. It is important for cessation treatment to be as
personalized as possible, as some people smoke to avoid negative effects of withdrawal
while others are more driven by the rewarding aspects of smoking.

Behavioral Treatments

Behavioral counseling is typically provided by specialists in smoking cessation for four to
eight sessions. Both in-person and telephone counseling have been found beneficial for
patients who are also using cessation medications. A variety of approaches to smoking
cessation counseling are available.

1. Cognitive Behavioral Therapy (CBT)

2. Motivational Interviewing (M)

3. Mindfulness

4. Telephone support and quitlines (NIH, 2022)

MEDICATION:

Nicotine Replacement Therapy (NRT)
Bupropion

Varenicline

Medication combinations

Other antidepressants (NIH, 2022)

HOMOEOPATHIC:

okowpnPE

There are many homoeopathic medicicnes that can help to restrain from habit of
chewing. Some of them are:

LOBELIA INFLATA:

Indian Tobacco

Is a vaso-motor stimulant; increases the activity of all vegetativeprocesses; spends its force
mainly upon the pneumogastric nerve,producing a depressed relaxed condition with
oppression of the chest and epigastrium, impeded respiration, nausea and vomiting Languor,
relaxation of muscles,nausea, vomiting and dyspepsia are the general indications that point to
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the use of this remedy, in asthma and gastric affections. Best adapted to light complexioned
fleshy people. Bad effects of drunkenness. Suppressed discharges (Sulph). Diphtheria
Catarrhal jaundice (Chionanth)

Stomach:

Acidity, flatulence, shortness of breath after eating.
Heartburn with profuse flow of saliva.

Extreme nausea and vomiting.

Morning sickness.

Faintness and weakness at epigastrium.

Profuse salivation,with good appetite.

Profuse sweat and prostration.

Cannot bear smell or taste of tobacco.
Acrid, burning taste; acidity, with contractive feeling in pit of stomach.
Flatulence, shortness of breath after eating.
Heartburn.

QUERCUS GLANDIUM:

Used first by Rademacher for chronic spleen affections; spleen-dropsy.

Antidotes effects of Alcohol. Vertigo; deafness, with noises in head.

Takes away craving for alcoholics; give dose as below for several months.

Dropsy and liver affections. Useful in gout old malarial cases with flatulence.
Relationship

Compare: Angelica (in tincture, five drops, three times daily, produces disgust for liquor;
also for atony of different organs, dyspepsia, nervous headache, etc; chronic bronchitis to
increase expectoration). Ceanoth;

Lach; Nat mur; Helianthus (spleen enlarged and painful)

Dose:

Ten drops to a teaspoonful of the distilled spirit three to four times a day. A passing
diarrhoea often appears for a times a day. A passing diarrhcea often appears for a time when
using it. Curative effect

Quercus acts well in trituration of the acorn 3x in splenic cases, flatulence

PLANTAGO MAJOR:
Has considerable clinical reputation in the treatment of earache, toothache, and enuresis.
Sharp pain in eyes, reflex from decayed teeth or inflammation of middle ear. Eyeball very
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tender to touch. Pain plays between teeth and ears. Pyorrhea alveolaris. Depression and
insomnia of chronic Nicotinism. Causes an aversion to tobacco.

DAPHNE INDICA:

Spurge Laurel

Acts on lower tissues, muscles, bones and skin. Sudden, lightning jerks in different parts of
the body Craving for tobacco. Burning in stomach. Parts of the body feel separated (Bapt).
Fetid breath, urine, sweat.

Relationship:

Antidotes: Bry; Rhus.

Compare: Fluor ac; Aur; Mez; Stap

CALADIUM:

American Arum

This remedy has a marked action on the genital organs, and pruritus of this region. Coldness
of single parts and inclination to lie down,with aggravation on lying on leftside. Slightest
noise startles fromsleep. Dread frommotion. Modifies craving for tobacco. Tobacco heart.
Asthmatic complaints. (William Boericke)

Aims:
To study the Impact of common facets of Quality of life in chronic tobacco chewers using
WHOQOL scale- a cross sectional Descriptive Survey.

