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BACKGROUND

Tobacco consumption is a huge public health issue and its impact is especially devastating
among the poofTobacco is the second major cause of death in the world. It is currently
responsible for the death of ometen adults worldwide. Every.®%seconds one tobacco user

dies from a tobacceelated disease somewhere in the world

One third of the Indian population consumes some form of tobacco. This addiction is deep
rooted and presents differently across thentgu Evidence from GATS Surve presents

55.4% Smokers and 49.7% Smokeless tobacco users are interested or planning to quit the
addiction.

India has been in the forefront of tobacco control activities and played a leadership role in
bringing region spéfic issues like smokeless tolzacinto the frayGovernment of India has
made tremendous strides in tobacco control efforts by implementing various initiatives from
Advocacy leading to the signing and ratification of the WHO Framework Convention on
Tobaco Control (FCTC) in 2004; condting the Global Youth and Adult Tobacco Surveys.

The recognition of associations between tobacco use and oral health, as well as the benefits
of tobacco cessation on oral health outcomes makes it imperative for natidnhtalth
programmes to activelgupport tobacco control efforts at both the clinical and community
levels.The National Oral Health Program (NOHP) under the Ministry of Health and Family
Welfare Govt. of Indiareinitiated its activities in 2014 and hasdeaapid developments in
promoting oral health across the country and strengthened systems. In omgkemet@te
evidence that could be translated to policies the NOHP proposed and now is developing
National Resource Centres across the country by pamgnevith imminent Dental
Institutions who could support and translate evidence to policies. Further building resource
capacities at national level is another important goal of National Resource Centres.

The National Resource Centre for Oral Health & TobaCGmssationvas established by at
MAIDS with support from theMinistry of Health and Family Welfar€&overnment of India
andDepartment of Health and Family Welfaé@vernment of Delhi.

NRC for Oral Health and Tobacddessatiorenvisions being a single pwiof contact in
developing, imfementing and advancing the scope of dental health professionals in tobacco
cessation for addressing patient care, research and capacity building along with integration in
dental education.

The National Resource Centnasnow developed this tobacco ceseatmanual for dental
professionals with the help of 18 Technical experts from various medical and dental
specialtiesworking in imminent institutionswho have provided their valuable as well as
practical inputs in makindiis manual relevant to Indian G@xt.

As we are aware thatedtal health care providers have several roles to play in tobacco
control, including preventing netmbacco users from starting to use, assisting tobacco users
in quitting, and protecting netobacco users from exposure to &olbo smoke. The manual




focuses on equipping dental professionals wktftowledge, skills and confidencefor
applying best evidence for tobacco cessatidespite the evidence on the effectiveness and
costeffectivenesf tobacco cessation interventions prided by the dental professionals,
more than 50% othem, especially those in lowand middleiincome countries, do not
routinely deliver these interventions.

The lack of knowledge and skills about tobacco and tobacco t@aanajor barrier to the
provision of tobaccocessationinterventions. Thditerature evidence has also shown that
dental professionalsave a desire to receit@mal fraining in patient counselling.

The manualis based orcurrentempirical evidencebest practices and extensivenatal
experience. The document aims to serve as a quick reference guide to help oral health care
providers deliver tobacco cessation as part of their routine pradtiis.guideline provides
information on the various forsnof cessation support from bfietervention to the more
detailed pharmacological interventionthe efforts are an attempt towards making the
community tobacco free.
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Message

It gives me immense pleasure in introducing the manued tilfédbacco Cessation in
Dental SettingsReference Manual for Dental Professiopalswhi ch i s devel op
Resource Centre for Oral Health and Tobacco Cessation under National Oral Health
Programme at Maulana Azad Institute of Dental Sciences, Dl

Convergence of sincere efforts made by multiple healthcare professiamals f
tobacco cessation is really commendals.a signatory to FCTC 2004, India is abide to
develop her own guidelines to preveleivelop accessible, affordable, and effextigssation
programs in a variety of settings such as educational institutionhdsea facilities,
workplaces, and sporting activities.

Use of tobacc@ontaining products has been associated with both immediate and
long-term adverse oral and systenaffects. Tobacco uséead to tobacco depeence It is
critically important that pFvention and cessation prograrsisould be availabléo help
people break their tobacco addiction for good.

The document will serve as a guideline and develop greater cocdider dental
professionals in imparting evidence based tobacco cessation services

On the release of this manual, | extend my good wishes and hope that manual will
also be a guide for technical training of dental professionals.
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MESSAGE

Tobacco use is a major public health d¢bayje and requires collaboration among
different healthcare professionals to addriéssmpact holistically The adverse effecisf
tobacco use on oral health apeite evident and dental professionals ararifided position
to advice users about tobaccessation. Sensitization amstructuredtraining of Dental
healthcare professionals in Tobacco Cessation can play a vitahreteengthening those

services

Tobacco Cessation in Dental Settingeference Manudbr Dental Professionals is
intended 6r providing evidence based cessation servitedl the levels of healthcare. It has
been developed to enhance the competence and skills in scaling up the challengifg task o
tobacco cessation in dentattings aaoss the country

To achieve the goal of expanding tobacco cessation services in India, this manual
has to be widely disseminated to reach all relevant stakeholders. | convey my best wishes to
the Core Committee of the technical expelational Resoure Centre for Oral Halth and
Tobacco Cessation at MAIDS, Delband National Oral Health Program Divisionfor the
release of the reference manual and wish them all the sundésé ifutureendeavors

T

Date : 18.05.2022 (Rajesh Bhushan)
Place : New Delhi

Room No. 156, A-Wing, Nirman Bhawan, New Delhi-110 011
Tele : (O) 011-23061863, 23063221, Fax : 011-23061252, E-mail : secyhfw@nic.in
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MESSAGE

Tobacco use i s signifieant seaurage dtlfas is mspansible for
numerouspreventablemorbidity, most of which have the potential to kill its consumers
prematurely. While Medical Professional deal with a variety of systemic disorders related to
tobacco in virtually every fiel, including internal medicine, surgery, and
otorhinolaryngology, dental professionals find themselves in a unigue position whereby, they
can have an access to the ill effeof tobacco us at an early stage as thgfreach to a large
number of tobaccaser with a considerable potential in terms of persuading the user to quit
tobacco use (both by oral intake and smoking).

The development of the Manual has followed an iterative procesfradting,
review and discugsn and is based on recent scientéadence and best practices from
around the worldl hope that the Manual will help to furthetrengthen tobacco cessation
services through providing interventions tailored to local needs in Indian context.

| congratlate National Resource Centre for Okddalth & Tobacco Cessatioma
National Oral Health Programme for developing this document and look to their
implementation at all levels of healthcare across couhwish that this manual becomes an
important linkin tobacco cessation. It would be dnder that this manual is available in a
PDF format on the mobile phones of users for ready reference as required.

(Mw

(Atul Goel)

Room No. 446-A, Nirman Bhawan, New Delhi-110108
Tel. No.: 011-23061063, 23061438, Fax No.: 011-23061924, email: dghs@nic.in
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FOR RD

Tobacco cessation in India needs to be implemented in multiple healthcare settings. Training

and capacity building of dental health professionals will be an added advantage in reducing the

burden of tobacco use.

This manual lays down guidelines for dental professionals to build capacity and strengthen
tobacco cessation services. The document has been divided in to various sections to make it user
friendly. The document describes behavioural, pharmacological interventions and develops a

comprehensive outline for tobacco cessation interventions pertinent to health professionals at the

individual and community level.

I request all the stakeholders to ensure that these guidelines are widely disseminated and
implemented across the country. I am very sure that the reference manual will help in setting global

standards for tobacco cessation intervention provided by Dental Professionals.

Room No. : 158-A, Nirman Bhawan, New Delhi -110011
Tel. : 011-23061481, 23063506, E-mail : roli.singh@ias.nic.in
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MESSAGE

Tobacco pidemic in India and the South &t Asia regio differs from other
developed countries. Tobacco use in India is prevalent among 28.6% of tobacco users with
higher prevalence among males (42.48a} (14.2% in females.Many tobacco users are
willing to quit tobacco buremain unsuccessful due k d professional suppart

Dental healthcare professionals are an integral part of the human resource in the
healthcare delivery system in the countDental Professionals can reform the delivery of
structured tobacco cestfon services to all its patient$ o consume tobacco.

The content of the manual are evidence based, practical and designed for effective
tailor made interventions for tobacco usémsdental settingsl am confident that this
document will bevaluable for improving the quality of tobaxaessation services and
reducing the burden of tobacco use in India.

I would like to acknowledge the efforts put blational Resource Centre for Oral
Health and Tobacco Cessation at Maulana Azad Institute daD&oiencesn preparing the
document.

(Amit Singl
Secretary (Health &FW)
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MESSAGE

Greetings to All

Tobacco Cessation is an integral part of Tobacco Control strddegyalHealthcare
Professional®iave been identdd as key stakeholder in imparting tobacco cessation services
within the practices as well asommunities. Tobacco Cessation in dental set up should not
be elective but should be available to all tobaccosugdntal Council of India (Bl) has
always enisioned Dental Institutions as potential available resotocgromotionof oral
health and delivering cestion services to all.

To further upscale the Tobacco Cessation Services, National Oral Health Program,
MoHFW, Gol & Dental Counci of India releasd the Operational Guidelines for
AEstabl i shment of Tobacco Cessat.iTheben@ent er
Council has strongly recommended implementation of TCCs across Dental Institutions. The
National Resource Center f@ral Health and Tieacco Cessation (NRC GFC) is the nodal
center for establishment of TCC, capacity building of dental pifeals & Research for
tobacco cessation.

The structuredTraining Module will enable standardized capacity building of the
dental professional acresthe country and effective implementation of TCC services in
India.

N

Dr. Vikrant Mohanty (Dr. Dibyendu Mazumdar)
Professor & Head

MAIDS, New Delhi

Email: vikrantmohanty@gmail.com
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Prof. (Dr.) Sangeeta Talwar
Director - Principal

MESSAGE

Tobacco use and impact on Oral digsagose anajor health burden in India. There
is adequate evidence which confirms or suggests that tobaedwas a causal relationship
with many oral diseases and conditions includiogal cancers and other mucosal lesions,
periodontal diseases, dentahries, ad premature tooth loss. Further dental treatment
outcomes remain affected gravehhe current maral augments the efforts to integrate the
existing guidelines which are besited for dental settings.

This manual has been put together with tfierts of technical experts from various
esteemed organizations with vast experience in tobacco cessatmiitiple settings. This
manual will serve as handy technical guide for emgbtlental professionals to expand the
tobacco cessation services. hgoatulae the Core Committee and Team NRC at the Institute
and hope that this manual will promote struatuteaining of dental professionals while

improving treatment outcomes acrobe tountry. Tobacco Cessation should be universally
available to allébacco uers.

Al

(Sangeeta Talway
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LEARNING OBJECTIVES

Attheend of thichapter, theprofessonals shouldeable tounderstand the
9 Swpeof TobaccoCessation iDentalsettirgs
 Roleof dentalhealthprofessionalsn tobaccacessation

9 Approachto providetobaco cessdbn interventionin dental settings

INTRODUCTION

The Govemment of India ratified the WHOFramework Conention on Tobaco Control (WHO
FCTC) in May 2004 the first ever internationaloverarchingpublic health treaty focusing on the
global public health issuof tobaccaontrol.

Article 14 of WHO FCTC: Tobaccodependenceand cessation

RequiresParties to dedlop accessild, affordable, and effective cesigat programs in a variety of
settings such as edational institutions, healthcare facilities, workpks;, and sportingctivities.
Cessation activities include diagnosis and treatment ofcimdadependenceas well as
counsellingservices.

Tobacco dependence is a chronic condition that frequently rtatessprofessional intervention.
Various health carprofessionals are involved in tobacco control and cessation activities watkel
Dental settings pruide an excellent site for providintobacco intervention services since 1970s. In
developed countes, more than 60% of tobacco users see their dentdgnal hygienist annually.
Evidence from the Cochrane database has proven that poofgssitervetion for tobacco cessation
conducte by dental health professionals increase the odds of tobadiweabs rates by 1.71 (95%
Cl =1.442.03)among tobeco uses.

Tobacco epidemic in Indiand South East Asia regiatiffers from other develogd countries.
Tobacco use in India is prevalemtinong28.6%o0f tobaccouserswith higherprevalencemongmales
(42.4%)and14.2%in females Smokelesform of tobaco is mae prevalent in developing countries



like India. Khaini is used most common(¥1.26) followed by bidi (7.7%), gutka(6.8%)and fetel
quid with tobacca5.8%)

Global Adult Tobacco SurvefcATS-2) was conducted in the year 26018 andcovered 30 stas al
02 Union Territories of IndiaThe nationally representative surveyealed tha52% of tobaco users
are willing to quit tobaco. However the penetratiofh different methodsto suppot cessationby
health professionalgemainslow. Most usersareattampting to quit, but without any support. Most
users who are attempting to quit amesuccessfulosustain the quit status fore@v a month. A small
proportion of smokers (4.1%) even make wrongchoiceof switching to smokeless tobaces an
appoachto quitting.

Tobaccouserswvho hadbeenadvisedoy a healthcareproviderduringthe pastl2 morthshasl.11odds
of quittingtobaco compared tthose who were not advised by health cacider.

SCOPEOF TOBACCO CESSATION IN DENTAL SETTINGS

Dentd professionalsare in the unique position in helpingtobacco
usersas they can reachlarge numbersof tobaccousersand have
considerale potentialin persuadinghemto quit. Dentalpatient are
particularly receptiveto healthmessagest periodic ched-ups, and
oral effects of tobaccouse provide visible evidenceand a strong
motivation fa tobacco gersto quit. Oral manifestatiortan assist
customize interventions and boost their effeciveness, especially
among young users in the eastagef tobaccoinitiation.

One unique aspect of dentistry is that some of the adverakh

. . . Fig. 1.1: Oral Health
effectsof tobaco use are clinicallyapparent in tb oral cavity at an 9 examination

even relatively early stages of ugaurther dentist spend chair side
time diagnosingandtreatingpatientswhich canbeutilizedasii T e a c M@ b & réar lsridgingabout
healthbehaviourchangeeffedively.

As emptesized in the World Oral Health Report 2003, there are also ethical, moral and
practicalreasonsvhy oral hedth professional€an playanimportant rolein helpingtobaccousers
to quit:

0 They are especiallyconcernedabout the adverseeffects cawsed by tobaccouse in the
oral cavity.

0 They typically have accessto children, young peopk and their caregivers, thus
providingopportunitiego influenceindividualsto quitor neve begin usiag tobacco.

0 They often have more time with patients than mary other health professionals,
providing opportuniies to integrate tobacco cessationinterventions into their clinical
practice.

0 Theyoftentreatwomenof childbearingage,andarethusableto explain the potentialharm
to babies from tobacco use.

0 Theycanbuildtheirp a t i ietarestid giscontinuingtobaccouseby showingactualeffects
of tobacco inthe mouth.

0 They are aseffectiveasotherhealth professionals helpingtobaccousers quit.



In addition to lelping current users quit in clinical settings, dental hezdire professionals can play a
vital role in providing commnity-based tobacco cessation services, building capacity and creating
relevantinformationregading tobacco usard its ill-effects.

At the community level, local dental societiesand dentistscan becomeinvolved in local tobacco
control coalitions, whik funcion to mobilize and empower the community to makectiengeghat
support noruseof tobacco.

Communitybasel programs may inclile activities such as educating the public on the hbatitwrds
of environmental tobacco smoke, promoting smftke restaurats, and encouragingolicies and
programs thasupport prevention antessation of tobaoaise

APPROACHES TO PROVIDE TOBACCO CESSATION INTERVENTION BY DENTAL
PROFESSIONALS

0 Tobaccointervention must be viewed as an integral part of
quality dentalcare. Many tobaccousers visit a dental office
every year, so it is important that dentistsgrepagd to provide

5 A to Help Patient Quit

Ask

effective and structed interventions. About use, History B tobacen habits
0 Dental health professionals carsiastheirpatients in aaumber _ Advice
. K i Dizcuss hezlth risks & encoursge to
of ways using the evidendmsed pproache in the form of quit
brief interventions angharmacotherapip quittobacco use. .

W’lllingness-m quit

0 With referenceto the brief ntervention, to thosesho are willing

Assist

to quit, the five major steps( /s an)the dentalcaresetting With quit actempts & help creats an
plays an important role. It is important for the dental care S
providerto Ask the patient if he or she uses tobacéavise Arrange

Follow-up care

him or her to git, Assesswillingness to make aug attempt,
Assist the patient in making guit attemptand Arrange for
follow-up contacts to prevent relapse. The straegies ae Fig. 1.2: 5A0 @Five Major Steps
designed to be brief, requiring three minutedesis of direct Help Patient to Qui)
clinician time.

0 For thosewho are not ready to make a quit attempt, may

L . . . ~ 5 R's to Increase Motivation to
respondto a motivationalintervention built aroundthefi 5 R's

Quit
RelevanceRisks, Rewards, Roadblezknd Regtition. Dental | . .
Professionalsshould inform about thdkelevanceof quitting o qumnﬁ';ﬁ:‘fﬁa"mlmnt
tobacco,Risk of continung tobaccouse Rewardsof quitting = * : g
tobacco, Identify Roadblocksin quitting habit Repetition at Negati,mm:q'%:f,cmrmbmu
everyvisit. \ usz J
. i Rewards )
0 Pharmacotherapy for tobacco deperte treamnent issafe and Benafits of quitting tobacco
effective and significantlyincreaseghe chancefor longterm @ - -
. . . . Roadblocks
tobacco abstnence compared with guit attemptsunaided by Wlentify barriers o quitting
harmacotherapy. -
pharmacotherapy h — Y
X . i Repest it during every visit by the
0 Interventionsthat combine pharmacotherapyand behavioral = | patient J

supportincreasetobacco cesgion succesgates omparedto

single interventionUse of lifestyle modifications by including Fi9- 1.3 5Ro ive Major Steps:

Increase Motivation to Quit)
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yoga, eercises,healthy sleeppractices and dietattyabits modifications under supervisidy
trained health professionals would yield betteatmenbutcones

CONCLUSION

If all dental care providers routinely ask about tobacco use and advise tobacco gsirshieyhave
the potential to reachmorethan80% of all tobaccousersperyear, trigge0% of casegto makea quit
attempt;andhelp 2-3% of thosereceivingbrief advicequit successfullyHelping patientsquit tobacco
as a part of routine practicekes only thee to five nnutes which is feasle, effective and efficient.
All dental healthcarnprofessionals shoulalso promoteéobaccefreeworkplacestrategies.

Dental lealth professionals can fulfill to become a role model in many Wwagsitting bbaccofrom
being an adwecate of change, reseeher, health educatand clirician, which will not only help
individuals but alsehange communjthealth behaviour.

KEY TAKEAWAY

1 One unige aspetof dentstry is that sme of the adverse health effects of tobacco use
clinically appaent intheoral cavityin evenrelatively early stagesf use.

1 Dental pofessiorls are in the unique position in helpitgbacco users as thean reach
them outin largenumbers and haveonsiderable potential to pursue and motivate them
quit.

PROFESSIONALINSIGHT

Oral healthprofessionalshouldroutinely offer threeto-five-minute brief tobaccointerventionso
all tobacco users in primary careowh the \s and5Rs models WHO

Do 6 s a nsdor @lmaocéGessationCounselling

DOG6 S DON&T

1. Ask abouttobaccouseto evey individual Judgethe patient a label aperson

2. Clear and strong advice to quit for the Give moralistic advice

tobaccouser .
Falseassuranceor promises

S e Ui Provide incorrect information

4. Providing the needed guidance and
support

CIRS ERN CORNIDRN =

Focuson the negatives

5. Plan follow-up and educate the
family/friends about second hand smoke
and to maintain social support

Table-1.1: Tobacco Cessation Counseling fdhe Dental ProfessionalsDo 6 s & Dondt s




LEARNING OBJECTIVES

Attheendof thischapter,the professionalswill beableto understandhe
i Differentformsof tobaccoproducts

9 Epidemblogy of tobaccousein India

INTROD UCTION

Tobacco use itsignifidast single causd @ prevabte sleaths and iliness, which kills

half of its consumergrematurely Accordingto theWorld HealthOrganizationfWHO), althoughthere

is adeclinein manyhigh-incomecountriesthe epidemiccontinuego ravagelow- and middleincome
countries. It hakeen estimated that between 2005 and 2030, 175 million people across the globe will
die from tabaccorelateddiseasédf immedate steps r etakénttocurb theepdemic.

The tobaccelant was a new world plant. It gremildly (Nicotiana Rustica), but waalso cultivated
(Nicotiana Tabacum) by Native Americans. Tobacco cultivation in India wasdiden by the
Portuguesén 1605 Initially tobacco was grown indra and Mehsana digtts of Gujarat and later
spread to dter areas of the country. Wild Talim was used by Shamans for religious, or spiritual,
purposes. It naturally contains nicotinentant of up to 9%; thigs abou 3 to 9 imes more nicotine
than cultivated tobacco,which containsabout1% to 3% nicotine content. The leaves of wtivated
tobaccoaretypically processed into tobacco produ@sy.,cigars, cigarettes, etc.)




TYPES OF TOBACCO

India is a cultwally diverse néon with a huge varietpf tobacco productavailable. It is the second
largestconsaimerof tobaccaglobally, andaccountsfor approximatelyonesixth of theworld'stobacce
related deaths. The tobacco probleninidia is peculiar, with ansumpton of avariety of smokeless
andsmokingformsor dud useof tobacco A brief summaryof the varioustobaccoproductsavailable
is mentioned below.