Objectives:

1. To study various Facets [ physical, psychological, level of independence, social
relationship, environment] of WHOQOL.

2. TO study the common affected age group in which quality of life hampers in tobacco
chewers.

MATERIALS AND METHODOLOGY:

1. TYPE OF STUDY:
1) Descriptive study.
2. STUDY DESIGN:
Cross sectional survey
3. STUDY SETTING:
1) From where cases will be taken:
a) GHMC Hospital OPD / IPD
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b) Peripheral Camps
c) Community villages ( In Vicinity of Siddhpur).
4. SAMPLE SIZE:
1) 200 samples for survey

5. SAMPLING TECHNIQUE:
1) Purposive Sampling technique

6. METHOD OF SELECTION OF STUDY SUBJECT
[ELIGIBILITY CRITERIA]
1) INCLUSION CRITERIA:
» Patient of agel8- 25 years male
( found through screening form).
» Habit of tobacco chewing.
2] EXCLUSION CRITERIA:
» Patient aged more than 25 years
* Non-chewers
SUBJECT WITHDRAWAL CRITERIA: NA

DISCONTINUATION CRITERIA:NA

7. STUDY INSTRUMENT / DATA COLLECTION TOOLS:
*Screening forms
esurvey forms

8. STEPS OF DATA COLLECTION RELEVANT TO OBJECTIVES OF THE
STUDY:

1. Screening for males aged 18-25years.

2. Fill survey form by males having positive screening test of chewing habits in
age group of 18-25years.

3. Make bar graph and pie charts.

4. Analyasis the data collected.
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OBSERVATION AND ANALYSIS:

A survey was carried out in siddhpur for male aged 16-25 who were having habit of
chewing tobacco.

Total 250 persons were screened out of which 200 were surveyed. The observation is as
follows:

1.Age:

Age No.of persons

16

17

18

(oo

19
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20 24 AGE

21 22 199 responses

22 27 - 5o
23 30 - 24 (12135011 oc,muly
24 38 -

25 21 e

Out of 200 majority of people having habit of tobacco chewing were of age 24 years.

PHYSICAL FACETS:

Do you feel any physical changes in body due to habit of chewing tobacco? (2] ctHal g AUlctalo{l
BULE ol 51RE) 23R UL 5185 W3R s 51 ojeicllad B?)

195 responses

@ Yes (&)

@ No (sl)
Total responses Question  left | YES NO
(out of 200) blank
195 5 125 164.1% 70  35.9%

64.1% of people were having physical changes due to habit of chewing tobacco.
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Do you have any problem related to oral health? (2] ctHal HMWs el Aol Sle5 AHRU B?)

193 responses

@ Yes (&)
Total responses Question  left | YES NO
(out of 200) blank
193 7 101 152.3% 92 | 47.7%

52.3% of people are having oral health problem due to habit of chewing tobacco.

DO YOU HAVE ANY PROBLEM IN OPENING OF MOUTH? (2] clHal 3l vl Ml S1e5 AHUL 87?)

194 responses

® Yes (&)
@ No (sl)
Sometimes (5?1&8)

&

Total responses | Question left | YES NO Sometimes
(out of 200) blank
194 6 103 [53.1% |67 [345% |24 [12.4%

53.1% were having problem in opening of mouth and 12.4% were facing sometimes this
problem.
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Do you have any problem in Brushing teeth? (2] clHol £lct ALS SAALHL Sl UHRU B?)

193 responses
@® VYes (&)
45 6% @ No (sll)

Total responses | Question left | YES NO
(out of 200) blank
193 7 105 [54.4% |88 |45.6%

54.4% are having problem in brushing teeth.

Have you notice bleeding while brushing? (2] R o2l 5l AL A st ol 2] B?)