TYPES OF TOBACCO
|
| | | 1
SMOKE FORM SMOKELESS T%?)%tggo E-Cé?\latgzttes
i FORM Products ENNDS

_ Paan

Cllteie Mainpuri Tobacco
Chillum Mawa
Chutta/Cheroor Zarda
Dhumti Gutka

Hookah Paanmasala

Hookii Kiwam

Kreteks Red ToothPownder
Sticks Snuff
Khaini
Mishri

Gudhakhu
CreamySnuff

PattiwalaTobacco

Bajjar
Gul
Tuibur
Hidakphu

Fig. 2.1: Types of TobaccdProducts
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SMOKELESS FORM OF TOBACCO

Smokeless tadcco, whether ofhe chewing variety rosnuff, mashercontain several carcinogen$ o
which tobacco pecific nitrosamines are the mosgsificant. The major smokeless forms of tobacco
availablein India are adollows:

1. PAAN

~

(0]

Most commonform dating backto morethan 2000 years.
Paarrefers tobetel leaf(from piper betelwine).

Quid (alsocalledbeedatambula) containgreca nutvhich
may be used raw, baked or boiled lime obtaifiexin lime
stone or sea shells, and according to lazstomsmay
include aniseed,catetiu, cardamom,cinnamon, coconut,
cloves, sgarand tobacco.

2. MAINPUR I TOBACCO

Includes tobacco,slakedlime, finely cut areca nut,camphor
and cloves. All this was made into a pastesanearedn
betel leaf andthewed.

Mainpuri name comes fre a placein U.P near Agra,
where it B usuallycheweal and famous among locakhigh

prevalenceof oral leukoplakia and oral cancershheen |

found in this place and among these people vegularly
chew mainpurpaan.

3. MAWA

Mawa is a mixture ofthin shavngs of arecanut with
additionof sla&kedlimeandtobaccolt is usuallywrappedn
cellophangaperandtiedin theshapeof asmall kall.

Commercially available in small ball form packed in [|§

pouch. Before consumption the poushvigorously rubbed|=

in the pain to mix he contents. Consumeth Guarat,
Bihar and easterimdia.

4. ZARDA

(@]

O«

O«

Tobacco leaf boiled in water along with lime and
spices untilevaporation.

Theresidualtobacco ighen driedandcolored withdyes.

Zardamay bechewed byitself, with are@nutor in beté-
quid.

|

Fig. 2.5Zarda



5. GUTKHA

0 It is prepare by crushingbetel nut, tobaccoand adding
somesweetor savoryflavor.

0 Gutkhaoriginatedin India, but becauseof its sweetflavor
it is takenup by westerncountrieandwidely used.

6. PAN MASALA

0 Panmasalacomesin attractivefoil packets(sades) and
tins,whichcanbestored and carriedonveniently.

0 Carying a pan masalatin has even becane a status
symbol, andoffering pan masalais acceptedas implying
hospitalityandequality.

7. KIWAM

1 Kiwam is a tlck paste prepared frontobacco leakextrad,
spices (e.g., saffrongardamom, aniseedand additives
suchas musk. Kiwam is placed in the otbh and chewed of
used as an optional tobacco ingredient in betel quid.

8. RED TOOTH POWDER

1 It is a commercily available dentifrice thta contairs
tobacco. These nicotinecontaning toothpowders (dant
manjan)lack pictoral warningwhich implies that thesare
disguised asa dentifrice.

Fig. 2.8Kiwam

9. SNUFF

T Dry snuff is a finely powderedtobaccothat is inhaled
throughthe noseor takenby mouth.Oncewidely used now
has delined. Moist snuf is a powdered tadcco finely
ground, held beteercheekand gums.

\

Fig. 2.9 RedTooth Powder

0 Otherpartsof moistsnuffincludekhaini, shammahandaas omaswa.

Fig. 2.10 Snuff




10. KHAINI

1 Itis powdered swdried tobaco; slaked lime pastaixture
occasbnally used with are@nut. This form is used
widegpread in Maharashtra and severatesanNorth India
like Uttar Pradsh, Biharetc.

1 The ingredients are vigorously mixed with thumbntake
the mixture alkaline,and are placedin the premdar region
of the mandibular groove

11. MISHRI

0 Prepard by roasting tobacco on a hot met
plate until it is uniformly black. It is then
powderedandusedwith catechu.

0 Catechuis a residual extract obtained from
soaking lark of a hard wood tree Acaci
Catectu in boiling waer.
0 Used inMaharashtra especiallgy women, who Fig. 2.12 Mishri

cleans their teetimitially, soon applyMishri several times.

12. GUDHAKHU

0 Tobacco Pastepowderedand mixed with molassesand | g
otheingredients.

0 Available commerciallyandis carriedin a metal container.
Applied to the teethand gumswith finger, predominantly
bywomen.

6 In Singhbhumdistrict, Bihar, 1% of themenand16%of the Fig. 2.13 Gudhakhu
womerusegudhakhu.

13. CREAMY SNUFF

0 It is a tobaccomarketedin toothpastelike tubes. This
tobaccdabitis popular among childrerin Goa.

Fig. 2.14 Creamy Snuff
14. PATTIWALA TOBACCO

0 Sun-curedtobaccdeaf usedvith or withoutlime.

Fig. 2.15 Pattiwala Tobacco




15. BAJJAR

0 It is dry snuff usedcommonly in womenin Gujaraton
the teeth and gums. The materid is carriedin a small
metal container, and t&vig is dippel into the snuff and
usedto apply.

16. GUL
0 Gul is commercially manufactured using very fine tobag

dust.It is an oral tobacco powder which rubbed over the|
gum and the teeth.

Fig. 2.16 Bajjar

17. TAIBUR & HIDAKPHU

Fia. 217 Gul

9 Tuibur ard hidakphu are watery tobacco productadeby passig tobacco swke through

18. DOHRA

{ Dohra is a wet mixture of tobacco, slaked lime, areca 1

liquid.

waterTobeacco water is tobacesmoke infused eater. It is a unique smokepessluct that is

and otherngredients like catechu (katha), peppmt, and
cardanom.

DOHRA

e

>
URTI -

S
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SMOKING FORM OF TOBACCO

1. BIDI

o

(@]

(@]

(@]

(@]

Bidis consistsof a smallamountof tobacco handwrapped
indriedtemburni leaf and tied with strisgBidis are widely
usedthroughout South East Aszand manly in India.

34%of totalproduction

0.2-0.3gmsundriedtobaco flakeshandrolledin temburni
/ tenduleaf & tied in thread.

Nicotinecontent- 1.7to 3mg.

Tar contenti 45-50mg

2. CIGARETTE

9 Cigarettes consist of shreddedor reconstitutedtobacco

processed with hundreds of chemicals. They are the
predominantform of tobacco usedworldwidel gram of
tobacco cured in the sun or artificial heatc@eredwith
paper.

1C

Fig. 2.18 Dohra

Fig. 2.19 Bidi

Fig. 220 Cigarette



0 Tobaccois generallytreatedwith sugars,flavoring andaromaticingredients
0 1-1.4mgof nicotineand19-27mgtar
0 31%of tobaccogrownin Indiais usedfor marufactureof cigaretes

3. CHILLUM

0 Chillum is held vertically to preventtobaccofrom entering
the mouth, a pebbleor a stopper isintroducedinto the
chillum. It is astraight,10-14cm bng conical clayipe.

0 Filled with coarsely cut tobacco piecesand a glowing
charcodis

0 keptontop of tobacco.

4. CHUTTA/CHEROOR

It is a cylindrical coarsely preparecheroot. Cured tobacco i
wrappedin a dried tobacco leaf. Theameis reportedto be derived
from a tamil word 6 S h r6 wiiich meansoé t roo | Moé wide
spread inAndhala Prades and Tamil Nadu. It is also called
6cheroord or Oci giacuréd, ferr@entgdaacco
usualy in modern factories. Cheroorsare small cigars made of

heavilybodiedtobacco.

Fig. 222 Cherrot

5. DHUMTI

Somewhat conical @moots (char withboth end open).  is made by
rolling tobacco inside the leaff a jackfruit tree,a bananaplant, or a
local shrub,hansali.Dhumti smokingwas practicedexclusivelyby the
Christian community and reversenoking wasmore common among
women

I

6. HOOKAH Fig. 223 Dhumti

Also calledwate-pipe or hubblebubble. Used in place with a
strong Mughalculture influene. Purely of Indian origin, this
coarresponds with the introductioaf tobaco in INDIA. The

tobacco smoke is drawn tugh tte water in the baof the

hodkah whth cools andilters the smoke.

Fig. 224 Hookah
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6. HOOKLI

0 Shortclay pipe7-10 cm.with amouthpieceandbowl.

(@]

Sometimes, a wooden stem is useih a detachable clay
bowl presumaly to reduceheheat.

0 Tobacco is placednithe towl, and the smokés inhaled
through thestem.

Fig. 225 Hookli
0 Comnonly usal in Bhavnagadistrict of Gujarat .

7. KRETEKS

1. They are indigenouscheroots containing tobacco, clove
and cocoa, which give the characteristicflavor and
0 h o n e ytdthesnmolet e

2. Kretek smoking originatedin Indanesiain 1824;the word
kretek appears to have come fromthe sound and sparkd

produced when it is inhaled. =HEANSY T8

8. STICKS Fig. 226 Kretek

Thesearemadefrom suncuredtobaccoasbrusandwrappedn
cigarettepaper.

9. CIGARS
Cigars are madaep of ar-cured and fernaed tobaccos witha

tobacce leaf wrapper. Theohg aging and fermented proce
producesigh concentration of carcinogenic compds that are
released oncombustion The concentrations fotoxins and
irritants in cigars arligherthan n cigarettes

Fig. 227 Stick

REVERSE SMOKING

Thehabitof smoking cigarettesor cigarsin reverseashion,i.e.,

keepinghe hurning end inside the mouth, tieportel from the

Caribbearislands,Colombia, Panama, Venaela,Sardinia, the
Philippines andndia.

9 In India, reversesmokirg is practicedon the eastcoast,
particularly in Visakhapatnam and Srikakulam district]
AndhraPradeshA.P) and toa lesseextent éong thewest
coastin Goa.

f In the coastal areasof A.P, a coarsely preparedcigar
called chutta is smokedin this fashion, more often by
women.

I Thetemperatureof the paladl mucosamay goup to 580
degreeC.

Fig. 2.29 Reverse Smoking
12




OTHER FORMS OF TOBACCO

Heatedtobaccoproducts (HTPs)

HTPs are like all othetobacco poducts, inherently toxiand
containcarchogens HTPsproduceaersols containingnicotine and
toxic chemicés upon heating of he tobacco,or activation of a
device containing the tobacco. They anarketed adi He a t

Burnd pr oduablk asiQ®8,dPloomgla iahd PAX
vaporizers. The aesols ae inhaled by user during a proces®f

sucking orsmokinginvolving a device. They contain the highly

addictive substancenicotine, nontobaccoadditivesand are often

flavored. There is not enohgeviderte to suggest that thaseless
harmful than conwentional cigaretts and their effects of second

handemissiois produed byHTPs.

Fig. 2.30 Heated Tobaco Product

E-cigarettes

Electronic nicothe delivery systems (ENDS) andectronic
Non-Nicotine Delivery Systems (ENNDStommaly referredto
ase-cigarettesaredeviceswhich heataliquid to createanaerosol
which is theninhaled by the usethesemay or may ot contain
nicotine. Process of usingogyarettes is known agaping. The i 2md ot

Disposable
e-cigarettes

‘Ist

GENERATION

with Qrefl[led
main castituents of the solution by volwerarepropylene glycol, s
with or withoutglycerol,and flavoring agents.

GENERATION | cartridge

! . Srd Tanks or Mods
All ECs have thredasic components: a battegtpmizer, and ]|_J (refillable)
fluid reservoir, which stores theliguid. With time, E cigarettes =y SeeniTioN
haveevolvedfrom basic to complexdesignswith the cig-a-like 4th "
(first generation),clearomizer(second generatiw), mod (third (prefilled or
generation)and Pod Modsgfourth generation) CENERATION

Fig: 2.31 Generations of Ecigarette

EPIDEMIOLOGY OF TOBACCO USE IN INDIA

Nationally represntative surveys and communitpsed stude
have $iown the socieeoonamic, cultural, cemographic, religion
based correlatesf tobacco cosumption. Smoking and smokeles
forms of tobacco are signifintly higher in the rural areas, amor] -

1=

)
)|

uneducated pooregwple, and theocially disadvantaged pogtibn.
Global Youth Tobaco Survey, D19 reprts that around 8.5% af3-
15 years (9.6% of boys and 7.4% of girls) currently used any ﬂ
tobacco product, 7.3% smoked tobacco, and 4.1%espectively
smokeless tobacco. Fig. 2.32Forms of E-Cigarette

_“l

As per Global Adult Tobacco Surv&y 2016 17, 190% of men, 2.0%f women andl0.7%(99.5
million) of all adults currenyl smoke tobaccoAround 29.6%of men,12.8%of womenand21.4%
(299.4million) of all adultsusesmokelessobaccoAround 42.4% omen, 14.2% of women and 28.6%
(266.8 million) of all adults use anyorm of tobaco (smoked and/orsmokelesgobacco Khaini (a
form of SLT) and beedisare the dominantformsof tobacco consumed in dra, at 11% and 8%,
respectively. Around 55.4% of curteemokers arglanning or thinking of quithg smokng and
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49.6% ofcurrent smokéess bbacco users are planningthinkingof quitting smdkeless tobacco use.
48.8% of current smokers were advisechbglth cargroviders to quit smoking and 31.7% of ant
smokeless tobacco users were adviseldealgh careprovidersto quit useof smokekss tobacco.

CONCLUSION

Tobacceusein India is cledy a big burden in terms of its magnitude and use in diffeiorms. All
forms of tobaccoareaddictivein natuie dueto the presencef nicotine.Dual uses areat muchhigher
hedth risks than hoe who consume the individual tobaccodguct.Also, for achieving a higher quit
rate, they require longer followp. The tobacco control programsed more targeted imentions for

specific groups in the popuian. Thetobacco usersheud bestrorgly encouraged tauit tobacco to
eliminatelong-term detrinentaleffects on theihealth.

PROFESSIONAL INSIGHT
Are HeatedTobaao Productshe sameasElectronicCigarettes?

No, Heated Tobacco Products heat actual tobacco leaf. By contcighrEt e 6 s lide that
typically containnicotinederivedfrom tobaccoaswell asflavouringsandotheringredieris-

Centresfor DiseaseControl and Prevention (CDC)

KEY TAKE AWAY

I The tobacco mblem in India is peculiar, wit consumption of a variety of smokeless and
smoking forms.

T In Indiatobacco is mainlyused either in smakg form like cigarette, beedi, hookah,dan
other pipes ke chillum, chutta, dhumti, cherrot and cigar or in smokeiasa like chewing
plain tobaco, khaini, zarda, kiwam, bajjar/tapkheer (dry snuff), neeishishri, and gutka.

I Heatd tobacco productsnd E cigarettes (Vaping) are the newerrfs of tobaccgroducts
used nowadays.

' According to WHO, people in the regioof South East Asia use botsmoking and
smokeless forms of tobacco. India, IndoneBemgladestand Thailandi are among theop
20 tolacceproducing countries in the world. liadis next to Cha in both tobacco
productionand consumption in the world.

 Reverse smoking is common toastal areas of Andhra Pradesh; coarsely prepared cigar
called chuta are smokedconmonly, moreoften by wanen.

I 42.4% of men, 14.2% of women and @ (266.8 millior) of all adults currently use
tobacco(smokedand/orsmokelessobacco)

9 Only 21.5% smokrs and 19.5% users of smokeless tobacco are plannikgithio qut in
next 12 monhs; the rest have eithetecided quit sometime in future but not mext 12
monthsor stayed undecided.
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ASSESSMENT

Tick thecorrectanswer:
1. Pick theSmokeles$orm (SLT) of tobacco:

a) Dhumti
b) Bidis

¢) Chillum
d) Zarda

2. Reversesmokig is commorin which part d India:
a) Punjab

b) Tamil Nadu

¢) AndhraPradesh

d) Gujarat

3. Whatis hubblebubble?

a) Dhumti
b) Chunta
¢) Hookah
d) Hookli

4.AsperGATS-2 (201617), whatpercentagef mensmoketobacco?
a) 2%
b) 25%
c) 19%
d) 95%

5. ENDSstanddor:

a) Endnicotineddivery systems
b) Electronicnicotine deliverysystems
¢) Electronicnon nicotinedelivery systems

d) Externalnicotinedeliverysydgems

1 |
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6. Whatis Vaping?

a) Smokeinducedby tobacco
b) Proces®f using e-cigarettes
c) SecondHandsmoking

d) Chemicalgeleasedrom smdke

7. Tobaccowas bought in India by:

a) Japanese
b) Africans
c) Portuguese

d) Americans

8. Which arethedominantforms of tobaccoconsumedn India?

a) Khaini& Beedi
b) Zarda& Beedi
¢) Khaini& Mawa

d) Hookah& Khaini

9. Conical cigar with both ends open refers to

a) Chillum
b) Chutta
c) Dhumti
d) Kreteks

10. Smokelesformsof tobaccoarelessharmfulthan smokdormslike bidi,
cigarettesetc.

a) True

b) False




3. IMPACT OF TOBACCO ON
HEALTH AND ORAL HEALTH

LEARNING OBJECTIVES

Attheend of thischapter,the prokssionals shoultéeable tounderstand ta
9 Health,economic angocialimpactof tobaccouse
' Health,econome¢ and socid benefitsof quitting tobacco

i Variousscreeningechniquedor Oral PotentiallyMalignantDisorders

INTRODUCTION

Tobacco kills more than 7 million peopdeery year. Tobeco threatens hedif economis, and social
developmentAccordingto the World Heath Organization(WHO) estimates globally, therewere100
million premature deaths due to tobadn the20th century, and if the current trends of tobags®

continue this number is expeet to risgo 1billion in the21stcentury.

Coronary artery disease & sudden
cardiac death

Cough, wheezing & reduce lung capacity.
sputum production, frequent infection in air
way and breathing difficulties

Damages blood vessels by accelerating
atherosclerosis

Patient with mental health problem have
‘higher rates of smoking/tobacco use

UNHEALTHY DIET

ALCOHOL

STRESS

Fig 3.1: Interrelationship betweentobaccoand other risk factor and NCD (Source: Handbook for counsellorsReducing

Risk Factors for Non-Communicable Disese
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Tobaco use is an important mdthble risk facor common to major nenommunicable diseases
(NCDs)-cancey cardiovascular diseases,heonic respratory diseases and diabetes, causing 1 in 6 of
all NCD deathqFigure3.1). Tobecco is a risk factor for six of #eight leading causes okdth in the
world (Figure3.2) Tobacco killsanddisableanorepeoplethananyotherdiseasecausing agets.

6 = - Total deaths
- 5395

L4

w

Millions of deaths (2005)
-~

~N

0
Ischaemic  Cerebro- Lower Chronic HIVVAIDS  Diarthoeal Tuberculosis  Trachea, Tobacco use
heart vascular  respiratory  obstrucive diseases bronchus,
disease disease infections ptélnmary lung cancers

Fig 3.2: Tobacco is a risk factor for six of eight leading causes of death in the
world (Source: WHO Brief Intervent ion for Tobacco Cessation2014

Tobaccouseis currently recognized as a major preventable factodévelopingand aggravating
CVDs dong with raised body lipids (cholesterol and triglycerides), hypertension, obesity, physical
inactivity, poor nutrition and excessivalcoholconsumption. Biokershaveatwo to threefold greater

risk of suffering suddeoardiac dedt than norsmokersthe risk increasing with increased exposure

to cigarettesmoke.

Brain: Strokes

Physical appearance:
premature ageing,
alopecia, tooth decay

SKin, eye and ear disease:
psoriasis, cataract, macular
degeneration, ear infections

Oro-pharynx/larynx:
Inflammation, ulcers,
precancerous and cancers
Respiratory system: cancer,
tuberculosis, asthma, COPD,
interstitial lung disease

Heart and circulatory system:
hypertension, heart disease,
heart attacks, coromary and
other artery disease, peripheral
vascular disease

Bones: brittle bones,
osteoporosis

Immune system: reduced
immune response,
increased infection

Cancers: pancreas, kidney,
urinary bladder

Sexual and reproductive system:
erectile dysfunction (men), impaired
menstrual cycle, early menopause
(women), reduced fertility cancers

Preg y and babi miscarriages,
stillbirths, pre-term delivery, low birth
weight, sudden infant death syndrome,

dev irments

P J o

Fig. 3.3 Adverse Effects AssociatedWith Tobacco-Use



I HEALTH IMPACT OF TOBACCO -USE

The professional must be familiar with theath risks
of tobacco use to be abléo relate smokig to your

Stearic «—— il ——» Bastane

patientds condition. Mal Add Lighters ally
developing countriesdo not completely understang Pl —— Methenol
. " " Rocket Fuel

the dangers of tobace smoking de to tobacco A A o °‘H° “°.

rega examine
compani esd® mi sl e a dadrtthgtrud ictine T BarbecueStarter |5t
facts abousmoking. Sewar Gas > Nicotine

Cadmium <4———— Tnsectict

Batteries "
Tobaccoproductsaremadeof extremelytoxic =g AN
materials TOVERE s

Industries solvent
— Ammonia
P ) Carbon Monoxide Detergent
E Tobacco smoke contains more than 70f FExhaustGas
chemicals of which at least 250 are knovia be

harmful andat leas69 are knowrto causeancer.

A

Chemicals in Cigarette Smoke

Fig. 3.4: Content of Cigarette

E Nicotineis classifiedasa Classlb toxin. There is
no safdimit for tobaccause, and even for secahdnd smokexposure.
E Tobaccocausesmmediatedamageto the body, causingnany acutemedical conditions suchas

shortnesfbreath,exacerbatiorof asthmaandrespiratoryinfections, as well as many chronic
diseaes including heat disease strokes,cancerand chronigespiratorydiseases.

A. Health Conditions CausedDue To TobaccoUse

1. Lung cancer:Snmokers are én times more likg to die from lung cancer than n@mokersand
heavy smokrs are 150 25 times moret risk than norsmdkers. Thus, the duration aintensity
of smoking can influencthe risk ofdevelopimg lung cancer.