@ Yes (&)
Total responses | Question left | YES NO
(out of 200) blank
194 6 104 [53.6% |90 |46.4%

53.6% people have notice bleeding while brushing teeth.
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Do you have any problem in Ulcer (in terms of frequency/tendency)? (2] clHol AUGHR
U dot/gRe{l afRA) Hi 5185 AHRU B?)

193 responses

@ Yes (&)
@ No (all)
Total responses | Question left | YES NO
(out of 200) blank
193 7 109 [56.5% |84 |43.5%

56.5% of person were having complaint of ulcer in mouth.

IF YES THEN HOW FREQUENTLY? (%5l &L <l 32l cuz?)

151 responses

1 WEEK (1 26a(32)
2 WEEK (2 2456<(32])
3 WEEK (3 246a(32))

61 (40.4%)
63 (41.7%)

22 (14.6%)

15 (9.9%)

When eat something like chips,...
Monthly

1(0.7%)
1(0.7%)
1(0.7%)
1(0.7%)
1(0.7%)

Month 2 var 1 (0.7%)

Total responses | Question left | 1 week 2 week 3 week Other
(out of 200) blank
151 49 61 |40.4% |63 [41.7% |22 |14.6% |5 |0.3%

40.4% are having frequency every 1 week, 41.7 are having every 2 weeks and 14.6%
are having every 3 weeks complaint of ulcer.
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Do you have problem of toothache? (2] dHal Elciall guitalloll MR B ?)

193 responses

@ Yes (&)
Total responses | Question left | YES NO
(out of 200) blank
193 7 109 [565% |84 |43.5%

56.5% people have problem of toothache.

Do you have problem of gum swelling or pain? (2] <ol UalHl At 3 guilallo{l }HRUL B ?)

194 responses
@ Yes (8l)
@ No (oll)
42.8% @ Sometimes (513 5)
42 8%

Total responses | Question left | YES NO Sometimes
(out of 200) blank
194 6 83 |42.8% |83 [42.8% |28 [14.4%

42.8% people have problem of gum swelling or pain and 14.4% face sometimes.

Do you have any problem of discoloration of teeth? (2] ctHal Elctoll 201l AH2UL B?)

196 responses
@ Yes (&8l)
@ No (sll)

69.9%

Total responses | Question left | YES NO
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(out of 200)

blank

196

4

137

1 69.9%

59

130.1%

69.9% people have problem of discoloration of teeth.

Do you have any problem of bad smell from mouth (FETOR ORIS)? ( 2] <ol WatHiell goiu (FETOR

ORIS) ol 5l&5 UHRAU B?)

194 responses

@ Yes (81)

Total responses | Question left | YES NO
(out of 200) blank
194 6 108 [55.7% [86 | 44.3%

s

55.7% were having complaints of bad smell from mouth.

Do you have ear or jaw pain due to this habit? (2] dHol UL WEAR S1RQ Slot 3 WSEUIHL LWL Al
87?)

193 responses

@ Yes (1)
n @ No (oll)
48.7%
Total responses | Question left | YES NO
(out of 200) blank
193 7 94 |487% |99 [51.3%

48.7% people were having ear or jaw pain due to habit of chewing habit.

ISSN : 2581-7175 Page 109



Lo

Do you feel any other complaints arising after starting tobacco chewing ? ( cl3l$ 2Uddle] 203 s21
US|l AHA o2 S5 s(Ra2uEl Gell 212 B ?)

83 responses

40

39 (47%)
30
20
8 (9.6%
10 6 (7.2%) ( )
242.4% 7 3,(3.6%) 4 (4.8%) |
1 (1.29(1. 2423 (1. 291 . A A.2%6) |1 (1.9 .22 A9 A 1. (. A9 .2%), 0] (1.29%0F1 (1.1C1.2%)% (1.1, 151, A9(1.29
0 e o owem Ll L | mm : —
Acidity Get fresh only if eat tob.. Mathu dukhe chakkar.. Nope Yes stool pass karva. ..
Don't know Kayre kayre mathu boo... NOT ANY Weight loss

Total responses ( out of 200): 83

No/not any 54 65.06%
Yes 14 16.85%
Constipation 05 6.02%
Headache 03 3.6%
Laziness 01 0.8%
Apthous/ APD 04 4.8%
Other 02 2.4%

Majority of people were not having any major complaints.