Adverse Effectsof Tobacco Use
Lung cancer

Laryngeal cancer

Oropharyngealancers

Oesophagal cance
Stomachcancer
Pancreati cancer

Urinary tract @ncers

Peripheral vascular disease

Respiratory Disease

Diabetes
General illhealth
Premature aging

Sexual dysfundavn and impaired fertility
Tuberculosis

Table 3.1 Health Condition due to Tobaco Use
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2. Laryngealcancer: Heavysmokershaveup to 20 timestherisk of devebping laryngeal Cancers
compared with nonsmokers. The sk of developing cancer increases witle thuration of
smokingand thenumber of cigarettes smoked.

3. Oropharyngeal cancersThe average risk fadeveloping an oral or pharyngezincer is 1@mes
higher amongmale smokers andve times higher among femakmokers than lifetimeon
smokers.Oral and pharyngealtissuescome into direct contactwith carchogenspresentin
smokeéesstobacco produstand tobacco smoke.

4. Oesophageatancer: Smokershaveup to sevenor eighttimestherisk of developingesophageal
cancer than nesmokers. Use of alcohulith tobacco increases the risk of thacemanifold.

5. Stomach cancerSmokingmay also be relatei the development of cancers imet siteswithin
the stomach( fomcardiagastriccan@ r spdssiblyby interection with the helicobacteipylori
infection.

6. Pancreatic cancer:Heavy smokers have three to fivenés the risk of devefing pancreatic
caner than norsmokers. Cancers of tigancreas masommony arise inthe cells that he the
pancreatiductules.

7. Urinary tract cancers:Heavy smoking (morehan 40 cigarettes a day) doubles the risk of
developingkidney and bladder caars.

8. Peripheral vasalar disease:Smoking can both dimly cause cionic heat failure as well as
contibute to other factors leadinto it. Lower tar and nicotine cigaretteave not been shown
reduce the incidence of CHD, arttey do not provide aoWwer risk alternativéor smokerswho
cannot or do not ish to quit.

9. Respirabry Disea®: Smoking contribtes to several acute respioay illnesses including
bronchitis, brondiolitis, influenza and pneumoniain individuals who do not already have
smokingrelatedlung diseaselt is also associatedvith chronicc respiratoy disease including
symptomssuchasphlegmproduction,cough andvheezingand reducetling capacity.

TheMechanismof Action:

Tobaccofumes:

Th

Impair ciliary activity andmucaociliaryclearance.

Th

Promotemucosaandsubmucosainucusglandhypertophyandhyperplaia leadirg tochronic
hypersecretion ofmucus.

E Havedeleteiouseffectsonimmunecell function.

10. Diabetes: A major review and metanalysis of published data$ found that cuent smokerare
more likdy to develop Type diabetes thaex-smokes and neer-smokes, and thasmokes of
20 or more cigarettes a daye at greater risk than less frequent lsgnm Overall, current
smokersareestimatedo havea 44%greaterisk, andex-smokersa 23%greaterisk ofdeveloping
Type2 diabetesthan people who have never smoked. Effects on insulin sensitivity,glucose
tolerance and the risk for diabetes from kehess tobacco use are plausible.
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TheMechanisnof Action:

mh

Smokingincreasessulinresistance, atsinsulin secretion

Th

Smokingimpdrs pancreatidunction.

11. Gereralill health: Smokersalsoreporthigherlevelsof tirednes®r fatigue,reducedvell-beingand
satisfaction with life, slighyl lower selfreported measures of mental wbking, andncreaed
incidenceof psydologicalsymptomssuchasdepressedhood andanxiety.Smokersre alsanore
likely to experience sleep disturbances, including takinger to fall asleeheing less likly to
stay aslep, and having less total sleep time than-srookers. Frequencgf snoringincresses
with the amountof tobaao smoked.Chemicalsin tobaco smokeproducehyposmia,duodenal
reflux andaltered productin of gastric secretions.

12. Premature agng: It is postdated that smoke affects the skin fibroblastell§ present in
conrective tissue that form collagenand elasin), therebyacceleratinghe appearancef aging.
Increased wrinkling of the skin and akdrcomplexion have been attributedsimoking, ahave
elastosis and, in men, telangiectasimomen

13. Sexual dysfunctiorand impaired fertility: The use of snieless tobacco causes reproduetand
developmental toxicity, and its use during pregnancyeises the risks for preeclampssnd
prematurebirth, causesincreasedplacentalweight and reducesmean birth weight. Smdkeless
tobaccouseby men causes redett men volume, reduced sperrmung, reducedspermmotility
andanincreasedrequencyof abnoma spermatozoa

14. Tuberculosis: Most of the cases of tuberculosis in the world are to be found iSahthEast
Asian rayion. This regia accounts for 50 lakh tuberculosisases and 5 lakh deaths from
Tuberculosis each year. A causal association has bepd hetween acte and passiveobacco
smoking and a range of TB outcomes including infection, dpweknt of disease,treatment
outcorres, relapseas well as mortality. Current smoking is associatedvith a doubledrisk of
developing tuberculosis. TB is @it 3 times morecommon among evesmokers tharamong
never smokers and mortality due to TB id4 8mes greateamong mokers than norsmokers.

Mechanisnof Action:

Damag to pulmonary mucosa by tobacco smoke makes it more susceptifdetton.

E
£

Accompanying weightlossandmalnutriion in smokers.
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B. Oral Health Conditions Due ToTobaccoUse

Tobacco use, including tobacco smoking and smoleless tobacco use, causesa wide spectrum
ofdiseasefcluding oral diseases. Tlogal conditions include:

DentalCaries Preleukopkkia
Dentalcalculus Leukoplakia
Toothdiscdoration Erythroplakia

Gingival abscess Oral submucousibrosis
Gingival melaninpigmentation Tobaccoquid keratosis
Oral malodor (Halitosig S mo k ealate s
Periodontaltlisease PalatalErythema
Changdn taste Centralpapillary atrophyof the tongue
Prematuregoothloss Oral Candidiasis
Smok épr 6s Oral Cancer

Oral melanosis

Oral Potentially Malignant Borders

Oral cancer

Table 3.2: Oral Health Conditions due to Tobacco Use and Oral Potentialljalignant Disorders

Oral Potentially Malignant Disorders
1. Preleukoplakia

Initially a A | @w a dremild reaction of the oral
mucosa,appearingas a grey or greyishwhite lesion.It
has a slight lobular pattern and an indistinct bord
blending inb the aljacent mucea. It lacks theclearcut
margins, elevation and/hitenesshat is characteristiof
leukoplakia.

About 7%to 15%progress to leukoplakias.
2. Leukoplakia

Leukodakia (white patch) is defined as a raised wh
patch of the oral mucosaeasurind mm ormore, which

cannot be scraga of or be attributed to any othe
diagnosable disease. It is the mosmmon precancerouf
lesion, and it occurs sixnies more commomnl amory

smokers than nersmokers.One subtypeof leukoplakia
(nodularleukoplakia) has a great risk of progressingto
malignarcy (20% 46% progress to cae).

Fig. 3.6 Leukoplakia*

*Courtesy: Dr. Priya KumaRrofessorPept. of Oral Pathology Microbiology, MAIDS
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3. Erythroplakia

It is a bright red velvety plague which cannotdbaracterize
clinically or pahologically as due tany other condition. In|
India, its prevalereis 0.2% to 5.2 andthe rateof malignant

transfamationis higher than leukoplakia. '

4. Oral submucoudibrosis or OSMF

It is a premalignant condition characterized byowsy Fig. 3.7 Erythroplakia

progresive chronic fibrotic disease of the
oral cavity and oropharynx in tich the
oral mucosa loses its elagicity and
developsfibrous bands, which ultimately
lead to dfficulty in opening the mouth. [&
While OSMF is attributed toareca nut
chewing ad ismost @mmory seen inold
people, it has shown ascent dramatic
increase among the young in nidia E

attributed to gutkha and paan masala Fia. 3.8 Oral Submucous Fibosis of
chewing. Upto 5% 7% of OSMF casesprogressto becomingoral
cancer.

5. Tobaccoquid keratosis

lesions might develop, hich ©meimes contain ulcerations. hay
beeasily scraped off.

6. Smo k palates

The development of a smoker's paletperhaps the nst common
reaction of the palate to all forne smding. It consists o diffuse
white palate wth numerousexcresceces haing central red dots,[*
corresponihg to the orifices of the minor salivary glands. Itmay
begin asagrayishdiscdoration.

7. Palatd erythema

Fig. 3.10Smck e rPalate*

This lesion consistsof diffuse erythena on the hard palate that
occasiorlly extendsupto the soft palatelt is mainly observed in
bidi smokers ad chewers.

8. Central papillary atrophyof thetongue

This consistsof a well-defined oval, pink areain the centerof the
dorsunof the tonguewhich isdevoid of Ingual papillae. Asimilar
lesion (erythematous candiki§ may also be seen among perso
with HIV infection and must be ruled out. This is again most ™%
commonlyseerin bidismokers. Fig. 3.11 Central Papillary

Atrophy of the Tongue*
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9. Oral Candidiasis

The habit of tobacco has beeamcognized as an imp@nt
predisposing fetor for Oral Candidiasisbecause ti provdkes
increased keratinization inral epithelium, in addition, the smok
constituentimcreasdungal viulence.

10. Oral Cancer

India has one of the highest ratesarsél cancer in the wid, with
over 50% attributalelto smokelessobacco use mainlyhewing of
betelquid with tobacco. Accaling to the WHO, cancer has been
growing at a rate of 11 pemeannually in Inga due to widesprad
tobaccoconsumption.

E Tobacco affects cancer prodtion through its effect on|
metbolism and emyme activity.

T

Many d the netabolites in tobacco smoke havautagenic
activity and alter the DNA of cells lining the @ags and
structures \Wwh whichit comes in contact.

Fig. 3.13 Oral Cancer

E Over time the aéred cells replicatehemselves leading to
tumor formretion.

. ECONOMIC IMPACT OF TOBACCO USE

Tobaco smokingtakesaway not justthes mo k bealih s

but wealth.It is estimated that -85 % o f a 1

disposble income is spnton tobacco, which coulde an “mmm. CI!;I[S

enormous econoimburden on theandtheir family. DEPRIVATION VULNERABILITY
10 SMOKING

VICIOUS CYCLE
OF SMOKING AND
DISADVANTAGES |

Tobacco ad poverty- a vicious cyde: There & an
inextricable relationshp betweentobacco and poverty.
Tobaccohassocial disadwantagespeoplewho arestrained
financidly aremorelikely toconsaime tobaccoandmaking
them poorerthus they are neglecte in sociay leading to
loss ofincome produdivity anddeath.

The costcdculator below canbe usedto help patients ' - )
. . Fig. 3.14 Vicious Cycle of Smoking
find out how muchmoneythey havespent oncigarettes & Disadvantages

*Courtesy: Dr. Priya KumaPRrofessorDept. of Oral Pathology Microbiology, MAIDS

ﬂ
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Calculation Example (INR)

No. of cigarettes(packs)you smokedper day N 20(1 pack)
Money spent on tobacco perday N x Packprice (Rf. 40) 1X 40
Money spenton tobaccoper month X 30 1,200
Money spenton tobaccoper year X 12 14,400
Amount spentin 10years X 10 144,00
Amount spentin your lifetime (e.g.17 years) Peryear X 17 years 244,800

Alternatively, thefollowing calculation tablescan alsobe used:

*For daysto years convesion, seebelowtables

lpackaday = 1"2packs a day 2packsaday = 2"2packa day 3 pack a day

365 548 730 918 10%

pack ayear pack ayear packsayea pack a year pack ayear

Table 3.3: Smoking Cost Calculator

Ill. SOCIAL CONSEQUENCESOF TOBACCO USE

9 Itis importart to understand the social context of tobacco use to develop intenpotiooting
its cesston.

1 Community survey and intervéion in India have shown that tobacco useoften learntrom
parentsptherolder, anl peers.
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I Studiesatwork placesand in educationalinstitutionshavereportedsimilar findings.

IV. HEALTH RISKS TO THE FAMILY

Passive smking or Second Hand Smoke (SHB)the
inhalation of tobacco smoke omnwronmentaftobacco
snoke by personsother than the intended "active”
tobaccouser It ocairs when tobaccosmokeentersan
environmentcausingits inhalationby peoplewithin that
ervironment Smokingtobaccoputsfamilies of tobacco g
usersat risk.

Second Hand Smoke (SHS)is the smokeexhaled by a
smoke (Maindgream smok) or smokeemanating from
the burningendof cigarette/ bidi/cigar etc. (Side stream
smoke). Side streamsmoke isknown to contribute to
80% of smokén SHS.Second hand smoke costsady
to India8.1% d the total healthcare cost arti33% of
the GDP 6 India.

Fig. 3.15Second Hand Smoking

Moreover, as the awarenessregarding harmful effects of seconthand smoke on health is low,
the exposureemains high in the absence of aayemptsto remainawayor evenask the smokeranot
to smdke,whenothersarearoundthem.Smdkingputst h e s mo Kyeatrisk.sSecbraHaridSmoke
exposure increases the risks of havingftilewing diseases.

Diseasesn Children Diseasesn Adults
0 Suddeninfantdeathsyndrome 0 Coronaryheartdisease
0 Acuterespratoryillnesses 0 Nasalirritation
0 Middle eardisease 0 Lungcancer
0 Chronicresiratorysymptoms 0 Repoductiveeffectsin women(low
& Earlychildhoodcaries birthweightand clef lip and palatg
& Gingival pigmentation 0 Periodontablisease

Table: 3.4- Disea®s and adverse effectsausel by seond hand smoke

Dental heath professionalsshould promote smokefree
policies, particularly where dental senices aredelivered
in clinical settings or communitipased programso that
patients willnot be exposed teecondhand smoke in the
health facilities. By having a smoke frefacility, they
can encourage thgiatientsto live in a smokefreehome
and work in a smoke free workplace, which will help
themavoidexposurdo seeondhandsmoke.

Third hand tobaccosmokeg Residual tobaccosmoke/ |
Aged tobacco smoke

It is the tobacco soke contamination that remairafter

2€ Fig: 3.16 Third Hand Smoking



the bidi/cigarettehasbeenextinguished.The residue from tobam smoke that clings to virtuallylla
surfacedong after a bidi/cigrette has extinguistl could proveto be a potertial hedth hazard.The
biggestisk isto young children.

Dermal uptake of nicotinthroughac h i bkihig likely to occurwhenasmolerreturnsandif nitrous
oxideisin theair, whichit usuallyis, thenT S A @ abaccaospecific Nitrosaminesvill beformed TSAs
areknownto besomeof the mostpotentarcinogens.

IV. SCREENING METHODS

Most Conventional method for examining oral mucosal lesions is visual examination. Visud
inspectionof the oral cavity is a simple,acceptald, andaccuratescreaing test for oral neoplasialThe
sensitivity of oral visual inspectionto detectlesionsvaried from 57-7% 61-4% and the specificity
ranged from98-6 to 98-8%. Oral visual screegirhas the potential to mvent at least 37 000 deaths
from oral cancer wadlwide every yea. Biopsy remains the gold stdard for diagnosis of oratancer
But the disadvantage of biopsy istht is painful, time consumg, technique sensitive aridvasive.
Many effective diagnstic tools have been develapeith advances in @i caner reseach.Someof
them havéeendiscussed below.

A. Toluidine blue (TB) is a memberof the thiazine group of metachromatiayes, which binds to
DNA andis partially solublebothin waterandin alcdhol. Theoretically dysplastt andmalignant
cellshavehighernucleic acid contentthannormal and thus,stainingof suspiciougesionswith this
dye canaid recogrion of mucosal changes. Tadline Blue has been used as a vdtln to
highlight potertially malignant oral lesionsince the early 1980 A paitive staining of toluidine
blue mayappear as a dark royal blue. The Toluidine blue test appearsto be highly sensitive
(97.8% 93.5%) but lessspecific (92.9% 73.3%), mainly becauseof high false positive results.
Step=of toluidinebluestairapplication for detection oforal cancer andral premalignant lesions.

Method of Application

1. Thepatientis askedto rinsefor 20 secondsvith 1% acetic acidto cleanthe areafollowedby plain
waterfor arother 20 seconds.

2. Then 1% aqueus toluidine blue solution is rinsed for 60 secondsfollowed by 1%aceticacid
for another20 secondandfinally rinsed withwaterfor 20 seconds.

3. Lesionsthatexhikited dark blue (or) stippledstainng were consideredasa "positive'test Those
thatstainedfaintly (or) not atall were considereds"negative'test.

Fig. 3.17: White lesionon the Tongue Fig. 3.18: Blue stained lesionafter toluidine
blue rinseshowing dysplasticchange$

B. Chemiluminescencds another method to detect gastages of oral cancer. Chemilunsoeice
for use in oral cavity isvailable in the maet by the namesf Vizilite, Vizilite Plus and
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MicroLux DL. While the Vizilite Plus usesa disposablechemiluminescentight packet,the
MicroLux unit offers a reusale, battery powered light source. &hViziLite® (Zila
Pharmaceutical Phoenix, AZ) waspproved as adjutize technolgy by U.S. Food andrug
Administraion (FDA) in November 200The devée emits light in the wavelengths of 430 nm,
530nm and 580 nm .His improves the visua@xaminatiorprocedure.

C. Autofluorescenceis armther method of seening of oral muxsal lesionsNormal oral mucosa
appearpalegreendueto thetissueautofluorescereresultingfrom stimulationwith intenseblue
lightexcitationat 400' 460nm wavelengths.Dueto dysplasia, therearechangesn absarption and
scattemg of light. The nucosa with gsplastic changes th this procedue appears dark.
Velscopeis themarkeed product.

D. Magnivisualizer givesa completewhite light spectum (equivalentto daylight 55036000 A°)
andprovides magnificationvith interchangeabléenses, from 1 t& dioptre.This instrument not
only improved tle detection rate of lesions having etgmtial for progression and most of the
earlycancerougesiors of the oral cavity.

VI. BENEFITS OF QUIT TING TOBACCO
A. HEALTH BENEFITS

Helping your paients quit is the best ithg the pofessional camo to improvetheir health. There are
immediate and longem health benefits of quitting for all smokers. The prefesal can extend the
pati ent 6 9Dyehrs by quitting listimportan to helpyour patients quit smokinas sooras
possiblesothey camachieve thes beneficialhealth changeandcan live alongerandhealthietife.

Health risks Cessatim benefits
Oral Cancer 0 Smoking is a leadingause of oral =~ 0 5 years after quitting
cance. Smokers are-40 times smoking, the risk of
mordikely to develop oal cancer developingoral cancer
thannon-smokers. is cutin half.

0 In Souh Asia,smokelesgobacco
user are 5 times motikely to
developoral cancer

Leukoplakia Smoking andsmokelesgobacco Quitting smoking and
carlead b leukopbkia, a smokeless tobacco can
precanerouscondition in which reduce the risk of
thickened whitepatches form on developingleukoplakia
thegums and otheareasn the lesions.
mouth.
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Periodontal disease

0 Smokersare2-4 timesmore likely 0
tohave periodontits destrative
inflammatory disease of
periodondl tissue.

0 After treatment for periodontal
diseasesmdker do nothealaswell
asnonsmokers

lose toah.

0 Accumulation of tooth, if left
untreatedmayimpair quality of
latedife.

Table 3.5: Benefits of Quitting Tobacco

0 Smolersare2 timesmorelikelyto =~ 0

Quittingsmoking
reducethe iisk of
peliodontaldisease over
time andimprove the
treatmenbutcome.

Quitting smoking
reducesthe risk of tooth
loss ovettime.

20 Minutes ‘T
Heart Rate 12 Hours
drops Carbon
monoxide level
in blood drops
2 Weeks-3 Months to normal
Heart attack risk
begins to drop. Lung
function begin to 1-9 Months
improve Coughing
and
shortness
of breath
1Year decrease
Added risk of _7
coronary heart —

disease is half
that of a smokers

10 Years
Lung Cancer
death rate is

smoker 5-15
years after

B

..
=

Stroke risk is
reduced to that
of a non

é‘é

about half that of quitting
a smoker 15 Years
»—— Risk of coronary
heart disease i
back to that of

non smoker

Fig. 3.19 Immediate and Long Term Benefits of Quitting

ﬂ




Benefits in comparisonwith thosewho continued:

0 At about 30gain almost 1@ears oflife expectancy
0 Atabout40:gain9 years oflife expectancy.

0 Atabout50: gain6 yeas oflife expectancy

0 At about60: gain3 years oflife expectancy.

0 After the onsetof life-threatening disease: lidpbenefit, people who quit smoking after

havinga hearattack redoe their chances ohaving anotheheartattackby 50%.

B. ECONOMIC BENEFITS

Quitting alsohasvery clearandtangiblefinancial benefitsto smokers.You canuse the quit & save
exerciseo help patientsinderstand how muahoney they can savethey quit

Quite & Save

How much money canyou saveif your quite?

Calculation

No. of cigarette (packs)you smokedper day | N

Money spent on tobacco perday N x Pack price (Rf. 40)
Money spenton tobacco permonth X 30

Money spenton tobaccoper year X 12

Amount spentin 10year X 10

Amount spent inyour lifetime PerYear X 17 Years

What canyou buy with the
money saved?

\-0

o}

Example (INR)

20Cigs (1pack)

1x40

1,200

14,400

144,000

244,800

Table 3.6: Quit & Save! Smoking costcalculator (Souce Tool Kit for Oral Health Professionals to Deliver

Brief Tobacco Interventons)

ﬂ



C. SOCIAL BENEFITS

0 After quitting, paientswill feel lessisolated- quitting meansthey can go anywkhere, not
justwheretheycan smoke.

0 Theywill improvetheir relationshig with their family, friendsandemployers.

0 Theywill bemoreproductive- theyd o rhéveto keepstoppirg whattheyare doingto have
asmdke.

0 Theywill be ableto expand and improve the quality of their social interactons (contrary
totheir beliefs, aghey become morgocialy acceptable).

0 Many patientsalsofind their mentalhealth improvedifter quitting.

0 Theyfind themselves less stressthan when they smekl, am no longer feebad about
harmingor being a nuisame to others.

0 When patientsquit smoking, their children becomelesslikely to start smokng and more
likelyto quit if they ateadysmoke.

0 Itis useful to emphasize to smokevgho are parents orgndpaen t s t hpad smékiBg o p
may be one of the mosnportant things you can do for yoahildren (or grandchilen) by
beinga healthyrolemd e | 0 .

CONCLUSION

Oral Cancer is a bipublic healthproblem with high prevalence in @&ith East Asian courigs.

Effective primay and secondary prevention strategés critical in delivering the Wiit Health

Or gani z(\WHQO) cesofutton that oral ceer should be an integral part of inatl cancer.
Tobaccouse & known as a major risfactor for oral andnany dher cancers. lhtobacco products,
includingcigardtes,cigars,pipetobaccochewingtobaccoandsnuff, cortain thefollowing: poisonous
substancefoxins), cancercausingagerts (carcinogas)and Nicatine,anaddictive subtance.
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KEY -TAKEAW AYS

0 Tobacco use, mluding tobacco smoking and smokeléebacco use, causes a wide
spectrunof diseases and oral mditions like Dental cariesptth discoloration, halitosis,
periodotal diseases, snker's paéte etc.

0 Tobacco's hanful effects are caudeby its 69 known cainogens. Smokeless tobacco
containsover 2000chemicalsfive of which havebeendirectly relaiedto causingcancer.

0 Chewing tobacco causes precancerouslesions and conditions like leukoplakia,
erythroplakiapral sub mucousibrosisand dher oralhealh conditions.

0 Tobacco use increasesethisk of seconehand smoke to faryi and also third hand
smoking,especially to young dkdren.

0 Various screening methoddo detect oral lesions include toluidine blue,
chemluminescencegutofluorescece,and magniisualizer.

0 The various health benefitef quitting include rapid and longerm benefits and
ecoromic andsocial benefits.

0 When patients quit their tobacco habit,ethfeel more eneiriged, hedthy, increase in
appetite and abetter wayof living.

0 Quitting tobacco is a witwin situation for allconcerned, engaged and participgti
stakeholders Patiens, Dentists (Health workersDental (Health) Institutes, State
Medicd Health Departrantand Mnistry of Health andndia."




ASSESSMENT

1. Tobaccosmoking is themostcommon causef lung cancer.

A. True
B. False

2. Tobacco Chewingresultsin

A. MouthCarce
B. LungCancer
C. BoneCaner

3. Which of the following can improveyour health if you haveCOPD?

Not Smoking
ExerciseRegularly
Drinking alcohol
A andB

Cow>»

4. Chewing Tobacco stainsyour teeth.

A. True
B. False

5. Womenwho useTobacco are more likely to have miscarriage
or a low-birth -weightbaby.

A. True
B. False

6. What is Passivesmoking?

Smokingoccasionally
Smokingeveryday

Breathingin otherp e o ptbbacéosmoke
Chewingtobacco

o0 wp

7. Third hand smokingrefers to.

Smokingwithin 3 persons

Smdke from otherpersam smoking
Tobaco smoke esidus onthe surface.
Any of above

o0 w»
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8. Nicotine is classifiedas

A. 1latoxin
B. 1b toxin
C. 2b toxin
D. I1ctoxin

9. Gold standard for diagnosisof oral cancer is

Biopsy

FNAC

Visual Examination
Toluidine ble

Ccow>»

10.What is aVelscoe ?

Wi
A. Deviceto detect oralmaloda
B. Oral cancerscreeninglevice
C. Electronictobacccocigarette
D. Deviceto detecsmoking




LEARNING OBJECTIVE S
Attheend of thichapter, the professnals shouldeable tounderstand the

9 Impact to tobacco usen dental treament outcome

INTRODUCTION

Tobaco smokingis linked with manyseriousilinessessuchascancer cardiopulmonargiseaes, low
birth-weight as well asith many healttproblems. It is alsdinked to a detrimental impact on oral
health, such as increasing risk of periodontaldiseasesIn addition, dental implant failure is more
commonamong smokers than among r&mokers, and pefimplantitis among smoks is alsomore
prevalentTobaco usecontributego increasedoothmobility andtoothlossoccurs.Toothlossreduces
theoral chewingfunctionand quality of life andleadsto the subsequentiemandor toothreplacement,
suchasdentuesor implantsugported proghesesDentaltreatren outtcomesmay beunpredictabldor
patients who continue to smok&he financial burden may be incredswhen a mre intensive
treatmenplan is requied to achieveral health.

Adverse Effects of Tobaca onOral Health

Increased mque accumulation, gher incidence of gingivitis and periodontitis, higher rate of tooth
loss,andincreasedesorptionof the alveolarridge havebeenfoundin the oral cavity of tobaccousers.
Tobaccohas adverse effects ooral as well as geral healh of an individual ad it negatively affects
theoutcome ofalmost alltherapeutigprocedues performed irtheoral cavity inthefollowing ways:

0 Dry Socket

0 ImplantFailure

0 DelayedWoundhealing

0 Nonsurgca treatmenbf gingival bleeding

0 Surgica andnonsurgical periodontatherapy
0 StainingandFractureof Restorations

0 EffectonDistractionogeogenesis

0 Dentalpain

0 Progressiomf oral marifestationsof diabetes

35



TOBACCO AND DENTAL TREATMENT OUTCOMES
1. Effecton aSurgical Wound

The negative impacbf smoking on the healing sgical wound may be related to the deleterious
cellular effects of nicotie on fibroblasts and polymorphonear leukeytes. Cotinine, a destructive
by-product of nicotine, has been t#eted in the bloodsteem and in the gingal crevicdar fluid.
Smoking nay also cause vasoconstriction of the gingival blood vessels, dimirgshiine healing
response. Tobacco sking redwees the shoiterm oxidationreduction potential of dental plaque,
which can enhance thgroportion of anaetwc bacteia. This data makes evident that cigarette
smokingadversely affectthe clinicaloutcomeof intra-bony defectsreatedwith grafts.

Cigarette smoking has long been suspeécto adverselaffect wourd healing. Tobacco affets
postoperative wound healirg following surgical and nonsurgical tooth extractions, routine
maxillofacial surgeries, iplants and periodontal therapiesn&king tdacco is also associated with
catecholanine releaseresulting in vasoconstriction and deceasedtissue perfuson. Smokirg is
believed to supress tke innate and hostnmune responses, affecting the function aftrephils, the
primeline of defeng againstinfection. Thus,the associatiorbetween smokinganddelayedhealing of
oraltissues éllowing surgeriessevident.

2. Effect On Dental Implants

Implant failure rate was higher among smokers, 5.5
compared tonon smokers, 3.5%, p < 0.00Ther is a
tendencyto higherfailure ratewith theincreasingnumberof
cigaretes perday,4.3%amongmokersof 1i 10 cigarettesa
day and up to 9.2% among those who smoked 31i 40
cigarettesaday,p = 0.059.

A significant correlation was found between theplant ;ﬁz‘"}
failure rate and the following variablesmoking years, 4
exposurdo passivesmokingin nonsmokerssmokingstaus
ard to the numberof packyeas. Influence of Smoking on Fig. 4.1Implant Failure
Early Implant Survival Early failure rateprior to loading,

were evaluatedby vaious studies, who reported early impldatlure was high (6.5% 31%) in
smokersversug1%-9%) in nonsmokers

Effect of smoking on outcomes following immediate Implant placementand delayed implant
placement wsialso studied and found that mazemplications were reported in smokers thannon
smokers regardlesof the time of implant placement.Smokershavea higher risk of occurrenceof
Peri-implantitis compared to nesmokers. Studies reporting on the occoreeof perimplantitis had
afollow-up ranging from1 to 14 years.

Studies reporntig marginal supportingdme loss reported a diatically significantly greaer risk of
bone lossover time in patients who smoked when compared to-smapnkers. Studies regng on
marginal bone loss had allbw-up time ranging from 1 to 24 years. Tobaamoking is a signifiaat
risk factor for imphntplacementind maylead to failure of implant sse-integration.

*Picture CourtesyDr. Kamal, SeniorResident, Dept. of Piedontics & Implantology, MAIDS
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3. Smoking And Wound Healing

Smokers have a higher incidence of infectious andimi@ctious healingcomplications after wgery
compared wh nonsmokers across alugical specialties. Fmer smokers appear to havéifatime
higher riskof heding compliations compared with patients who never smoked. Smoking cessation
for atleast4 weeksbeforesurgery reducesurgicalsite infections,but not otherhealingcomplicaions.
Patients shodl be encouraged to stop smakiat least 4 weeksdfore srgery to reluce the risk of
surgicalsite infections.

Across cohort studies, necrosis was 4 times more fnredonesmokers than mesmokers, whereas
surgicalsiteinfection,dehiscence healingdelay, andlack of fistulaandbonre hedling occurred times
morefrequerly in smokers.

Thefollowing pathophysiologicamechanism$or defectivehealingin smokersappeato beinvolved:

(1) an acute detrimeal vasoactive effect ofnsoking leads to postopative necrosis in tissues with
fragile blood suppl, suchas reconstictive tissuelaps and colorectal anastomases

(2) attenuation ofhe inflammatory healing respse and impairmeraf oxidative bacteal killing
mechanisms lehto surgical site infedbn.

(3) delay of the prolifestive healing respose and alteraton of collagenmetabolismlead to
dehiscencand lack of fistulaor bonehealing.

4. Effect on non-surgical treatment of gingival bleeding

The reduction in gingivallbeding is significantly bss pronounced in smokers eater mechanical
removal of plaque.Thereasondor suchareducedmprovemenbf gingival inflammationafterplaque
removal in smokerare not known. Howeer, since gingivableeding primarily reflets the vascular
reactiors of gingival inflammation, thsuppression of bkdng may be attibutable to the vascular
effects of cigarette

smoking. Smoking is known to produce peripheraboeus vasoconstricth. Nicotine hasbeen
shownto possesa powerful constrictiveeffecton gingival vesselsyhich might beresponsible fothe
less evidehreduction of gingival bleeding. Besides a systemic effect, there nmgiddition be a

directlocal influenceof smding on the gingival vasculatureThus, findings suggestthat the hedhg

response to nesurgical teatment in terms ofgingival bleedirg might be suppresseander the
influenceof smoking.

5. Effects on surgical and norsurgical periodontal therapy

Smokers respond less favorably than nonsmokers to

periodontal therapy. Patismts with moderate to advanced
periodontitis were treated accordingto a split-mouth design
involving the following treatment modalities: coronal
scaling, root plaming, modified Widman surgery, and flap

with osseougesectionalsurgery Data collection of various
clinical parametersvas done and dataanaysisdemonstrated
that smokers exhibited significantly less reduction of probing depth and less gain of probing
atachmentlevel when comparedto non-smokersimmediatelyfollowing acive therapyandduring
eachof the 6 yearsof mainenance (p < 0.05).A greate lossof horizontalattachmentevel wasevident
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in smokersat eachyearly examduring maintenanceherapy (p<0.05).In generalthesefindingswere
true for the outcomesfollowing all 4 modalities of therapy and were most pronainced in the
deepesprobing depthcakgory (7 mm). The resultsalso concludeda tendencyfor smokersto have
slightly moresupragingival plaqueand bleedig on probing.

6. EFFECT ON DENTAL RESTORATIONS:

Long term clinical sucess of dental restorationspg®d on various fators, including thephysical
properties of the materialinical proficiency of the treating dentist, and propeaintenanceand
patient ere. Understandig whether there is a ahge insurface
roughness ismportant becausé i r r diggin sudaceatexture

enhancebacteral adhesionandroughenednaterialsmay suffer

fromi ncreased st ai ni ragheionintreases
the ircidence of recuent decay andefectiverestoations.

A study assssing the effect of smokelessbacco on the surfee
roughness of detal restorationshowed a significant change i
color and clinical roughness existing in aflstoations when
viewed clinically. The hree restorative matefs&astuded were |
amalgam, comosite and resimodified GIC. This study only
takesinto account theeffect a smokeless tobacco mix has on 't Fig. 4.2Dental Pain

surface roughness déntal restorations solely firo a chemical

perspectiveAlthough the agrage pH of tobacco isare neural to basic, the tge amount of sugar,
preservates and chemical arcinogens of smokkesstobacco have an association with restoration
wear. Objectively, smokeless tobacco use rhage thanjust a chemidaeffect. The lagest effect is
abrasivein naure. The natural statof the tobacco is graininess, which contribute to the abrasive
effects.

Recentstudydonein 2019,hasconcludedhatredwine and CigaretteSmokingcausesignificanttooth
discoloraion and color mematch in enamel andsie resprations that are naoeversible by whitening
treamens.

7. Effect ondistraction osteogenes

Nicotine is the main chemical component in tobacco prod
and its effect on bone headj remains controversial.
Distraction ostegenesis is an endogersotissi& engineering
technique which providean excellenplaform to study bne
heding and reggeeration. In an animddased experimenta
study, 60-day time release nicotine pellets orqabopellets
were implantedn the neck shcutaneous tissaé the rabhis
one week beforeosteotomy was performed. Therftex E
distraction ostogenais, theanimalswere sacrificed and subjected to examinations by radiography,
micro-computed tomographwgnd histological analysis. Theignificantly lower bone volume and
appearace of chondrocytesni thenicotine group indicatethat he bone regesration of distraction
osteogenesis was compromisedigotineexposure.
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8. Effect onroot coverageprocedures

Heavysmoking is correlated t@ilure in oltaining root coverageSmokershave small rootoveaage
which is associated withbad vasularity of periodontal tissues. Té mechanism by which smoking
affects periodontal plastic surgery outcomes remains undbedismoking interferes witrseveral
physidogical mechanisms ancellula functions. The larg number of tobacco toxins maypair
periodontahealing. Smokingalsodecreaseperiodontablood

flow, compromising graft vascularizationand sub epithelial connetivity issue graft (SCTE
outcomes.

9. Smoking can causepatientsto experienceincreasedpain

Wound healing carbe achy for angne, but pain

gets exacerbated in giientswith smoking habits.
The American Orthopedic Foot & Ankle Socie
noted tlat cigaretterelated chemicals have den

shown to negatively impat the way bodies
understandfi p ai n si gnalca.ako

aggravatenflammation, which canboostpain and

addto thedifficulties of thehealingprocess.

Since tobacco dependence andhrocic pain

represent two highlyprevdent conditbns that indepalently generate substantiahallenges within
the domain®of psychology, redicine, public health, ané&conomés, not to mention the personal toll
exacted at an individual level, their-egistence will be more detrimental.

10. Tobacco raisesblood sugarlevels

Raisedblood sugar leels have numerous medical ceggences, one of wth isa deceleration
of the wound kaling process. According to Wound Care Centers, high blood sugar, which can
be causedby smoking, creates artergtiffness anaarrows the lnod vessls.

KEY TAKE AWAY

I Tobacco has adverse effects on oral as well agrdenealthof an individual and it
negativelyaffeds the outcomeof almostall therapeutigrocedurespeformedin theoral
cavity leading to o/ socke, Implant Failure, Delayed Wound healing, Stairsmg
Fractureof Restorations, Dental pain etc.

I Tobaaois deady in any form eitherbe smokingor snmokdess;sdentific evidencehas
provedthat tdacco lead$o diseasedisabiity, and death.

I Tobaccosmoke containsnorethan 7000 chemicalsof which at least 69 are known to
cause cancer.

9 Smokeless tmecco containsover 3000 chemicals, 250 of whicheaaxic ard 30 of these

are carcinogens thatagse mainly ancers of al cavity, oropharynx,esophags
pancreasyrinary bladder and uterine cervix
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CONCLUSION

Tobacco hasdverse effects on af aswell as general health of an individwaid it negatively affects
the outcome of almost all therapeutic gedues performed in the oral cavity leading to dogket,
Implant Failure, DelayedWoundhealing, StainingandFractureof RestorationsDental pan.

It is alsdlinked to a detrimentampact on oral health, such as increasing risk of periodontal (gum)
diseases. Imddition, dental implant failure is m® commonamorg smokes than among non
smdkers, and pefimplantitis amaig smokersis also more prevaknt. Tobaccouse contributesto
increasedoothmobilityand tooth loss occurs leading to reduced chnaling function and quality of
life. Dental treatrent outcomesmay beunpredictable for paéints who continuto smokeobacco.




ASSESSMENT
Whatis the addictivesubstancen tobacco?

Toluene
Nicotine
Arsenic
Methyamin

oo o

Whatis the destructive byproductof nicotine?

a. Cotinine

b. Nicotinine

c. Alkaloid

d. Any of above

Whatis ore packyear ofsmoking?

10 Cigarettesper dayfor oneyear
20 Cigarettes peday foroneyear
30 Cigarettegper dayfor oneyear
40 Cigarettes per day for one year

oo op

The reductionin gingival bleedingis significantly more promouncedin
smokerseveraftermechancal removalof plaque.

a. True
b. False

Smokersto have slightly more supragingival plague and bleeding on
proking tharcomparedo nonsmokers

a. True
b. False

Tobacco smokingeduceghe bloodsugarlevelsleadingto decreased
woundhealing.

a. True
b. False
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7. Smding canaggravatenflammation.

a. True
b. False

8. Waterpipeor hookahsmokingis saferthancigarettes.

a. True
b. False

9. Nicotineis the mainchemicalcomponentn tobaccoproductsanddelayswound
heding.

a. True
b. False




LEARNING OBJECTIVES
Attheerd of thischapter, the professionals shodidable tounderstandhe

ff Natue of nicotine as a substance and its effects
' Neurological mechanism of nicotine addiction

I Processes that maintain addiction
1

Varioussaeenirg tools used for assessing nicotine defmrte

INTRODUCTION

Tobacco is a plant product obtained from an impwmaember of the Solanaceae fpnof the plant

ki ngdom, whi ch «car r i ansalkaloid, nicoting whichegivds Gt,snstepd, paweri t i e
over mamind. Sobaccoleaves are processed into smokeless and smoked products after harvesting
and aring. Nicotine acts on the braand other parts of the nervous system. From tobacco smoke the
nicotine enters the blastream through the lungs and smokeless éobaccoit pases through the

mucosal membrane of mouth and nose or the skin. Pulmonaryptiasowhich is the most favoed

and perhaps commonest, occurs in a matter of seconds. Fromntge ¢hemicals in themoke are
absorbed into the byt systemsand caried quickly to different parts of the body. Oral, snuffs and
othersmokeless tobacquroducts ar@absorbed morgradualy.

After absorptionnicotinetravelsrapidly andreacheshebrain within sevenseconds;it readily crosses

the bbodi brain barier. Due toadion of the resultant release of dopamine from-bmain and its
effect on pe-frontal cortex, there isudlen elease of glucose and increase in respiration, heart rate,
congriction of arteriesand increased alertne§hesepsycho-activerewards occu quickly and these
rewards are highly reinforced. This forms the basigiiobine addiction in an individualThus,
broadly using bhaviouralperspectiveaddictionin generatan be understoodsanimpairedability to
inhibit drug seekingin regponseto environmentainformation that should normally suppress the
behaviour.
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Neurobologically, addiction is linlked toalterations in reward and other circuitry that may precede
initial druguse(e.g.,geneticrisk factors)and/orbe caused by chronic drug expoaureitself. Therole of
nicotine as the pharmacologic agent that maintaibactmo addiction is well supped. It is indeed
associated with many wdthown pleasurable psychdive effects, suctas arousal, relaxation, and
improved mood. Tke following sedion will highlight the role of nicotine and the neurobiological
mechanisnin tobaccodependence.

NICOTINE AND ITSEFFECTS

Nicotineis derivedfrom theleafy greentobacco plant(Blum, 1984. Nicotineis absorbedhroughthe

membraes of the mouh, nose,andlungs(Blum, 1984).0Oncein the bloodstreamit is metabolizedy

the liver. The half-life of nicotine is 20to 30 min. Nicotine exerts its effects on the body bteidihg

the operatiorof norepinephrine and acetylchmt. Nicotne provides tte pick-me-up feeling to the
tobacceusers A newsmokeror tobaccochewermay experiene nauseanddizzinessrom first using
tobaccoBut with repeatedisehe/shebecomedolerart to theseeffects. Thetobaccauserneedgo take

th e i depaatglptomaint ai n the nicotine | evels and the 0
changinghe puff frequency or dgreeof inhaling.