Do you suffer from hypertension or any other systemic disease? (2] 1R sl2AUR2 2ol AU AU Mol
S5 cAlRAULA A2l Ulstu 917)

191 responses

@ Yes (81)
@ No (all)
Total responses | Question left | YES NO
(out of 200) blank
191 9 50 [26.2% |141 |73.8%

26.2% people were suffer from HTN or other disease.
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If yes, then what complaints? (%1 &L, cll ugdl 9 s(RaLE?)

28 responses

10.0

Lo

10 (3?,7%)

7.5

50

25 2 (7.1%) 2(7.1%2 (7.1%)

T 1(3.6%1(3.6%1 (3.6%1 (3.6%1 (3.6%1 (3.6%1 (3.6%1 (3.6%1 (3.6%1 (3.6%) 1 (3.6%)
|
0.0
Chakkar aave Ha Not major complaint
Bp Diabetes Na

Total responses | Question left | DM/BP/ETC.. | NO/not major
(out of 200) blank
28 112 12 |42.85% |16 | 57.14%

Very few responded for the question out of which 42.85% were having complaints.

Did you consult a doctor in past for complaints regarding tobacco chewing and its effects? (2] R
ASLOHL MLy ALal Al sRauEl 12 siseRel Acte clell el & wa; Aol WMUA?)

196 responses

@ Yes (81)
@ No (sll)
@® Yes
Total responses | Question left | YES NO
(out of 200) blank
196 4 95 [46.40% 101 [51.50%

46.40% people have consult a doctor for effects and complaints regarding tobacco.
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Do you feel any threat related to cancer from tobacco chewing? (] dHal dxly Ulccltedl FouR
oA 518 UdR Al B?)

190 responses

@ Yes (8l)
@ No (sll)
Maybe ($ELU)
Total responses | Question left | YES NO Maybe
(out of 200) blank
190 10 82 [43.20% |81 [42.60% |27 |14.2%

43.2% people are having threat related to cancer from tobacco chewing and 14.2% are
doubtful for the same.

Do you feel tobacco chewing distort your mental health? (2] dHal A & 3 ity Ataaell -3
HIolRs el olo13 B?)

187 responses
@ Yes (81)
@ No (sll)

Total responses | Question left | YES NO
(out of 200) blank
187 13 110 [588% |77 [41.2%

58.8% people feel that their mental health got distort due to habit of chewing tobacco.

ISSN : 2581-7175 Page 112



Lo

Did you ever practice withdrawal of tobacco chewing in past? (2] 1R ejctsitanil A2 AHLG Olsall

Qe 53l edl?)
® Yes (&)

190 responses

Total responses | Question left | YES NO
(out of 200) blank
190 10 114 [60% |76  |40%

60% people have practice withdrawal of tobacco chewing in past.

Did you experience any tobacco chewing withdrawal symptoms? (g] d® dHl§ Ulciclla]
s cllotl Aol wajaicl sl §?)

190 responses

@ Yes (8l)

@ No (o)

@)

@ Crewing for it all the time

Total responses | Question left | YES NO
(out of 200) blank
190 10 93  [48.9% |94  [49.5%

48.9% people have experience tobacco chewing withdrawal symptoms.
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How did you get this habit of tobacco chewing?

-

191 responses

39.8%

@ from family (WRaR d:s2ll)
@ from friend (A d:sell)

self (<)

(s aLaaloll HUE A dHal 3l A usdl?)

@ from T.V ADVERTISE OR ANY OTHER
MARKETING STUNT (%1330t 12Lell
VLo SlURL HBRoL el

Total Question From From friend self From tv
responses left blank family AD or any
(out of 200) other

190 10 53 |27.7%|76  [39.8% |40 [20.9% |22 |11.5%

Majority of people got this habit from friends & family.