Impulsivechoiceis In turn produce
DrugAnticipation ~ signaledio theVTA to output to engagi
release dopaminen the ™| betevior that led to
nucleusaccumbens drug ingestion
acgin

A Z

In theprefrontalcorex,the  [=====p{  Thedorsolateral prefrontal
orbitofrontal coréx signals cortexinterprets the anous
drug-induced cravirgs and signals, showmgcogritive
thus support thé v o foe 0 flexibility decideswhether to
drugingestion take action of drug ingestion

Fig. 5.1Mechanism of Action

Overtime, mostpeopleneedanincreasindevel of nicotineto producethe sameresponsewhich results

in using tobacco more fgeently or changing d a stronger brand dype of tdacco to fulfil the

addidion. For these reasons, tobacco experts and recent guidelines must emphasize the reframing of
previouspercepionsandunderstad that tobaccalependences a chronidisease.
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ENDOCRINE CENTRAL NERVOUS SYSTEM

Arousal or relaxation, Enhanced
concentration, vigilance, appetite suppression

Increased growth hormone

=

/I

< xR

rrw“

CARDIOVASCULAR HEMATOLOGICAL
Increased heart rate, cardiac contractility, Increase in platelet
increased blood pressure, increased blood flow adhesiveness
TOXIC REACTION
METABOLIC
— _— q N B Nausea, Vomiting, Dizziness, General
Lipolysis with fatty acid release an /- e T

increased energy expenditure

Fig. 5.2Effects of Nicotine

NICOTINE ADDICTION

Nicotine interads with the nicotinic acetylcholine receptors ( U 4 m/AChR) and stimulates
dopaminergic transmission. This in turmailates the reward center and is responsible for the mood
elevationard apparent improveant in cognitive function. With chronic stimulatidoy nicotine the
GABAergic neurons are desétized and thus lose their inhibitory effect on dopamifigis in turn
reinforces the addiction by inducing craving. Nicotine not only eadamaging effectst also leads

to toleranceo its own action liketherdependencproducing drugs

NEUROBIOLOG Y OF ADDICTION

Drugsof abuseactivatebrainrewardsystemsRewardis defined hereinasany eventthatincreaseshe
probability of a regonse with a positivehedonic component. Dopamine neurotransmitter besen
assigned the central role and regulatesr¢ward pathway, the mesolimbic pathway from the ventral
tegmentabrea(VTA) to the nucleusaccumbenseemso be crucialfor reward.The activation caused

by drugs of abuse can eventually cause changesnard circuitry that are associated with aoiis
cycle of drug preoccupation,craving, addiction, dependenceand withdrawal. There are two
mechanismsthat direct theeward system:

0 The reactivereward system comprising of systems such as t&A, nucles accumbenand
amygdala,are involved in tggering the drugseeking behavior using internal cues such as
cravingand withdrawal

0 Thereflectivesystemreceives projections from treebitofrontal cortex QFC) which isinvolved
in regulating impulses, time projections from thedorsolateral prefrontal cortex (DLPFC)
regulating whether an action takes place, and projeftiom theventromediaprefrontal cortex
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(VMPFC) involved in reguliiing emotions.This systemis built and maintained over time based
onvarious influences; including genetics, pesrspure, learnin@f social rules etc.

Withdrawal/

Binge/intoxication negative affect

Reward deficit
and stress surfeit

Incentive
salience

Preoccupation/
anticipation

Executive function

- D
systems

Neuroadaptation

Fig. 5.3 Neurological Effects oNicotine

Addiction can be conceptuated as a three-stage, recurring cycled binge/intoxication,
withdrawal/negativeaffect, and preoccupation/anticipation (craving)d thatworsers overtimeand
involves neuroplastic changesthe brain reward, stress, amxkeutive function SystemKoob et al,
2016).




Binge/Intoxication
(rewardandincentivesaience)
Steepreleaseto dopamineasaresultof druguse is as®cigedwith thesubjectivefeelingof i s
caledh i gwhiththenbecomes conditioneahdleadsto cravings for thesubstance.

Withdraw/Negative Aff ect
(As tolerance and withdrawal develdpain stressystem recruited in thextendecamygdala
anccortributeto the developmenbf negative emotioriastates.)

Preoccupation/Anticipation
This is diven bythe prefrontal cortex (executifentions) is heghtened by drug cue
inducedeward seekig impactingunctions such as setégulation and intuitory control
leadng tocraving.

Fig. 5.4Stageof Developmentof Nicotine Addiction

Theinitiation and dvelopmenbf tobacceuseprogresses istages:

1.
Formatting Attitudes
and Beliefs about

Tobacco
5. 5
Becomng Addic . ° o
to ted Tobacco Trying Tobacco
4. 3.
Regulary Using Experimentingwith
Tobacco Tobacco

Fig. 5.5 Addiction Cycle
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Processeshat Maintain the Addiction Cycle

We have understoodthe neurobiological bases of addiction and the role of the different
neurotransmitters the addictionprocessilt is alsoimportantto undestandthe variouspsychological
mechanisms/processthat maintain theubstance takingehavior of theindividual.

0 Whenthenicotineis suppliedregularlyto the bran it startsto yearnfor more,this phenomenois
calledcraving.

0 If the brain doesnot receiveits doseof nicotine while it craves,the body developswithdrawal
symptoms.

0 Oncethe peson satisfies his/her brain's urge to have the next fix of nicotiitbdnawal
symptoms subside temporarily. This cycle continues argighivhen one is saitb be having
biological dependence

Theotherimportantprocessethatmaintainthe substace-takingbehaviourof theindividual arecalled
habituation or conditioning; thesearebasedn thelearningprinciplesof Behavioural perspéiwe.

0 Tobacceuse isaccompanied by ceita activities, which may varyamong individuals. These
activities often become associatedvith the act of using the substanceand becomeconditiored
cuesas they are repeatedly paired with the act itself. Thecetism between tobaw-use and
othereverns repeatednanytimescauseshe environmentasituationsto becomepowerful cuegor
the urgeto use tobacco

0 Conditioning develops because ofpairing of the pharmacologic actions of the drug with
behaviourandevents.

0 Likewise, apects of the drugaking process, such as the maulation of smoking materialer

the tast, smell, or feel of smokein the throat,becomeassociatedvith the pleaswable effectsof

substancaise.Evenunpleasantmoodscanbecomeconditioned cuesfor corsumingtobaccoFor

example, a smoker may learnathnot having a cigarette provokes irrilély (a common
symptomof thenicotineabstinencayndrome) andmoking acigaretteprovides relief.
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In a nutshell, the process of Nicate Addiction and theunderlying mechaisms can banderstood

through the following flowchart:

Easyavailability of tobaccoproduct

Environnental Influences

T~

Udng Tobacaco

/

Nicotine Actionin the body-

and improvematin cogritive function.

addction inducingcraving

1 Nicotine interacts with the nicotinic acetylcholine receptorsand
stimulatesthedopaminergidrangnission.
1 Thisinturnstimulateghe rewardcente whichleadsto moodelevation

1 GABAergic neuronsinhibit effect on dopamineand reinforce the

Otherneurotransmitters,
including norepinephrine,
acetlcholine, serotorin,
(GABA), mediate various
behavioursof nicotine.

Neurocireuitry. Conditionng/ Habituation
Reward Systemegulated
by the Dopamie pathways
(VTA). Biological Dependence

Mechanisms

9 Binge/Intoxication
9 Withdrawal/Tolerance
1 Anticipation/craving

Fig. 5.6Nicotine Addiction and Mechanism
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DIAGNOSTIC CRITERIA FOR TOBACCO USEDISORDER

(Diagnosticand Statistical Manual of Mental Disorders, fifth _edition) (DSM-5)

According to the Diagnosic and Statistical Manual of Mental Disorders5™ Edition (American
Psychiatric Associationthereare three Criterion with 15 sub features, and four specifiers gnasa
Tobacco Use disordeA problematic pattern of tobacco use leding to clinically significant
impairment or distress, as manifested byat least two of the following, occurring withina 12
month period:

A. Larger quantities of tobaccoover alonger period than intended are consumed.

Unsuccessful efforts tquit or reduceintakeof tobacco

Inordinateamountof time acquiringor usingtobacco poducts

Cravingsfor tobacco

Failureto attendto responsibilitiesndobligationsdueto tobaccause
Contintedusedespiteadversesocialor interpersonatonsequences

Forfeiture of sodal, occupdional or recreationahctivitiesin favor of tobaccouse

Tobaccousein hazardous situations

© N o g > w0 N

Continuedusedespiteawarenessf physicalor psychologicaproblemdirectly attributedo
tobaccaise

B. Tolerancefor nicotine, asindicated by:

9. Needfor increasinglylarger dosesof nicotine in orderto obtain the desiral effect a
noticeablyliminishedeffect from using thesame amounts aficotine

C. Withdrawal symptomsupon cessationof useasindicated by

10. Theonset otypical nicotine @ciatedwithdrawal symptomss present

11. More nicotine or a substitudedrug is takenatalleviate withdrawal symptoms
Theclinician may also add the following specifiers:

1. Earlyremission No useof Tobacco products for-83 months.
2. Sustainedemission No use of Tobaccoproducts for> 12 mos.
3. Onmaintenanc¢herapy e.g.,transdermahicotine.
4

In acontrolledenvironment e.g.,hospitalor correctionafacility where smokings forbidden.
Additional specifiersindicatethe level ofseverityof Tobaccouse disorder

1. 305.1(Z72.0)Mild: 2-3 symptomsre present.
2. 305.1(F17.200)Moderate:4-5 ymptoms arepresent.
3. 3051 (F17.200)Severe6 or more Symptoms ar@resent.
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6C4A Disorders dueto useof nicotine

Disorders due to use of nicotine are chanazad by the patter and consequences of nicotine use.
Nicotine is theactive dependengaroducing constituent of théobacco plant, Nicotiana tabacum.
Nicotineis usedoverwhelminglythroughsmokingcigarettesincreasinglyit is alsousedin electronic

cigarettes that vagrize nicotine dissolved in a carrier solvent forh al at i omn g(0i)..e .P i pfi
smoking, chewig tobacco and inhaling snuff are minor forms of use. Nicotine iglalyhpotent

addictive compound and is the third most common psydiveasubstance usedorldwide after
caffeineandalcohol.Nicotine DependenceandNicotine Withdrawalarewell describe andNicotine
InducedMental Disorders areecognized.

DiagnosticCategoriesthat Apply to Nicotine

Following is alist of specificdiagnaostic categoriesf that applyto nicotine:

0 6C4A.0Episodeof Harmful Useof Nicotine

0 6C4A.1 Harmful Pattern olUseof Nicotine

0 6C4A.2NicotineDependence

0 6C4A.3Nicotinelntoxicaion

0 6C4A.4Nicotine Withdrawal

0 6C4A.Y OtherSpecifiedDisorderDueto Useof Nicotine

0 6C4A.zZDisorderDueto Useof Nicotine,Unspecifiel
6C4A.2Nicotine dependence

Nicotinedependeceis a disorderof regulationof nicotineusearisingfrom repeatecbr continuoususe
of nicotine. The characteristic feature is a ggrovternal drive to ge nicotire, which is manifested by
impaired abiliy to controluse,increasing pority givento use oveotheractivities and persistence of
use despite harm or retiye consequences. These experiences are often accompanied jegtaveub
sensatiorof urgeor craving to usenicotine.Physiologicafeauresof dependenceayalsobe present,
including tolerance to the effects of nicotine, withdrawal symptoms follgwiessation or reduction
in use of nicotine, or repeated use of tilwe a pharmacologially similar substances to prevent or
alleviate wthdrawal symptomsThe featureof dependence anasually evident over a period of at
least12 monthsbut the diagnoss maybe madeif nicotineuseis continuougdaily or almostdaily) for

at least3 montts.

Exclusims:

Episode of harmful use of nicon(6C4A.0Harmful patternof useof nicotine(6C4A.1)
6C4A.20Nicotine dependencecurrent use

Currentnicotinedependencavith nicotineuse within thgpastmonth.

Exclusions:

Episale of harmful use oficotine (6C4A.QHarmful patternof useof nicotine (6C4A.1)
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6C4A.21Nicotine dependerte, early full remission

After adiagnosisof nicotinedependencegndoftenfollowing atreatmenepisodeor otherintervention
(including selthdp intervention), theindividual has ben abstinent from nicotine dugira period
lastingfrom between nd12 months.

Exclusions:
Episodeof harmfuluseof nicotine(6C4A.0), Harmfulpatternof useof nicotine(6C4A.1)
6C4A.22Nicotine dependencesudained partial remisson

After adiagnoss of nicotinedependencendoftenfollowing atreatmenepisodeor other intervention
(including self-help intervention),thereis a significantreductionin nicotine consumptionfor more
than12 months,suchthat eventhoughintermittent or continuingnicotineusehasoccurredduring this
period,the definitional requirenmés for dependenchavenot beermet.

Exclusions:
Episode of harmful se of nicotine (6C4A.®armful patternof useof nicotine(6C4A.1)
6C4A.23Nicotine dependence,sustainedfull remission

After adiagnoss of nicotinedependenceyndoftenfollowing atreatmenepisodeor otherintervention
(includingself-intervention) the persorhas beembstinent fromrmicotinefor 12 months olonge.

Exdusions:
Episode of harmful use of nicot{6C4A.0Harmful patternof useof nicotine(6C4A.1)
6C4A.4 Nicotine withdrawal

Nicotine withdrawal is a clinically significant clustef symptoms, behaviours and/or physiological
features, varying inetyee d severity andduration, that occurs uponssation or reductiolf use of
nicotine (typically used as a constitieof tobacco) in individuals who have developed Nicotine
dependene or have used nicotine for a prolonged period or in large amdRmtening features b
Nicotine withdrawal may inclde dysphoric or depssed mood, insomnia, irritability, anger, anxiet
difficulty concentratingrestlessnesdradycardiajncreasedppetite,andcravingfor tobacco(or other
nicotinecontaining prodats. Other physical gmptoms may include increasemugh and mouth
ulceration.

SCREENING FOR NICOTINE DEPENDENCE

Screeningor assessment of tobacose makes it possible ttetect the presence and severity of the
same in a cost and time iefent manner. It ale provides a baseline assessment along witiogie
checkpoints as the patient moves in the prooés®ssation. Tédiagnosis of Nicotine Dependence
can be based odiagnostic criteria provided by the Diagnostic and Statistical Mia(f@SM) of the
American Psychiatric Association and the InternaldClassification of Disease 10th revision (IED
10) from the World Helth Organization (WHO).
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Additionally, there areseveral tools that can be helpful in assessing the level of sedsjtgnénce
or tolerance to the substanceused. Following are some of the most commonly used tools for

screening/assessmtef substanceise:

S.NO. | NAME OF THE TEST DESCRIPTION

1. Fagestrom Test for The Fagerstrom test fonicotine dependencdFTND) is
Nicotine Dependence widely used as a screening test for fitgysical aspects c
(FTND) nicotine dependenceThere are scalesfor both smding and

smokelessobacco.Basedon the score the level of addiction
can be low (score less than 4), medium (sdbr6) or high
(scoe greaterthan6).

2. Modified Fagerstrom The Fagerstrom tedtor nicotine dependence (FTND) fi
Testfor Nicotine Smokelss Tobacco consists of 6 items and the total s
Dependence comesoutto be 10. Basedon the score the level of addiction
SmokelessTobacco can be low (score lessah4), medium (scorei®) or high
(FTND-ST) (scoregreater thn 6).

2. TobaccoDependence The Tobacco Dependace Screener(TDS) is a 10-item
Screener(TDS) guestionnaire for screening tobacconicotine dependence

accordingto these criteria.

3. Wisconsin Inventory The Wisconsin Inventory of SmokinDependence Motive
of Smoking (WISDM-68) is a multidimensionalmeasureof dependence
Dependence Motives based on theoretically groded motives for druguse. The
(WISDM -68) measurehas68 items consistingof 13 domainsthat identify

separatenotives for tobaccaose.

4. Cigarette Dependence @ The Cigarette Dependencrale was developed by aski
Scde (CDS) smokers via mail and through a weliesio asses signs

indicating a dependence on cigarettes. There ardypesof
scde, the CDS12 and the CDS, each of whih is ratedsing
a 5point s@e. The CDS12 is a 12item instumentcovering
the main components of the DSM and ICD-10andsone of
the FIND.

5. The Nicotine The Nicotine Depenence Syndrome Scale (NDSS) is
Dependence Syndrome  multidimensional questionnaire based on Ed war !
Scale(NDSS) syndromal conceptuahtion of dependence. The essen

elementof syndromethat Edwands proposedareasfollows:a
narrowing in the repertoire of drug useshaviour, an
increased salience of drisgeking behawour, an increase
tolerance to the drug, repeated withdrawal symptoms,
repeated relief or avoidance of withdrawal symptoms
further drug use subjectve awareness of a compulsionuse
the drug, andrapid reinforcenent of the syndrome afte
relapse With theseconceptsappliedto nicatine dependence
a 23 item quetionnairewasdeveloped.

Table 5.1 Tools for Screening/ Assessmieof Substance Use
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KEY TAKE -AWAYS

0 Addiction is linked to alterations in reward éother circuiry tha may precede initiafirug
use(e.g, genetiaisk factors)and/or becaused by chronidrugexposuratself.

0 Drugs of abuse activat#ain reward systemsreactive mechanismwhich is a revard system
comprising systems such as €A, nucleus accutmensand amygdalafocus orriggeting the
drug-seekingoehaviorandreflectivemechanisndepend®nhow anactionwould takeplace.

0 Addiction medanism is characterizedby disturbancesin three major neurodrcuits:
(i) basalgarglia-driven binge/intoxication stage, (i) extendedamygdaladriven prefrontal
cortexdriven withdrawal/negativaffectstage and(iii) reoccupation/aticipation stage.

0 Screeningor assessmemf tobaccouse méesit posdble to detectthe presence aneeveity
of thesamein acost and time efficient nmaer.

ASSESSMENT

Q1) Nicotine is responsiblefor addiction of:

a) Tobaco
b) cCannabis
C) LSD

d) Smack

Q2) Effects of nicotine on human body include:

a) Increasedeartrate

b) Nauseayomiting, relaxingeffect
C) Bothaandb

d) Onlyb

Q 3) Drugs of abuseactivate the brain:

a) Rewad pathways

b) Stressircuits

C) Reflectivepathways
d) Noneof theabove

Q 4) The neurotransmitters involved in the Nicotine Addiction are:

a) DopamineGABA, acetylcholine
b) Dopamineandsemwtonin

C) Norepinephrire andEpinephrine
d) Bothaando
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LEARNING OBJECTIV ES

Atthe end of thichapter, the professionashiouldbeable tounderstand the
I Needfor Behaviouralnterventionsn TobaccoCessation

Basiccounsellingechniquesisedfor TobaccoCessation

Typesof Behaviouralntervertionsin DentalClinical Settings

Applicdion of evidencebasedehaviouralnterventions( 5 A® R ¢4sD, &ts)

= =4 A4 -

Techniqueof Motivational Interviewing in Behavoural Inteventions

INTRODUCTION

According toGATS-2 (201617), 55% of smokers drb0% of smokeless ta@leco usersre planning
or thinking of quitting tobaccouse.However,quitting is challengingand mostsmokersmakemultiple
attemps bdore successfully quitting There is significant evidence thhashighlighted that both
behaviowal therapies and phaacotherap can help quit, eitbr on their own dan combinationwith
oneanother

Behavioural interventions (Bl)n tobacco cessationaw widely in their content, delivery and
availability. Typicdly, they focus on, informing the as giving advice to git or a @mbination of
both, wing different theretical models to achieve theains. Bls can also range fromddfradvice to
providing Information Education and Communication (IEC) material, tmanintensive programmes
involving multiple counselling sgsions Factors that seem to pmpt quit attemptare typically related
to motivaion, such as concern overtbe g t er m h eratte ffifancial tdsteottobacacse.
The factors as s osudcessfterdquinettemptmolstly relaetotthe stremgthof the
underlyingaddictionto tobacco.However, most attempts are made without the aid of agpgpte
behavioural suppt Hence,in order to maintain motivation and improve resiliencethrough the
quitting processyarious component®f Bl can play aital role.

Dentists are well suited to engage patients in tobacco cessation counselling bedhaselative
easewith which they discussthe dental concernsduring the interactive chairsidecommunication.
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Tobacceusemostly reflects during the oral examination and the time spent ddentpl care with
the dental professional can be used as antaféeopportunity to prowte cessatiorin an Indigenous
study,44% of interns reported that they had not been taught Tohee Cessatiom the institutions.
Furthermore, a higher level of oral cancer awareness did not have a positiveomipacpergation
of Tobacco Cessatin Counselling. This enormous demand needs to be caterddegmbfessionals
haveto bewell equpped with theechniques ofobaccocessation.

NEED FOR BEHAVIORAL INTERVENTIONS

1. Tol?at?co dependence is a chronlc. condition thattfier PROFESSIONALINSIGHT
majority of tobacco users requires repeated and
persisteneffort to overcomeHence,it canbe understood Qualities of an Effective
asa powerll biologicaland social process that strongl Counsellor:

impedes achieving arglistaining cessation. ExpressingEmpathy

2. The second is that tobacco dependenceis often
accompaniedy unredistic fearsaboutreatment as well
as the assumption that treatment really is not needed.
is typical acrossaddictions and is sometimes referred
as the fAdenial 06 or Ar athei
tendencyof addiced personsto deny that they are truly
addictecandneedhelp,andbecausthey may assuméhat treatment is riskighanthedisease.

KeepingConfidentiality
Regpecting others

Maintainingwarmth

o bk w N B

Beingnon-judgnental ctor

BASIC COUNSELING TECHNIQUES

Guidancean counsellingfocuseson helpingpeoplemake important choices that affect tHaies, such
aschoosiy a preferred lifestyle. According to tl2€/20: A Vision for the Future of Counselling
consortium,counsellingis definedas a professionakelationshipthatempowersdiverse individuals,
families, and groupsto accomplisimentalhedth, wellness educatbn, andcareergoals.

Accordingto the AmericanCounsellingAssociation(ACA), professionatounsellim is the procesf
building relationships with individuals that empower them to accomplish mental health and wellness,
educationand @reer goals. Itsi a collaborative relationship between the counsellor and their client.
The skills that every counsetlshould possess include; communication skills, listening and attending
skills, focusing and paraphrasing, validating and engiogain a nonrjudgmentalmanner. Dental
professionals in clinical practice with patients due to the nature of care and corimuegarding
routinedental car@ndplans with patients.

The following explainsthe characteristicsof counsellingin detail:

1. Attending and Active Listening: Maintain eye contact,havea kind tone to your voice,
expressnterest by leaning forwardyodding. During a session with a client, counsellor
must alsoprojectthat they havea vestedand genuineinterestin thep a t i welibeidgs
Positiveattendingbehavioursopen up communicationand encouragédree expression. In
contrast, negativeattendirg behaviours inhibits free expression.lvey and Ivey (1999)
identify four dimensionsof simple attending behaviour that have betmlisd, to some
extent,cross- culturally. Theyinclude:

a. Eye contact eye contact is just one method of making interpersooathct; itusually
does not involvéntensescrutiny of pupil dilation
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b. Body language: Two aspectof bodylanguageare known technically askinesicsand
proxemics Kinesics has to do witlariables associated with physical features and
physical movementf ary bodypart, such as eyes, face, head, hands, legs, and
shoulders. Proxemics refersgersonal space and environmental J@da such sithe
distane between twpeopleand whetheany objects ardetween them.

c. Vocal qualities: Paralinguistics condis of voice loudness, pitch, rate, afidency.
Effective interviewersuse vocal qualitiesto enhancerapport,communicateinteres
andempahy, andemphaizespecificissues oconflicts.

d. Verbal tracking: It is crucial for counsellors to accurately traskat clients say.
Counsellors also demonstrate t hspegctbgpr e tr ack
occasionally repeating ievords andohrases.

Questioning Using moreopenended question&uestions that give the person a chance

to further explainfore. g. , Awhat makes you want to use to
domcétew tobacco after hav peaiegce eraingsgreem@ 6 2 0 i Wh e n
elicits morerelevaninformationandenhanceterviewercontrol. It alsoallowstheclients

totalk orencouragehem orto reflect on something specific theproblem.

Paraphrasing: it involves restating or rewording athe r  p e verbab cor@nsinication.

In clinical interviewing, the paraphrase is sometimes referred to as a reflection of content
(thisrefers to the fact that paraphrases reflect the content of what clients are saying, but not
proces®r feelings). A pardmase or refiction of ontent is a statement that accurately

reflects orrephrases what the client has said. [For e.g., tHerpahid that when the job
becomesoverwhelming, | tend to take several smokes, the counsellor rephrased it as,

i Wh e n yegoeriencestess,yoend up taking Jmultiple smokes.

Summarization: Summarizationdemonstratesaccuratelistening, enhancesclient and
interviewer recall of major themes, helps clients focus on important issues, and extracts or
refines the meaning belinclient mesages. It sbuld be informal, interactive, and
supportivelnsteadof saying,fi H e is my summaryof whaty o u 8au e somethinglike
thiscanbesaidfi L e makesurel 6&keeping uvith the mairt h i n g stalkedalbodtyv e
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ACTIVE LISTENING

ey sy ey

Fig. 6.1 Active Listening

Structure incounsellingis definedas i a juadestandhg betweenthe counsellorand client
regardingthe characteristicsgonditions,proceduresandparameterefc ouns el | i n glgs. Str
clarify the counselldrclient rdationship and give it direction; protettterights, roles,andobligations

of bothcounsellorsandclients;andensurethe succes®f counselling Counsellingprogressethrough
systematicstagesstarting fromthe inital session which focuses on buildg rapport followed by
problem identifying and lateprogressingto the working sta@ and terminatingby emphasising
relapse.

Inform about confidentiality and
assesswillingness to quit

STRUCTURE AND STAGESIN TOBACCO CESSATION COUNSELLING

Build trust and working relationship

Active listening by asking Develop a clear picture of the Set relevant goals
appropriate questions problem of tobacco-use

Work on the relevant goals by Identify the Provide guidance and
setting a quit date or mechanism  parriers/challenges/stressors encouragement to
to quit the use of tobacco manage thesame

Maintain the needed social Plan for booster sessions
support

Educate them about relapse
prevention

Fig. Chart-6.2: Stagesin TobaccoCessationCounseling
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TYPES OF BEHAVIORAL INTERVENTIONS

Behaviouralinterventionstakethe form
of advice, discussion,encouragement,

andothemctivitiesdesignedo helpquit | nost clinicians feel discouaged when patientsthey
atempts  succeed.  Interventons | are workirg with show resistance or havedesire to
generally employ befaviour change | quit. It is impottant to wderstand whyp e o p | e

techniques, addressing factors such | \ant to change. Fallving cauld be some of the
asselfefficacy and motivation (often | reasons:

using  motivational interviewing
techniques).Brief advice for tobacco I Happy/satisidwith the currenbehaviors
cessationfrom a dental health care q
professionad is effective in promotirg
cessation. This form of advice,
particularly from general practitioners 9 They are unawareof the risks and problems
(GPs)Jeads 1 to 3 out of 100 smake associatedwith their behavior

receiving it tostop smoking for at leas
6 months. Dependingn the time at
hand and the structureof interverion,
the two types of Behaviourl
interventionsare:

PROFESSIONAL INSIGHT

They feel it is easier tkeep usinganddord t
want to facehe discomfort

I They feel that the risks anproblens areonly
limited to few people, they a not among
them.

e 1. Very Brief Intervention (VBA)

It is an evidencévased intervention designed to increase quit attempts among people
who smoke. It is designdd deliver effective advice without taking up too much time
or harming relationshipgith patients

s 2. Brief Interventions (BI)

Brief advicel/intervention using the 5A
Dentistsand other orahealthprofessionalslso haveanideal opportunity duringlental
health checks to ask about thei rcespatiohi e 1
information and advice.

Fig. 6.3 Brief Intervention

Theseare discussed in more detdilelow:

1. Very-brief Advice (VBA)- is a simple, person/patientcenteredapproachthat dental
professionals can deliver effectively lessthan 60 seconds if timpressures are such.
Whenusing VBA, professionalsare encouragedto ask patients about their tobacco
useacknowedging that they may have tried to stop many times in the past, and to discuss
the options that exist to support a quit attempt, that is, behaioural support and
pharmacotherapy.
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Ask about Tobacceuse (Is thepatient current or past tobacceuser)

Record TobaccoeuseStatus

ASK Y

\/ Advise on the best way bquitting (e.g,co | d t ur key fi s tcanpletalys )
imme d i a orépeying in which the tobaccousergradually reduceshe tobacco

use) The bed approach is acombination of pharmacotherapyand behavioural
ADVISE support

J
~

S

ACT on patient's response: hiild confidence,giveinformation, prescribe

REFER Refer the patient to resourcesthat will assistthem in quitting: this canbein the form
ofreferral t o anearby TCC, or educate aboutther options suchas quitlines etc. )

\\/ Fig.-6.4: VBA model

2. Brief Interventions- These interventions ardelivered in the form of advice which
primarily triggers a cessation attempt. Simple advice from a physiciabdsssbwn to
increasabstinenceatessignificantly (by30%) comparedo no advicegFioreet al.,2000).

The Brief Interventionsinclude FRAMES model,5 A @mproach5 R6 s :

a. Brief interventions aim to identify current or potential problems with tobaccande
mativatethose at risk to chaedheir tobacco usbehavour.

b. Brief interventionsin primary carecanrangefrom 5minutesof brief adviceto 15
30 minutes of briefcounselling.

c. The aim of the intervention is to help the patient understand thattdbeico use is
puttingthem at riskand to encouragthemto reduceor giveup theirtobacco use.

d. Brief interventionsshouldbepersonalize@nd offeredin a supportive nonjudgmental
manner.

e. Tobaccacessationinterventionsdy morethanonetypeof healh professional(including
dentists)hawe the potential to s@antially increase the cessation rate and promote the
readinesso quitin thegeneral population.

f. A study reported that incorporation of an oral examination component in the dental
clinic or canmunity setting as part of behavialinterventions for tobeco cessation
conducted by oral health professionals may increase tobacco abstia¢es among
bothcigarettesmokersandsmokeless tobacco users.

g. In another study, brief intervention by ddnpaofessionals, performed by utilizg
feedback on oral sympms and dental treatments specifically relevant to smoking,
potentially motivated smokers with respectto their attemptsto quit smoking;
furthermorejt promotedbehaviourathangegowardquitting.
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Research into effective l&f interventions for tobeco use have found that they include a number of
consistent features which appearctintribute to their effectiveness. These have been summarized
using theacronymFRAMES:

F- FEEDBACK

The provison of personally relevant feedbkcis a key FRAMES

component of bef intervention and generally follows a FEEDBACK

thoroughassessmentdf tobaccouse and related problems.

Feedback can include info RESPONSIBILITY he in
tobacceuse and problems from a screenintgstiumaent,

information about pemhd risks associated wit current  ADVISE

tobacceuse patterns, and general information about

tobacco use related kis and harms. The patient can b MENU OF OPTIONS
educated about various dental concerns such as stain

looseteeth, bleedingwns, white patch etc. EMPATHY @
R- RESPONSBIL ITY SELF-EFFICACY ﬁ'f
A key principle of interventionwith tobaccousersis to

acknowledge that they are responsible for their own Fig. 6.5 FRAMES Effective Brief
behaviour and that they can make choices about th Interventions for Tobaccq
tobacco use. The m@osmtfa)g)lﬂ Linat 1 vil a t y uu

tobaccous e i s up ttoNdpooyoan nsakedyoutainay e or de ernaldesthd or vy
patient to retain personal control over their hétar and its consequences. This senseootrol has
beenfoundto beanimportantelemenin motivationfor changeandto decreaseesistance.

A- ADVICE

Thecentralcomponentbf effectivebrief interventionds the provisionof clearandpersonalizeddvice
regardingtheharmsassociateavith continueduse.Patientsareoftenunawarehattheir currentpattern
of tobaccausecouldleadto healthor otherproblems omake existing problems worse.

Providing clear advice that cutting down or stopping tobaes® will reduce their risk of future
problemswill increaseheirawarenessf their personatisk andprovidereasongo considerchanging
their behaviour.

M- MENU OF ALTERNATIVE CHANGE OPTIONS

Providing alternative strategies to cut down or stop tldiadco use, allows patients to choose the
strategy most suitable for their situation and which they feel withbst hépful. Providing chates
reinforceghesensef personatontrolandresponsibilityfor makingchangeandcanhelpto strengthen

thepa i ent 6 s mahdangev at i on f or

Theseoptionscaninclude:
Keepinga diary oftobacceuse(where, when, hownuch,who with, why)
Identifying high-risk situationsandstrategie$o avoid or overcomehem

Identifying otheractivitiesinsteadof tobacceusei hobbiessportsetc.
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Providinginformationaboutotherself-helpresourcesyritteninformationandinforming
abautthe national Quitline.

E- EMPATHY

A consistentcomponent of effective brief interventionsis a warm, reflective, empathic and
understandingpproactby thedentalprofessionatieliveringtheintervention.Useof awarm,empathic
style is a significantdctor nt h e p a tponeerd tiie sntemvemtiand leads to reduced tobacco
useat follow-up.

S SELF-EFFICACY (CONFIDENCE)

The finalcomp nent of effective brief interventions i
able to make changes their tobacceuse behawur. It is particularly lelpful to elicit selfefficacy
statementfrom patientssuchasfi know | havethestrongwill to quitt o b a ft knowd canmanage

my desire to use tobacco with Ilewdiqgmarine stieghl p an
thatcan help m@uitthet obacco habit o.

MODES OF DELIVERY

Themostcommonandreadilyavailableinterventiongaketheform of:

Behavioural Counselling (face-to-face/telephoniccounselling)

Fig. 6.6: Intervention Strategies

The Transtheoretical Model (TTM) (The Stagesof Change Model)

Prochaska, DiClemente and Norcross (1992) provide a ctwmsiee model for concepalizing
patients6é6 mot i v a ofitobatcolisers, theyhmave §oen.being nontentirs consuming
tobacco, to thinking about quitting, planning to guitaingining cessation or having a relapse.
proposes thapeople move through various stges while making a behavior changand that the
whole processcan takeanywhere from 6 months ®years.
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PRE-
CONTEMPLATION
No intention on
changing behavior

RELAPSE CONTEMPLATION
Aware that a
problem e , but
with no commitment
to action

Fall back into old
patterns of
behavior

Intenton t
action to adc
problem

MAINTENANCE
stained change;
havior
replaces old

QUET ' ACTION

Active modification
of behavior

Fig. 6.7: Stagesof ChangeModel by Prochaskaand DiClemented

SchematicView of TTM Constructs
[ I |
—
. Temptation -
Process ofChange Decisional Habit/Craving,
Balance Social
Stagesof Chan oM
g *® 1. Behavioural: Pr&fﬁgd situatians,
. ati Selfliberation, Negf';ltlv;e_Effect
Precontemplatio ReinforcementHelpful ituations
N ) . A
Contemphtion Relationships seneisof Change Beneitsof Stayingthe
*Preparation . ' Stayingthe Same,
] . Costof Stayingthe Costsof Change
*Action 2. Experiential: Same 9
*Maintenance Consciousaising,
Environmental and sel
evaluation. ‘

Fig. 6.8: Schematic View of TTM Constructs

Individuals progress through the various stages of change and it is essential thatethention
provided is relevant to the stage of change. The patient may quit after the stage of maintegance or
to the stage of relaps&he specific iterventions for relapse amagement will be discussed in the
following chapterBelow therelevantwaysof interventionarementionedelowaspertherequirement

perstage:

ﬂ



Stagel. PRE-CONTEMPLATION

(Not really thinkin g about changing)

DESCRIPTION INTERVENTION

A Individuals at this stage were i h ap A Individuals in his stge are unlikelyto
user so respond to advice to chamgreirbehavior.

A They do not have any worries abouttheir A They may be receptive toformation about
Tobacceuse of and do not wantchange. therisks associatedwith theirtobacceuse.

A Theyd o rséeit asrisky orproblematic.

Table 6.1 Stage 1 PreContemplation Stage of TTM

Stage2. CONTEMPLATION

(Thinking about cutting down or stopping Tobaccouse)

DESCRIPTION INTERVENTION

A Individuals at this stageare ambivalent A At this stage the focus is on providing
abouttheirtobaccause. information about their tobaco-use related

A They can seeboth the pros andcons of risks, adviceto cutdownor stop.

use. A Theaimis to encouragehemto talkaboutthe

ros and cons.
A They have some awareness of P

problem associated with tobacuee A A helpful tool at this stage is to see
ambivalenceboutsubstanceseasabalance

Table 6.2 Stage 2 ContemplatiorStage of TTM

Stage3. PREPARATION

(Readyto cut down or stop Tobacceuse)

DESCRIPTION INTERVENTION
A These tobacco users are planningtit in | A This stage isa window of opportunity,
the next 30 days and haveusually made ¢ which may only opefor a short time, and i
24- hourquit attempin thepast year. the groupmost likely to ask br help with
quitting.

A This group is motiveed to quit soorandis
the group mostlikely to actuallyattemptto | A  The focus should be on developingaquit
quit inthenear future. plan and identifying thepossible factors

that are the cause dbbacceuse for the

individual.

Table 6.3: Stage 3 Preparation Stage of TTM

ﬂ
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Stage4. ACTION

(Doing somethingabout changingtheir behavior)

DESCRIPTION

A Theindividual may be abstaining @utting

down, or have decided to change their
establishedbehaviour.

Peoplein this stagearelikely to continueto

INTER VENTION

A Negotiating aims and goals for changing

risky behaviors together bsuggestinga
rangeof strategies.

Identifying high risk situations

feelambivalentbouttheirsubstanc&iseand
to neal encouragementand support to
maintaintheir decisia.

A Discussing the plan of action and
emphasizing sdf-efficacy and self
confidence

Table 6.4: Staget Action Stage of TTM

StageS. MAINTANENCE

(Keeping on with the new behavior)

DESCRIPTION INTERVENTION

A The person is attempting to maintatine A
behavior changes that have beeade.

Individuds need affirmation that they
aredoinga goodjob andencouragemento

C continue.
A Longterm successmeans remainingn

this stage. A Providing praise for successes and
reinforcing t he p
avoiding situations where they arerisk of
relapseor helpingthemto moveon aftera

smalllapse.

Table 6.5: Stage 5 Maintenance Stage of TTM

STEPSIN EVIDENCE -BASED INTERVENTIONS

Clinical Practice Guideline concluded that there is a-tlesponse relationshipetweerthe intensity

of counsellingand quitting succes8 that is, the greate the intensity of counselling.the higherthe
likelihoodanindividualwill quit. Behavioural treatmenfipproachesquigobaccauserswith practical
strategieso avoidand/orcopewith triggers,managecravingsandreducavithdrawal symptomsThese
interventbns oftencover a wide variety of topiés including advice on quitting smoking; assessment

of prior quitattemptsandlessonghat canbe drawnfrom them; assessmenrtf currentmotivationto

quit; identification of cues and triggers for smoking angys toavoid or manage them. The most
effectiveintervention can be provided by professionals when they come in contact with the patient in
hospital, OPD or community setting in a brief opportunistied timelimited manner. It is essential

that theinterventionmust be tailormade as per the needs of the patient. The following diagram is a
helpful resource for dental professionals in assessing the treatment needs of the patients as per
nicotineaddidion:
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Behavioural
Dependence:

Breakingthe tobacco us
finding substitues

Psychological
Dependence:
Managing Cravings
Stress Managemel
Relaxation,Exercise

Psychological
Dependence:
Managing Cravings
Stress Managemel
Relaxation,Exercise

Fig. 6.9 Stepsin EvidenceBasedInterventions

Thestandardnterventionamentionedoelow include:
V The5 A @&pproactio tobaccocessation
V The5 R @pproach tdobaccocessation fopatientsnot willing to quit

V MotivationalInterviewing Intervention
I. The5 A ®sdel for Brief Intervention

As aframework,the 5 A énethod is considered the gold standard for delivering a brief tobacco
cessation intervention. | mpl ement ation of the
cesation and quit attempts amongtipnts and in increasj engagment among pients in other
empiricallyvalidated cessation treatments (Quétal. 2009).

Ask, identify anddocumentobacceusestatusfor everypatient at everyisit

In aclear,strongand personaliseshannerurgeeverytobaccouserto quit.

Assesshe patient'sreadiness touit, is theuserwilling to makea quit attempt athistime?

For a patiennot willing to quit, introduce
interventionssuch as 5R's or motivational
Interviewing

For a patienwilling to make a quit attempt,
offer medicationandbehaviouratounselling

Arrange for a patient willing to make a ciaittempt with follow-ups, beginning within the first
weelafter the quitdate.

Fig. 6.105 A dsdel for Brief Intervention
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STER:ASK

STEP1: ASK
Whento ASK:
1. As partof thevita sigrs atthe beginningf avisit
2. Whentaking ahistory Ask alwayswhile assessinghe
personalhistory
3. During aphysicalexamination

AskALL Individuals Determinef a person:

Doeshe/shesmoké chew

Identifyeverytobaccouser Doessmokethew
statusldertify the tobacco _
statusofac hi | d o ¢ Recentlyquit (<1 year).
parents/caregivesfor

AskiDo you currently I$noadkieHa

conditions potentially youquitin thepasty e a r 2 o

impacted bgeconehand

smoke. Ask adults aammpanyingchildren,i Does anyone
chi lhblusehol d smoke?0

Ask children overthe ageof ®WHave you ever
cigarette odo youuseany varietyof smokelessobacco

[specify]? 0

POSITIVELYREINFORCEhonrsmokingparticularly with
addescents.

ASK aboutType,Quantity fi Watkind of tobaccodoyouusen o wi? b ooftendoyou
andHistory smoke/c hew? 0

fi H o manycigarettegor how much smokeles$obacco)do you
useduring atypicalda y ? 0

Usethe Fagerstrom Nicotin®ependence/Tolerance
Questonnaireto betterquantify severityof tobaco use.

ASK aboutfirst useandfirst fi H ool wereyouwhenyoufirst used tolaccoWhatkind of

dailyuse: tobaccodidyouu s e ? 0
Ask non-daily user/identify
pattern/typical day fi H ool wereyou whenyoufirst startedusingtobaccod a i |
description

Table 6.6: Step 1 Ask Strategy
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STER:ADVI&

STEP2: ADVISE

Dental Healthprofessionalsre in a goodpositionto help usergo understanchowthe
generafactsabout smoking anbealth apply to them personalland to consider their
implications.

In a clear,strong, and personalizeshanner, everyiobacco user shoultbe urged tayuit.

Advisethosepeoplewho usetobacco
toQUIT

Brief, repetitive, consistent, positive
reminders taguit from multiple providers (or
reinforcemenbfarecentquit attempt)double
successates.

Adviceandassistancare usefulwhatevertthe
stage of change a tobacco user is at. |
messagethatare clear, strong,personalized,
supportiveand nonconfrontational.

Adap as per oral
diseaseGlear

fi Ithink it is importantfor you toquit smoking and

lcan help you.o
Strong
AAs your doctor, I ne:

tobacco is the most importarthing you can do to
protectyour healthnowandin thefuture. The staff
hereandIwi | I hel p you. o

Personalized

Tie tobacceuse to current health/iliness, significa
life events, social and economic costs, motiva
level, readiness to quit and/or tivapact of second
handsmokeon childrenandothersin thehoushold.

fi [know y o u @aneernedabout your bleedirg
gumsand stainsaroundyour teethwhile you smile.
If you stop chewing and get a dental professior
cleaning of your teeth and maintain them,
you

might beableto maintainyour smile.

Table 6.7 Step 2Advice Strategy

ﬂ



STEB:ASSESS

Fagerstrom Nicotine Dependence Scale for smoke or Modified
formfor smokdesstobaccouse

Readinas to Quit Rler Confidencdo Quit Ruler

TheReadinesfuler

Thereadiness ruler can be used at the beginning of a brief intervention to help targ
the interventionat the appropriatestageof changeor it canbe usedduring the
interventionasaway of encouraginghe patientto talk about reasomf change.

0 |1 |2 3 |a |s |s |7 E E |10
Not at all important Extremely important

a | vBimportantisto youto cut downor stop yourtobaccouse?

Onascale of0to 10,where0isnot allimportant, and 10is extremelyimportant, how
wouldyourate yourself?

TheConfidenceRuler

oHow conident are you that you could cut down or stop ydabaccouse if you
decided talo it? On a scale of 0 to 10 where 0 is not all confident and 10 is extrem
confident, howwouldyou rate yourslf?

0 [1 2 E la s |6 |7 '8 E |10
Not at all confident Extremely confident
It is notnecessaryd actually show the ptient a rule, but it may be helpful,
especially fopatientswith low literacy andnumeracy Forsomepatientit maybe
enoughto justdescribeéhe scale using word likhose in the examplegjiven above.