Did you mental status change after getting this habit of tobacco chewing? ( d™l$ 2atctcallo{l JULE
usal Uedl 2] 3 HIcl@s RA(A HECUES OLES?)

186 responses

@ Yes (&81)
Total responses | Question left | YES NO
(out of 200) blank
186 14 101 [59.1% [76  |40.9%

59.1% of people got their mental status change after getting the habit of tobacco

chewing.
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IF YES, then in what form ( 281 &, cll 520l Rc3UHI)

152 responses

@ got angry easily (A0 ALl IRAU wlcll)

@ got irritable easily (MR AL RSLES st
8)
got anxious or restless (A At WU cll
AAat U oL2A)

®

@ Not much

@ Depression

@ All above

Total responses (out of 200):152 QUESTION LEFT OUT :48
Got angry easily 60 39.5%
Got irritable easily 47 30.9%
Got anxious easily 39 25.7%
Other 06 3.9%

Do you currently have status of financially independent person? (2] ct3l WA slcAHl AU s A
eld o culsAe(l RAQA 82?)

190 responses
® Yes (8)
@ No (sll)

Total responses | Question left | YES NO
(out of 200) blank
190 10 118 [621% [72  [37.9%

Only 62.1% were financially independent who have habit of chewing tobacco.
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If no, then how did you manage expense related to your habit of tobacco chewing? ( %l ail, dl d®
Aty Atctelloll dxdl e d el AoiRd wle] Autcet 3l A 532)

54 responses

8

8 (1".8%)

2 (3_‘7%)

. By earning From saving
Borrow from frien... From Parents

It's cheap

2 (271(3.7%) 2 (3.7%)
|

Na

Personal expenses

No.

2 (3.7%)

Savings

3 (5.6%)

Steal from father...

Majority of people try to earn or manage from pocket money from parents or else.

Did your savings get affected with this habit of tobacco chewing ? (] Mg Alctclloll we el
AHIZ] AR WAR UL B ?)

184 responses

@ Yes (1)
@ No (sll)
TOTAL RESPONSES | Question left | YES NO
(OUT OF 200) out
184 16 120 [65.2% |64 | 34.8%

65.2% of people’s savings got affected due to habit of chewing tobacco.
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Did you social life get affected after this habit of tobacco chewing? (g Ulclcallo{l AULE A Ul
AHLER UHURS ot yclllQd 22 B ?)

187 responses

@ Yes (&)

@ No (sll)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
187 13 101 | 54% 86 | 46%

Social life of 54% people got affected due to habit of chewing tobacco.

Do you feel embarrassment due to this habit of tobacco chewing? (ctilg Alctclloll UL AULE A 5128
9] A 2ARH ojeLcl ©91?)

186 responses

@ Yes (1)
@ No (sl)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
186 14 97 152.2% |89 | 47.8%

52.2% people feel embarrassment due to the habit of tobacco chewing.
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did you practice more isolation after getting this habit of tobacco chewing? (g AR AHLS Ulaatell
BULE L ULSAL US| cly A SC ALl AeULRA 53 91?)

186 responses

@ Yes (&l)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
186 14 102 |54.8% |84 | 45.2%

54.8% people practice more isolation after getting habit of tobacco chewing.

Do you avoid social gathering consciously due to habit of tobacco chewing? (g AR AL Alaatedl
ULE Aol 5101 AGUAUB UHUZs Aouasial 2Loll £91?)

185 responses

@ Yes (&8l)
@ No (al)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
185 15 98 | 53% 87 | 47%

53% people avoid social gathering consciously due to habit of tobacco chewing.
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Do you have any problems in socialization due to complaints arising from this habit? (2] d{ol 24l
UE AUl Ul RUEA 5120 UMY SWUHL 51 AHRAU B?)

187 responses

@ VYes (8)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
187 13 97 [51.9% |90 | 48.1%

51.9% people have problem in socialization due to complaints arising from habit of

tobacco chewing.

Reactions from family members about your habit of tobacco chewing? (g utctclle{l A3 AME
QA URalRetl Al YAB120?)

181 responses

@ yes (&81)
TOTAL Questions left | YES NO
RESPONSES (OUT | out
OF 200)
181 19 108  [59.7% |73 | 40.3%

59.7% people got reaction from family due to habit of chewing tobacco.
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Did you ever felt any major relationship issue due to your habit of tobacco chewing? (A™l$
Atatclloll AMIZL AUE A S1RE dHA s Aoito(l SleS S MU Wojeialles B?)

187 responses

® Yes
@ No (all)
Maybe (SELU)
TOTAL Questions left | YES NO Maybe
RESPONSES (OUT | out
OF 200)
187 13 62 [332% (84 |44.9% |41 [21.9%

33.2% people felt relationship issue due to habit of chewing tobacco.

Manner of response when someone asking you to quit this habit of tobacco chewing ?

(1.

Total responses (out of 200): 100

Ignore 39 39%
Avoid 11 11%
Rudely deny 11 11%
No responses 24 24%
Other 15 15%

APPENDIX

1. SCREENING FORM:
* Indicates required question

1. Name *
2. Age*

3. Contact number *

4. Sex Do you have habit of chewing tobacco?
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Yes/no
5. If yes, in which form you consume?
6. If in chewing form then from which age ?
7. How many times a day you consume it?
8. Do you consume while sleeping?

9. How frequently you chew?
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1. SURVEY FORM:

survey form

SURVEY FORM

* Indicates required question

1. NAME *

2. CONTACT

3. AGE*

4. Do you feel any physical changes in body due to habit of chewing tobacco?
(2 A dnig gl e 51REL AN SIS AR RSs 5F1R1 iqeaud D7)

Mark only one oval.

) Yes (1)

) No (1)

5. Do you have any problem related to oral health?
(2 dnxA Hl[vs a1e 2foi(Ed 165 AHUL 97)

Mark only one oval.

) Yes (1)

) No (<L)
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6.

DO YOU HAVE ANY PROBLEM IN OPENING OF MOUTH?
(2] i Hl wldami 18 41 B7?)

Mark only one oval.

) Yes (1)
'No (1)

) Sometimes (5u135)

Do you have any problem in Brushing teeth?
(2 M Eict ALg SRAML S1E MU B?)

Mark only one oval.

) Yes (1)
) No (1)

Have you notice bleeding while brushing?
(2] ¥ oi2l 5l duid B2 Al 87?)

Mark only one oval.

) Yes (1)

) No ()

Do you have any problem in Ulcer (in terms of frequency/tendency)?

(2 dHA AR (uad/g -l afe) i sl w1 87?)

Mark only one oval.

) Yes (1)

'No (1)

s
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10. IF YES THEN HOW FREQUENTLY?
(ol sl 52l @2?)

Check all that apply.

1 WEEK (1 21su(33)
2 WEEK (2 24541(3%)
3 WEEK (3 215a(3%)

| Other:

11. Do you have problem of toothache?
(2] et el guuall 242018 7)

Mark only one oval.

) Yes (s1)

) No ()

12. Do you have problem of gum swelling or pain?
(2] i daii Al § gutardl a8 ?)

Mark only one oval.

) Yes (s1)
) No ()

) Sometimes (5U135)

13.
Do you have any problem of discoloration of teeth?
(g etHA EicteL 21l A0 B7?)

Mark only one oval.

) Yes (s1)

) No ()
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14.

15.

16.

17.

18.

Do you have any problem of bad smell from mouth (FETOR ORIS)?
(g i Hlaiell golet (FETOR ORIS) <l 185 2441 87)

Mark only one oval.

Yes (st)

) No (1)

Do you have ear or jaw pain due to this habit?
(8] dHA 2L 2ALEd 5REL S1 5 SeUHi guilal A B7)

Mark only one oval.