Fig. 6.11 Assess Strategy
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STERB:ASSIST

A) ASSISTING PATIENTS WHO WANT TO QUIT

1. BUILDING AND
STRENGTHENING THE
MOT IVATION FOR CHANGE:

1 Reinforcing potential benefits fc
changgFor e.g., better overall healtl
moneywill besaved etc.)

9 Build selfefficacy of the patient (Fo
e.g., i lhave the will to refrain from
usingtobacco)

1 Explore alternative options (For e.g,
awiding tea breaks with tobacco use
engagingn yogato managestressors)

2. DEVEL OFRCHANGEA T
PLANO

(Identify whatworksandwhatd o e s n
work, idenifying triggers)

3.IDENTIFYING THE APPROACH

Benefit of
' staying the
Benefit of staying the
change, same
CO.SI of Cost of Change
staying the
same

A

Fig. 6.12 Asssting Patient Who Want to Quit

9 Communicatingreechoice
1 InformationandAdvise
9 Consequences Action ard Inaction

1 Managing triggers by substituting activities
like; exercise, creative pursuits,
meditationyoga, journal writing, cooking,
chewinggum,eatingfruits orvegetables

1 Rewardingdesirablebehaviour

1 Managng environment

Option A: Tapering offslowly

Progressive reductiorEvery day cut down on ora
more cigaretteddidis/packet than the previousday.
Should not extend beynd5-7 days

Postponeuse: Try putting off the first useof the day
by oneor two hoursD o nsbotk Should not extenc
beyond a week and the most important dose shou
quitted in the last.
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Option B: Cold turkeyi the abrupt and complete
cessatiorof tobaccoeuse

Setyourfi QuDiatt e 0 .
Beforethefi Q ubiatt, makethefollowing changes:

1 Clean up the pice! Get rid of reminders of
smoking/chewing (Ash trays, empty
pocketsetc.).

1 Changeyour routine. For example,d o n
smoke/chewduring your regular tobaco
usingtimes (e.g., the aftdunch beedi or
early moming chew) or at regular places
(bathroomsworkplace with friends,etc.).

1 Buythebrandyoudislike.

1 Keeparecordof the amountand
frequencyf tobacco used.

1 Decreas¢henumberof puffswhile
smokng.

1 Leavelargestubs obuy smallerpatches

1 Do notinhaledeeplyor spitaway.

Note: However, younay also clarify to the patien
that the best evidence available is in favour of
stopping altogethe rather than trying to reduce
gradually.

4. Summarize the main stepsof the plan | You may want to suggest that thatient write
and support selfefficacy (Empowering| down the main stepsof theplan andboth signit.
patient to believe in himself/hetehat
theyare capablef behaviour change)

Give feedbadk, remind the personthat you are
hereto help.

Table 6.8: Step 3Assist Strategy




B) ASSISTING PATIENTS NOT-WILLING TO QUIT

A common situation encountered in the dental practice would bepattants who might not have
thoughtaboutquitting, or may not bewilling to quit. The5 R 6-gelevancerisks,rewads, roadblocks,
andrepetitioni aretheconentareaghatshouldbeaddresseth amotivationalcounselingntervention
applicablein swch scenarios.

5R6S STRATERGIES FOR IMPLEMENTATION EXAMPL E

RELEVANCE 9 Encouragethe patient to indicate how f Ho w is  quitting

quitting is personally relevant to him c
her. P:A bupposesmokings bad

9 Motivational information has the greate foomyheal t h. o

impact if it is relevantto a pat i
diseasestatus or risk, family or social
situation (e.g., having children in the
home), health concerns,age, sex, and
other important paient characteristics
(e.g., prior quitting egerience, persone
barriersto cessation).

RISKS Encourage the patient to identify potential C: i Wh dad you know
negative consequersef tobacco use that ar aboutherisksof smokng
relevantto him orher. To your health?What

particularlyworriesyo u ? 0
Examplesof risksare:

1 Acute risks shortness of breath, P:fi lknowit causescancer.

exacerbation of asthma, inceeal risk of Thatmustbea wf ul . o
respiratory infections, harm to pregngn¢ HCP:A1 T h aighti’ sherisk
impotene, and infertility. ofcanceris many times

9 Longtermrisks heartattacksandstrokes, higheramongs mo k e r s

lung and other cancers (e.g., larymxal
cavity, pharynx, oesophagus),chronic
obstructive pulmonary diseases
osteoporosis,long-term disability, and
needfor extendedtare.

I Environmental risks increasedrisk of
lung cancer and heart disearespouses;
increased risk for low birth-weight,
suddeninfant death syndrome,asthma,
middle ear disease, and respiratory
infectionsin children of smokers.

REWARDS Ask the patient to identify potentially HCP: f Do you know
relevanbenefis of stopphg tobacco use. affectyourriskofc anc e
Examplesof rewards couldnclude: P: A lguessit would be
9 Improvedoral health; moresuccessful f | g
| Foodwill tastebetter;
9 Savingmoney HCP:fi Y eamditd 0 e s n
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9 Feelng betteraboutoneself takdong for the risk to
decreaseBut i t imEortant

f Home, car, clothing and breathlixdmell .
toquitassoona s po s s

better

fI Setting a good example for ittren and
decreasing the likelihood that they w
smokeor chew tobacco

9 Feelingbetterphysically
I Performingbetterin physicalactivities

9 Improved apparace, ircluding reduced
wrinkling/ ageingof skin andwhiter teeth
ROADBLOCKS @ Ask the patent to identify barriers or DHCP: i S what would
impedimentsto quitting and provide treatment bedifficult about quitting for
(problemsolving counselling,medicdion) that | you? 0
couldaddress barriers
P: i Go itm the bathroom

Typical barriersmightinclude: early in the morning as |
1 withdrawalsymptoms sufferfroml ndi gest
9 Fearof failure . ) o

] ] DHCP:fi Mo d i foyridiet
T weightgain and regulating your sleep,
I Lackof support would help you overmme
9 Depression alongwith medicals u p p o
9 Enjoymentof tobacco
- o &
9 Beingaroundothertobaccausers P:fi Wit teallyhep 2 0
i Limited knowledgeof effectivetreatment ,~p. & Wewill need to
options develop a plan,implement
and see, this might improve
youroverallc ondi t i ¢
REPITITION Repeat assessment of rewdis to quit using HCP:fi S aoww e 6 hada
the Readinesdo quit Ruler. If till notreadyto chat , | et 6s ¢
quitrepeatintervention at a latedate. differently. Can you answer

thesequesti ons |

The Motivational Interviewing as a

interventionshould be repeated every time (Go back to theAssess stag

unmotivatedpatientvisits the clinic setting. oft he 5Ab6s. I
then proceedwi t h t
If not ready to quit, enc
intervention positively by
saying A difficuls
processbut | know youcan
get through it and am here
tohel p youo.)

*Note: Atany pointoftimedumg t he 5R6&6s, t he de essthewilipgness tmitsandiravertzatk tothest as s
5A06s approach for tobacco cessation

Table6.9:Stp 4 5ROS of Strategi es ifg®@atients/fiopRaenmenotiwidingitogquit f or Un wi
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STP5:ARRANGE

The follow-ups shouldbe donefor patientsat 18t ond week at the end of 1 monthand then 3-4
months, 6 months to 1 year for assessments of quit status, for managing egsand preenting
relapse. More often than not, pgrecesof changemay bequitedifficult in actualpradice.

The following ways can be used to address the common questions asked by patients in tobacc
cessation counselling along with relevant respsnse

S.NO Questions Answers

1. | havebeentobaccofor manyyears There are certainly gople who smoke for man
without any health problems, plui years withoutpparent tobacerelated dseases. Bu
my grandfithersmokedwopacksa i t 6 s al s o halftheeeops W hotsmake

dayandlivedto be will die from a tobacceaelatedillness.lt is alsoa

fact that smokerslive 6-10 years less than non
90. So howdoes it smokers Somepeopleare moresensitiveto tobacco
matter? thanothers,andthereis no single right answerthat

will fit everyoneplease think ithat is any reason t
gamble with your healtiwhen you know that ther
is a 50% chance that you will dfeom a tobacce
related disease?0

2. If  amgoingto die 10years fi Y oateabsolutelyright! Sincewe areall going to
earlier,t h adkay s desomeday, ités import
while we are stildlive. But considetthis: howwe die
If a non-smokeris is alsoimportant.Smokings known to cause a slov

painful death due to rotting luagbrought on by
yearsof smoking.l t riotsfunny to watchsomeone
die from a heart attack or some other -li
70.1 thinkt h afineBSmce threatenigillness.| t avery painful thing for the
victim, aswell asfor thdovedones.

likely to live till 80, therthat
means!| Blive to be

| am going to die anyway; might
as well have thepleasure of
smoking till

70andthendie.l d o mind!
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3. | Query: | only chewtobacco.Since fiMaybe not, at least, not directly. But tobacco,
| 6 notemitting smoke, | am no whetherchewedor smoked, is known to damag
really harmingmyfamily or others. = health. Chewetbbacco, foexamplecan cause

deadly oral lesions, including cancer. Oral canc
progressapidly,and carcausea very painful death

Pleaseemenber,chewedtobaccas NOT asafe

alternative to smoked formSo, while you may be
protecting othersfrom lung cancerdue to second
hand smoke, you will beexposing them to othe
losses. The most iportant of suchosses is the los
of your health antif e, thelove and supporgoucan
give to your family, and the contribution you can
makéos oci et y. O

4, 'Idondét want wotldlikec In such cases, although total satson is the goal
to reducetobaccouse. any changés welcome At leastit will reduiceharm
and disability. Help theperson set targetsych as
cutting down on the number afgaretes smoked
or the amount of tobacco chewed, in a dého
knows, you might still be able toelp the persor
quit totally in future. Taket onestep d a time.

5. | Whathappensf nothingvorks? ltés okay! Just say i
Yourpatientjustd o e s n 6t < ready yet. Ifyou decide you wantsomehelpin the
care, andyou feel you have future,orif youjustwantto tdk to us, please call an
reacheé blank wall? fix an appointment. We woulbe gladto helpyou.

Whetheror notyoudecdeto quit is adifferentmatter
altogether.But | have just given you some food
for

thought, so promiseme that you will think along
thesdlines.

Table 6.10: Step 5 Arrange Strategy




MOTIVATIONAL INTERVIEWING (M)

Motivational Interviewing interventio® which can be

deliveredby dentalhealthcargoroviders,counselorspr Quitline

coached aims to help people explore and resolve any

ambvalence abat making a behavior change, such as quiting Professional Sights
tobacco Motivational interviewing and its adaptations of this

approach make use of a distinct style of Counselling tha

directive, patiententred, no-confrontational, nofudgmental, STARING
andhighly collaboraive. MOTIVATIONAL
INTERVIEWING
Motivational Interviewing as an approachis basedon the
understandinghat: A Listenfor
. Chang&Vords
A Effectivetreatmenissistsa naturalproces®f change, A They are indication

. o _ ofthep a t i desire¢ 0
A Motivation for changeoccursin the context of a forchange or Hleast

relationshipbetweerthe patientand thetherapistand contemplating
A - . S ) change
A The gyle ard spirit of an intervention is important ir

how well it works, n particular, an empathic style it

associateavith improvedtreatmenbutcomes CHANGEVORDS
The spirit of Motivational Interviewing is based on the ii DESIRE: | wantto
following key pillars: i ABILITY: | think,
) Ican
V' Partnership U REASON:I will not
V  Autonomy haveahedthy life
U NEED:My
V Compasion familyneedsme
i COMMITMEN
V Evocation T:makesaplan
QUESTIONBO ASK:

Relevanceof MI:
| V  Why doyouwantto
A 1t is especiallyuseful when working with patientsin dothis?
thepre-contemplatiorand contemplationstagesut the V. How do you think

principlesand skillsareimportant at all stages. youwill change your

. ) . . tobaccouse?
A 1t is usefulto be usedfor patientswho arenot willing V  Why is thisimportant?

toquit, arestuck orarenotmaking any progress. V  Whatstepscan

p 2
A It promotesthe basicideathat peopleare more likely SOLE Rt

to respondto behaviour changewheniitis their idea
and not somethintihat is forced on them externally
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PRINCIPLES OF MI:
1. Expressempathy

In the clinical siuation empathy involves an accepting, #fiodgemental approach wihicdriesto
understandhe p a t i pomttobwew and avoidsthe useof labelssuchaét obad d idtast 6 .
especially important tavoid confrontation and blaming or critimisof the paient. Skilful reflective
listeningwhich clarifiesandamplifiesthe p e r s awnexperienceandmeanings afundamentapart

of expressing empathy.

2. Developdiscrepancy

People are more likely to beativated to change their tobacco use useabielr whenthey see a
difference or discrepancy between their current tobaseoand related problems. Mimsto create

and amplify a discrepancypetweencurrentbehaviorandbroadergoalsandvaluesromthep at i ent 6 s
point of view.

3. Rollwithresistane (avoid argument)

A key principle of Ml is to accept that ambivalence andstasce to change is normal andinoite
the patientto considernew information and perspective®n their tobaccouseuse.Whenthe patient
expresses resistance, the profesaistould rédrame it or reflect on it rather thapposing it.

4. Supportselfefficacy(confidence)

As discussed above patienheed to believe that reducing or stopping their tobacco use use is
important and beanfident that they are able to do so. Usirggotation and confidencéuilding to
persuade patients that there is somethimaf they can do is an important part mbtivational
interviewing.

SKILLS IN MI

Motivational interviewing makes use of five

specfic skills. These skills are used together
enmurage patients to talk, to explore their

ambivalenceabout their tobacco use and to

clarify their reasondor reducingor stopping
theirtobacco use.

Open-ended questions that allow patients to
give more information including their feelings,
attitudes and understanding.

Affirmations to help overcome self-sabotaging
or negative thoughts.

The first four skills are often known by th
acronym OARS i Open ended questions,
Affirmation,  Reflective listening, and
Summarizing. The fifth skill is 6 el i ¢
¢ h a n g eandirwdlvksdusingthe OARS to
guide the patientto presentthe argumentsfor
changingheir tobacceusebehaviour:

Reflections as a way to express ambivalence.

Summarize to let your patient know that they
are being heard.

w>x P> O

Fig.6.13 Motivationa Interviewing
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OARS:

The basicskills of Motivational
Interviewing

ASK OPEN-ENDED QUESTIONS

>\

The patientdoesmostof thetalking.

>\

Gives the practitioner the
opportunity to learn more about
what the patient caresabout (e.g.,
theirvalues andjoals).

Descriptors

i A ryeu concernedaboutyour tobacco
use?o0

fi | under st aomd ongcesng
aboutyour tobaccouse.Canyou tell me
aboutt he m? 0

MAKE AFFIRMATIONS

A Can take the form of compliments
statements of appreciation and
understanding.

A Helpsbuild rapportand validateand
supportthe patientduringthe process
of change.

A Most effective when the pat i
strengths and efforts for change
noticedand affirmed.

fi Bppreciatahatit took a lot of courage
for you to discuss your habit with n
today. 0o

fi Y o wappear to have a lot of
resourcefulnest havecopedwith these
difficultiesfor thepastfewy e ar s . ¢

i T h ayowk for hanging in there with
me | appreciate this is not easy for yto

hear . O

USE REFLECTIONS

A Involves rephrasing a statement
capture the implicit meaning and
feeingofapat i ent 6 s s

A Encourages cortinud  persmal
exploration and helps people
understand their motivationsnore
fully.

A Can be usedto amplify or reinforce
desirefor change.

fiYou enj oy ofttdbacco én
terms of how it helps you unwindter a
stressful day at work and helps vy
interact with friends without being toc
sefconsci ous. 0

iBut y o unning toevorty elmput
the impact tobacco is heg on your
heal th. o

fi | fact, until recently you we r etoo
worried abouthow much tobaccoyou

use becauseyou thought you had it
uncercont r ol . 0
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A iThen you found
been affected and youarhily members
and friends said a few thinghat have
madeyou doubt that tobaccois helping
youat all . o

USE SUMMARISING A filf it is okaywith you, just let me check
that | understand ewghing thatw e 6

A Links discussiors and Oc¢ beendiscussingsbé ar . 0
with the patient.
) A fiYou have been how
A Ensure mutual understanding of much tobaccoy o u dbeem using in
the discussionso far. recentmonthsbecause/ou recogniséhat
) you have experienced some headtsues
A Point out discrepanciesbetweerthe associatedvith your tobaccointake, and
p er s ocurdest situation and youbve had cksfomesour
futur e goals. family that twliethe

tobacco habit. o
A Demonstrates listening and
understand the pati ¢ iBthte f ew ti mes yito
perspective. have not been easy, and you are
worriedthatyouc arsGtop . 0

Table 6.11 Basic Skills of Motivation&Interviewing

CONCLUSION

Behavioural interentions intobacco cessation vary widely in their content, delivery aadlability.

The skills that every counsetlshould possess include; communication skills, listening and attending
skills, focusing and araphrasing, validating and encouraging imoajudgmenal manner. The same

skills should be used by dental healttecgrofessionals in providing effective tolbaccessation
counselling to tobaceasers. Behavioural Interventions can be divided into types: very brief and

brief interventions degndirg uponthe time available for delivery by the professional. The endd

based interventi ansbRiomsc laupdper otalcen , 5 AlGed | abpesteg d sy ¢
manner. Motivational interviewing® which can be delivered by dentists, healthcae providers
counsellors, or Quitline coacl@&sims to help people expl@and resolve any ambivalence about
makingabehaviourchange, such as quitting tobaacse.
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KEY TAKEAWAY

9 Brief interventionsn denta clinical settingscanrangefrom 5 minutesof brief adviceto 15
30 minutes obrief counselling

It has been shown dit nurses and healthcare workers have betsttefe in tobacco
cessatiorin casesvheresimple advice,administeredalone,hasproducedquit ratesof 5%
10%per year

1 The various Bef intervertions that have been found to be evidehaeed includé A 6 &
(As k , Advi ce, As s e s s, Relavarsd, Ritks, RewardRaadlgoeky, | , 5 R
Repetition) and comprehensive approach called FRAMES&edback, Responsibility,
Advice, Menu ofOptions, Empahy & Self-efficacy)

 Motivational interviewing is an evidendmsed approach which can be used alwitlg 5R6 s
to work withnonresistanpatients

i Effective strategies implemented by dental and ottemlthcare professionals inséandard
manne canpromot effectiveoutcomesn terms oftobaccocessation.

CASE- STUDY ON APPLICATION OF BRIEF INTERVENTIONS FOR

TOBACCO CESSATION

Patient Mr. H, 42yearold male, Hindu, educated up to"8tardard, working as an autickshaw
driver cane tothe hogital OPD with complaints of bleeding gums. At the OPD screening, he was
identifiedasachronictobacceuser,consumng 15-20b e e ¢hiadagandwasreferredto the Tobacco
CessatiorClinic for maragement. Following arinedetails of the cosulation:

FIRST VISIT (Time duration15-30 mins.)

Patient was identified as ataba o user by i nit i aASKonRptierit heeeivetl A6 s
behavioral counseling at the TCC in the form of Brief Behalitntervention, along with follovup
visits which wereplanned along with his Dentatkatment.

0 Atthe firstpointof contactthe dentaprofessionalvelcomedhe patienthe wasmadeto
feelcomfortableand rapport was established.

0 Patientwasstrongly ADVISED to discontinugobacceuseanda clearmessag&vasgiven
0 Hiswillingnessto quit wasASSESSE[by askinghimfi Dyouwanttoq ui t ? 0

0 His position on the Stages of Clyggnmodel was identified, he was in the PREPARATION
stagewhich meanghathe desred to quit in the next30 daysandhada 24-hour quit attempt
inthe past. He was also assessed on FTND on which he receiwaatea6s indicating
mediumseverityof dependece.
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Detailed Interview was conducted with the patient using the TCC Perforntheaddtails of
tobacceuse,from quantity,duraton, typeswas establishedPatientwas educatedegarding
the benefitsof quitting and using motivational interviewing style, he was encouragedo
discontinuese.

The following Monday was set as his QUDATE and he was told to generate social
suppatto becomeabstinentHe was asked to maintain his tobaes® diary and record his
usagegcues and triggers. He was also prodidgiidance to manage the same. Next visit was
planneafter afew days fronthe quit date.

SECONDVISIT (1520 mins.)

The patiert camefor follow-up. He hasquit smoking completelyalong he reported
havinginbeaablecravings andeadaches.

Hewaspraisedandreinforcedpositivelyfor his successfuattempt.

Patientwas educatecabou the withdrawal symptomsof Tobacceusealong with
managinghigh-risk situations that can lead to relapse.

Hewas also educatednsy t he 4D6és appr oadMater(Ceepl ay, Di st
breathingaindwas asked to practidtkesestrategies.

Follow-up would be conductedafter 2 weeksMention follow-up strategy.

If patients cannot follow-up physically, the follow-up can be done telepbnically.




ASSESSMENT
|. Selectthe correct response
Q.1) Whatarethe5 A6 s ?

a) Ask, AssessArrange,Acquire,Accommodate
b) Ask, Assess, Atice, Alert, Assign

C) Ask, Advise,Assess, AssisArrange

d) Ask, Advise,Attempt,Arrange Accommodate

Q.2) If thepatient § consideringquitting inthenext6 months, he/shis atwhich stage
ofchange?

a) Precontemplation
b) Contemplation
C) Preparation

d) Action

Q.3) Q.8 Once a snker has quit moking for over a year, thegre no longer
in themaintenancstageaccording to the Stages Ghamge Model?

a) TRUE
b) FALSE

Q.4) Whatarethe possible aproacheso cessation?

a) Cold Turkey

b) TaperingDown

C) BehavioralCounseling

d) d) NicotineReplacement fierapy
e) Both(c) and(d)

f) All of theabove

Q.5)What arehe 5B s ?

a) Relevace Role,Risks, RepetitionRewad

b) Relevance Risks,RewardsRoadblocksRepetiton

C) Relewance Risks,RewardsReirforcementRejuvenation
d) RelevanceRisks,RewardsRelationshipsRemember
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LEARNING OBJECTIVES
Attheend ofthis chapter, the professionals shoddable tounderstand the

9 Needandscopeof pharmacotherapin tobacco secesséion in dental settings
i Typesof pharmacothepeuticagentsavailable

i Indications,contraindicationsnd sideeffectsof variouspharmactherapeuticagerts

INTRODUCTION

Due to the addictive nature of nicotireyt of the many tobacco users wditemptto quit, only 35%
succeedin comgete quitting through behavioral intervention To encairage tobacco cessation,
pharmacotherapy, arse of approved drugs, has been widelyepted as an effective mechanism. It
helps in reducing the symptoms of nicotine withdrawal and aids in cessation.The use of
pharmacotherapipn treatingtobaccodependenehasbeenshownto doubleor eventriple the cessation
rates. A pharmacological treatmt for tobacco cessation acts in dualys: blocking the positive
reinforcing effect of nicotine& preventingthe developmenof withdrawal symptoms.