) Yes (s1)
) No ()

Do you feel any other complaints arising after starting tobacco chewing ?
(g et 23 suluedl dud 2 51 sRuEl Goll i 8 ?)

Do you suffer from hypertension or any other systemic disease?
(2] et SlUuRS-2A4 Ul 24U 16 cARALA A0 Ulsi e917)

Mark only one oval.

) Yes (st)
) No (L)

If yes, then what complaints?
(981 s, oll ugdl g 5Ruie?)

s
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19.

20.

21.

22,

s

Did you consult a doctor in past for complaints regarding tobacco chewing and its
effects?
(3] il egctstami duig aaal 2ial-l sRuiel 12 sisex-l ucs dlel sdl & 21; d-l 2421217)

Mark only one oval.

) Yes (1)
No (1)
) Other:

Do you feel any threat related to cancer from tobacco chewing?
(g dHA g ALl $-42 AoilEd S16 vidl dl 8?)

Mark only one oval.

) Yes (s1)
) No ()
) Maybe (st1)

Do you feel tobacco chewing distort your mental health?
(2] ot Al B 5 g aaatell dHR HIdRLS AR o3 87)

Mark only one oval.

) Yes (sl)
) No (1)

Did you ever practice withdrawal of tobacco chewing in past?

(2] ot etstaHi SURY dHLg elsal Wse s sdl?)

Mark only one oval.

) Yes (s1)

) No (1)

Page 126



ISSN : 2581-7175

s

23. Did you experience any tobacco chewing withdrawal symptoms?
(2 ot ctH1g Aladly Biscl-ll Qe 2geid 52U 87?)

Mark only one oval.

) Yes (&)
) No (1)
) Other:

24. How did you get this habit of tobacco chewing?
(g Ataatdl 2uied dud 5dl Ad udl?)

Mark only one oval.

) from family (uRa2 dzsell)
from friend (=t dzs2ll)
self (24)

() from T.V ADVERTISE OR ANY OTHER MARKETING STUNT (5121l 212icll 242 SISl
HI5(Ea1 22euiell)

25. Did you mental status change after getting this habit of tobacco chewing?
(g Actall 2uEd usi Ul g dHidl HiRs Ru(A cieas AS?)

Mark only one oval.

) Yes (s1)

) No ()
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26.

27.

28.

29.

s

IF YES, then in what form
( ol sl dll suLa3unD)

Mark only one oval.

) got angry easily (22012l 3221 el
) got irritable easily (e2cclie]l BisieS on B)
) got anxious or restless (¢l ual cial- ue aul)

) Other:

Do you currently have status of financially independent person?

(R WA steui 241 Ad adA culsal Rl 8?)

Mark only one oval.

) Yes (s1)

() No(w)

If yes, then how much expense did it cost for your habit of tobacco chewing?
( owl s, ol duig Ateell diRl e Hi2 S2al vl 2u1?)

If no, then how did you manage expense related to your habit of tobacco chewing?
( osl AL dl ¥l g il dR 2qedell ioilfd vl Q2w 5d13Ad 534?)
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30.

31.

32

33.

s

Did your savings get affected with this habit of tobacco chewing ?
(2 g Al vuedell dudl cudd 2R 68 B 7)

Mark only one oval.

) Yes (st)

No ()

Did you social life get affected after this habit of tobacco chewing?
(ctHg Ataatdl 2ued Ul dHID AHCS d- uet(dd 24 B ?)

Mark only one oval.

) Yes (&l)

) No ()

Do you feel embarrassment due to this habit of tobacco chewing?
(ctHig uaatdl 2t e 51RE1 g di ARM vl B1?)

Mark only one oval.

) Yes (s1)

) No (1)

did you practice more isolation after getting this habit of tobacco chewing?
(g o drtg Alaall 2led Wl Ul ag Asecdi-l 21601 521 ©917)

Mark only one oval.

() Yes (sl)

~ ) No ()
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