Experiene of toba&co cessation clinics in India in over 30,008tients (predominantly smokeless
users)addsto the evidencethataddingpharma&otherapyimprovesthe likelihood of tobacco cessation.
Evenwith establishd evidenceof its potential thereareafew recognize barriersthatimpedetheuse

of pharmacotheapy in thelndian scenario:

Limited availability

Limited knowledge

1

2

3. Little experencewith usingpharmacotherapy

4. Therapeut nihilism( i n o wb r &kf@ dcptinedependence.
5

Tobaccau s eheditationto accep pharmacotherapy.
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Indications for Pharmacaherapy

1 All persons with severe dependeneg, a score of more than 6 the Fagerstrém Test for
NicotineDependace Scale

Pasthistory of multiple failures without pharmacotherapy
Tobaccousersvho ae unableto abstain withbehavioral interventioalore.

Usingtobaccowithin the first 30minutesof wakingup

= =4 =a -2

Using tobacco mduct/s for more than 10 times2d hous or uses tobacco while beidden
or suffering from a lifethreatening illness such &, Cancer, COPD, etc.

(Note:Theabovementionedndicationscanbecorrelatedvith clinical conditionsof thepatientbefore
prescribingpharmacotherapy)
PROFESSONAL INSIGHTS

Special consideratioshould be given to Quit attempts only with &elor interventiors initially
amory

1. Pregnant/breastfeeding womenr Motivational interviewing which can be delered bby
healthcareproviders, counllors, or Quitline coahes aims to help people explore and
resolveany ambivalenceaboutmakinga behaviouchangesuch aguitting smoking

2. Smokers with cardiovascular or pulmonary diseaseCare should be exercisedtiwvuseof
nicotine with paients who have had a recent myocadial infarction, experiencesevereor
worseningangina, or haveerious arrhythmias.

3. Light smokers/chevers (<10 cigardtes/day), chewers(<l sachet of SLT /day) Quit
attemptsvithout pharmacotirapy areinitially preferred.

Various Drugs UsedUnder Pharmacotherapyfor TobaccoCessation

Drugs commonly usedfor tobaccocessationare categorizedunderFirstline drugsand Seond-ine
drugs.Threedrugs areurrentlymarketedas first line pharmaatherapy:

1. Nicotine replacementtherapy (Nicotine gums, Nicotine patches, Nicotine lozenges,
Nicotineinhaler, Nicotinenasal pray)

2. Bupropionhydrochloride(sustainedelease)and
3. Vareniclinetartrate.

Firstline treatmets have been shown to be effee and safe for tobacco cessatic&loridine and
nor-triptyline are included as sewad line pharmacotherapies. Choice of phawotfaerapyshould take
into account evidence, patientefigrence, patient experience, patient se@otential adverse effects
as well asbenefits.Consideringmany side effectsassociateavith secondine pharmaotherapiesit is
advantageout® prescribdirst line of pharmacotherapies.
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1. Nicotine ReplacementTherapy (NRT) (Nicotine gums, Nicotine pelies, Nicotine lozenges,
Nicotineinhaler, Nicotinenasal pray)

The generalprinciple of replacementtherapiesis to presentthe patient with a safer and more
therapedtally manageable form of the drug that dihecalleviates the signs and symptoms of
withdrawal and craving. NR delivers plasma nicotine conceationsthat are lower than those in
conventionatigardtesand therebyeducingthe behaviourallyreinforcing effect ofsmoking.

NRTsincreaseherateof long-termquitting by 50% 70%regardlessf thetypeof behaviorhatherapy.
NRT users were twice dikely to remain off tobacco compared to NRT nasersfour years after
treatment.

Commonly, NRTs & availalke in six forms, used worldwide. All forms &fRT appear to be equally
effective;someareevensold as ovethe-counter drugs:

I.  Nicotine chewinggums (short acting)

Il.  Nicotine skin patches(long acting)

Ill. Nicotine lozengesand sublingual tablets (short acting)
IV. Nicotine inhalers (short acting)

V. Nicotine nasal spray (shortacting)

CurrentlyNicotine chewinggums,Nicotine Skin patchesandNicotine Lozergesareavailablein India
andaredescribed in detail irhis chapter.

Although the dosage varies cliaily demnding upon the dependence and requiremempaténts,
however the present manual tdigided dosage on theasis of no. of cigarettes/bidsrpay and on
thetimeto first cigaretteof theday.

l. NICOTI NE CHEWING GUM:

This is the commonest forof NRT awilable in India.
The principal component ddicotine Gum isNicotine
Polacrilex.It actsasan oral substituteand providesa
constantsourceof nicotine. The gum is available in
different strengths (2mg andmg) and can be used
either at regulaintervak or on an aseededasis.

Dosage:For patiemts who smoke around24 cpd/bpd
OR smokes 1stigarette >30 mings afterwaking -
2mg is prescriled upto 12 weeks.

For patients who smoke >25 cpd/bpd OR smadksts
cigarette O30 gmwimyispresaibed f Fig. 7.1: Nicotine Gums

upto 12weeks.Chewerseedabouthalf or aquarterof

thedoseasprescribedor smokergNote: A usercanconsumeup toamaximum of 24pieces/day)




Weeks1c6: 1 pieceevery1c2 hours

Weeks7¢9: 1 pieceevery2¢4 hours

Weeks10c12: 1 piece, every 4¢8 hours

Fig. 7.2 Dosage of Nicotine Gums

(Adaptal from: National Tobacco Control Programme, Ministry of Health and Family
Welfare, Governmentf India. Training manual for Doctors, 2011

UsageMethod

Stopall tobacco products once tiécotine gum is stated. The correct use of the gum is to use the

fi cetvandpak 0 met hod. The gum should be chewed unti
then park itbetween the cheek and gum to let the nicagibgorb. Wherthe user can no longer taste

the mepperyor flavored taste, chewing should ensue once agaif h v @maofle par ko met ho
lasts untilthetaste leavesyhich is estimated to takebout 30 minutes.

Considerationswhile using Nicotine gums

D o ncbewnicotinegumtoo fast.
D o nchewmorethanonepieceof gumat a time.
D o nchewonepiecetoo soonafter another.

D o nchewmorethan24 piecesof gum ina day

= =4 =4 -4 -2

Avoid eatinganddrinking (especiallyacidic beveragesuchascoffeeor soft drinks) duringand
for at leasfL5-30minutesafter chewing of nicotine gum to prevent reduced absorptibnicotine.

1  The use of nicotine gum is to be titrated by the patients as per their needs but they may begin
reducing the use after a fortnight to a ntto and stopaltogether after 3 months. Rarely,
succesful quitters require it for longer duration.

Precautions

Reent( Owkeks)myocardialinfarction
Seriousunderlyingarrhythmias
Seriousor worseninganginapectoris
Temporomandibulgpint disease

Pregnancyndbreastfeeding

= =4 -4 -4 -8 A

Adolescentg<18yearsof age)
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AdverseEffect

Mouth/jaw sorenessHiccups,DyspepsiaHypersdi vation, Effectsassociatedvith incorrectchewing
techniquelight headedness, Nausea/vomiting, Throat and mouth irritation.

NICOTINE GUMS

ADVANTAGES DISADVANTAGES
0 Might serveasan oral substitutefor 0 Needfor frequentdosingcancompromise
tobacco adherence
0 Might delayweightgain 0 Might be problematic for patients with
0 Canbetitrated to managewithdrawal significantdental work
symptoms 0 Properchewingtechniques necessarfpr
0 Canbe usedin combinationwith other effectivenessand to minimize adverse
L effects
agentdo managssituational urges
0 Gum chewing might not be acceptable ¢
desirablefor somepatients

Table 7.1: Nicotine Gums- Advantages & Disadvantages

II. NICOTINE PATCH

These are simple to use and are reported with be
compliane rates tha other NRT productsHowever,
they deliver nicotine more slowly and may not
adequatelyrotect against craving.

Nicotine

UsageMethod

The patch is applied once daily to a clean, dry, hairlg
area. For some persons, wearing the patch at night
disturbsleep ad cause viid dreams. In such cases th
day patch is more suitable. The most common side
effects of the patch are a skin rash were applied and
sleepdisturbance.

4

Fig. 7.3 Nimtine Patch




21mg/day for 4 weeks

14 mg/day for2 weeks

7 mg/day for 2weeks

Fig. 7.4 Dosage of Nicotine Patch

(Adapted from:National Tobacco Control Pregmme,Ministry of Health and Family
Welfare, Governmentof India. Training manual for Doctors, 2011

Precautions

6 Receni @weeks)myocardialinfarction
0 Seriousunderlyingarrhythmias

0 Seriousor worseninganginapectoris

0 Gastriculcer

0 Stroke

0 HighBlood Presgre

0 Adoleseents(<18yearsof age)
AdverseEffect
0 Localskinreactiongerythemapruritus,burning)

0 Headache

O«

Sleepdisturbanceginsomnia,abnormallivid dreams)associatedvith nocturnalnicotine
absorption
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NICOTINE
PATCHES

ADVANTAGES DISADVAN TAGES
O Oncedaily dosing associated with 0 When used as monotherapy, cannot
feweradherenceroblems titrated to autely manage withdrawe
symptoms
0 Of all NRT products,its useis least
obviousto others O Not recommended for use by patiel
with dermatologic conditions (e.g.,
O Can be used in combination with ott psoriasis,eczemaatopic dermatitis)

agents; delivers consistent nicotine
levelsover24 hours

Table 7.2 Nicotine PatchesAdvantages & Disadvantages

M. NICOTINE LOZENGES

Theseare dissolvedunderthe tongue. They comein two strengthsa 2-mg and 4-mg doselozenge.
Theyareeasy to usandfacilitaterapid nicotne absorption.

Dosage:

9 For patientswho smoke around 1-25 cpd/bpd OR smokes1st cigarette>30 minutes
aftewaking- 2mg is prescribed upto 12 week

9 Forpatientswvho smoke>25 cpd/bpdOR smokeslstcigaretteO 3 Minutesafterwaking-4
mgis prescribed upto 12 weeks

(Taperastolerated)
Maximum20lozenges/day,

Duration:upto 12weeks,

Chewerseedabouthalf or aquarterof thedoseasprescribe for smokers




Week 16: 01 lozengeevery 1-2 hours

Week 79: 01 lozenge every-2 hours

Week10-12:01 lozenge every-8 hours

Fig. 7.5Dosage of Nicotine Lonzenges

Precautions
8 Receni Oveeks)myocardialinfarction _4mg |
& Seriousunderlyingarrhythmias Nicotine

Lozenge

0 Seriousor worseninganginapectoris

0 Pregnancyandbreastfeeding

0 Adolescentg<18yearsof age) ‘

Fig. 76 Nicotine Lozenge

AdverseEffect

Nausea Hiccups Cough, Heartburrtleadachef-latulence, Insomai

NICOTINE LOZENGES

ADVANTAGES DISADVANTAGES
0 Might serveasan oral substitutefor 0 Needfor frequentdosingcan
tobacco compromisadherence
0  Might delayweightgain 0 Gastrointestinasideeffects(nausea,
0 Canbetitratedto managewithdrawal hiccups heartburn) mighbe
symptoms bothersome
0 Canbe usedin combination with

othemgentdo managssituational urges

Table 7.3: Nicotine LozengesAdvantages & Disadvantages

o
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BUPROPION

Bupropion is an atypical antidepressaat-nicotine dug for treatingobacco dependence commonly
marketedas sustained releaBeipropion Hydrochlorideéablets.

Mechanism of Action:lts action is likely mediated through the noradrenergic and/or dopaminergic
pathways.

Dosage:A quit date is deided preferablywithin 7 to 14 @ys of starting treatment with bupropion.
This is because the steady state plasma concentration of bupropion and its active metabolites are
achievedn approximately 8 days after initiatiarf therapy

1 Begintherapyl weekprior to quit
date

1 Daysli 3: 154ng OD every
morning

1 Days4i7: 150mgBD

1 Weeks2i 12:150mgBD after
discontinuingsmoking(i.e 11
weeks)

Note:
1 Donotexceed 300ng/day Fig. 7.7Usage Method of Bupropion
1 Allow atleast8 hoursbetweerdoses
I Avoid bedtime dosing to minimizesomnia
I Dosetaperingis rot necessaryMay stop aluptly)

9 Duration:7i 12 weeks with maintenanceip to 6 monthsin selectecpatients

(BD)
ADays(13) ADays(4-7) J | ?Neeks (212) ]

150mg 150mg
(o (BD)

Fig. 7.8 Dosage of Bupropion
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Precautions

0 Concomitantherapywith medicationstonditionsknownto lower the seizue threshold

0 PregnancycategoryC) andbreastfeding

0 Adolescentg<18years ofage)

0 TreatmerdemergenheuropsychiatrisymptomsBoxedwarningremovedDecembe?016
AdverseEffect

Insomnia, Dry mouth, Nervousness/ difficulty concentrating, Nausea, B&ziBonstipation, Rsh,
Seizureqrisk is 0.1%, Neuropsychiatrisymptomgrare)

BUPROPION

O¢

(@]3

Ox¢

Ox¢

ADVANTAGES DISADVANTAGES
Twice-daily oraldosingis simple 0 Seizureriskisincreased
andassociated with fewer adherenc
problems 0 Severakontraindicationsind

precautionprecludeusein some
Might delayweightgain patients
Might bebeneficialin patients 0 Patientsshouldbe monitoredfor
withdepression potentiaheuropsychiatrisymptoms

Canbe used in combination
withNRT agents

Table 7.4 Bupropion- Advantages & Disadvantages




VARENICLINE

Varencline is derivedfrom cystinewith anactive ingredienasvarenicline tartarate.

Varenicline Tablets Varenicline Teblets

WARNING: To be s0id by et on tho.
prascrotion of  Rogistord
Maxdcal Practtonar Only
Manutactured by:
Do not use f box has boon opened

Fig. 7.9 Varenicline Tablet

Mechanismof Action

Varenicline isa nicotinic receptor partial agonist (i.e., it binds to nicotinic acetylcholine receptors),
which maintans moderatdevelsof dopamineto reducewithdrawalsymptomsandthe urgeto smoke.

It also acts as an antagonist by blocking tiieo
binding to speific receptors, which may reduce
the rewarding effects of smoking and reduce
reactivityto smoking cues.

Days 1¢3 £0.5mg ODeverymorning

Dosage

Tobacco use may be stopped one week ai
initiating  treatment with  Varenicline. The Days4c7
recommendedluration of treatmentis 12 weeks.
In pesans with ahigh risk of relapsetaperingthe
dosewhile stoppingis recommended.

A0.5mgBD

Begin therapy 1 week prido quit dateandtotal
durationshouldbe 12 weeksDose taperingis not
necessary (May stop abruptly). May reduce
smokingover a 12-weekperiod of treatmentprior
to quitting andcontinuetreatmenfor an additional
12 weeks

WEE SN A1 mg BD (i.e 11 weeks)

Fig. 7.10 Dosage ofarenicline

Precautions

0 Severaenalimpairment(dosageadjustments necessary)

O«

Pregnancyndbreastfeeding
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0 Adolescentg¢<18yearsof age)

0 Patient withhistory of neurepsychiatry ilinesses and sidal tendency

AdverseEffect
0 Nausea
0 Sleepdisturbanceginsomniaabnormalkivid dreams)
0 Constipaibn
0 Flatulence
0 Vomiting

0 Neuropsychiatrisymptomgrare)

VARENICLINE

ADVANTAGES DISADVANTAGES

0 Twice-daily oraldosingis simple 0 Shouldbetakenwith food or afull glass
andassociated with fewerdaerence ofwaterto reducetheincidenceof natsea
problems

0 Patientsshould bemonitoredfor potential

0 Offers a different mechanism of neuropsychiatrisymptoms
actionfor patientswho havefailed
otheragents

Table 7.5: Varenicline Advantages & Disadvantages
Drug Combinations

Combiningapprovednedicationds oneapproacho potentiallyimproving cessatioroutcomesThere
is robust evidencethat combhning medicationshad superior results when comparedto single
mediation. Combination of pharmacotherapyshould be basedon patients' failed attempt with
monotheapy,level of dependencenultiple failed attemptsandexperiencinguicotinewithdrawal etc.

Combining Therapy

Combinedbehaviorabndpharmacologicaherapiesappeato bethebestapproacHor treatingtobacco
dependenceBecausehesetherapieperae by differentmechanismszomplementanandpotentially
additive effects may be pected. NH therapy combined with supportive counseling is the most
widely usad andintensivelyreachedreatmentnodality. Althoughself-help strategiealonemarginally
affect quit rates, individual and combined pharmacotherapiesind counseling either alone or
incombinationcan significantly increasgessation.

ﬂ
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Monitoring and follow-up

All patients taking pharmacotherapy sholild monitored carefully. Th&equency of moitoring
shouldbedetermined by:

1. Patientneed

The top priority for frequency of mawiring should be determined by patient needs. For example,
patientswith multiple or difficult quit attempts will likely requirenoresupport.

2. Typeof pharmacotherapy

Sometypes of pharmacotherapies may require more frequent monitoring, particularlyeifshe
potentialfor adverseevents (for examplelrug interaction, sideffect)

Successtory in India:

In Indiatobaccaocessatiorservicesvereformally initiatedin 2002by theWorld HealthOr gani zat i o |
CountryOffice andthe Ministry of HealthandFamily Welfare,Governmenbf India, throughtobacco

cessation clinics. Thirteealinics were initially started in cancer, cardiology, respiratory, surgical,
psychiatry and O settings and subsequently expanded. The experience with treating more than
34,000tobacco users, primarily smokeless users (65%) showed that behavioral foimereention,

which included health education, simple tips for quitting and counselingpimwe motivation and
preventrelapseproducedgoodresults.Of thosewho maintainedollow-up, nearlyonethird hadbeen
abstinentatthe six-weekfollow-up andnearlyhalf hadreducedobaccoconsumptiorby 50%or more.
Lessthanathird of treatmensedershadreceivedoharmacotherapsgndthosewho receivedcombined
pharmacotherapand cownseling didsignificantly better tharthosereceivingonly counseling.

CONCLUSION

The general principle of replacementtherapiesis to presentthe patient with a safer and
moretherapeutically manageable form of the drug that directly alleviatedghsand symptoms of
withdrawal and craving. NRT delivers nicotine to addrphgsical nicotine dependence without
exposingthe personwho is trying to quit to the toxic constituentsgeneratedy combustionor other
aadditives NRT delivers plasma nicotine concertrations that are lower than those in
conventionatigarettes anthatrise moreslowly, therebyreducingthe behaviorallyreinforcing effect

of smoking.




ALGORITHM FOR PRESCRIBING PHARMACOTHERAPY

Do you want to quit No
tobacco?
Yes Motivational counselling
(5R’s)
Yes Yes
Require behavioral ¢ Both Require only behavioral
therapy + > counselling
Pharmecotheranv
l i If unable to do so may be
advised to add
NRT: patch, Bupropion Varenicline pharmacotherapy
gum, inhaler,
lozenge,
nasal spray
Choose monotherapy
or combination
pharmacotherapy
Choose type of Choose type of

pharmacotherapy based on:

1. Evidence

Patient preference
Patient experience
Patient needs
Potential drug
interactions/side
effects

G 2> 89

pharmacotherapy based on:
1. Failed attempt with

monotherapy
2. Level of

dependence
3.  Multiple failed

attempts

4. Experiencing
nicotine withdraws

Fig. 7.11Algorithm for Prescribing Pharmacotherapy (Source: Bader P, McDonald P, Slby P. An algorithm for
tailoring pharmacotherapy for smoking cessatiorresults from a Delphi Panel of International Experts)
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KEY TAKEAWAY

 NRTis verysafe andshould beoffered toall in proper dosand duration

1 Pharmacotherapy for tobacco dependence treatment is safe and effective land
significantlyincreases the chance for letegm smoking abstinence compared with quit
attempts unaidday pharmacotherapy

9 Interventionsthat combine pharmactherapy and behavioralsupportincreasetobacco
cessatiorsuccess ratesompared to singlmtervention.

I Combinationof multiple form of NRT (long durationi.e., patch) with short duraton
(gum/spray)ncreaes smoking abstinence

I Varenicline is the most fefctive agent for tobacco cessation (one and half time more
than bupropionand twice more than NRTs) but must be regularly monitoredfor any
neuropsychiatric adverse effects.

I NRT may beconsidered in pgnarey if the patient is unable to quit without meation,
butonly aftertherisks and benefits hadeencarefully explained.

CostCalculation

Unit Price Duration Total cost

NicotineGum 2mg Rs 8¢ 12 weeks Rs 7392/

4mg Rs 10/ 12 weeks Rs 9210/-
Nicotine 2mg Rs 9/ 12 weeks Rs 7392/
Lozenges

4mg Rs 10f 12 weeks Rs 9240/
NicotinePatch Available as Rs 85/to 8 weeks Rs 5810/

7mgldamg & Rsl15F

21 mg

Note: The cost calculation is tentatie and can differ brand to brand

Table 7.6 Cost Calculation of PotentibDrug
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Nicotine replacement Relative effect (95%Cl)

1.55(1.49to0 1.61);i.e.,usersof NRT were
1.55times more likely to successfully

Any form versusplacebo/control .
y P quitthan placebo/control

Nicotine gum ver susplacebo/control 1.49(1.40 t01.60)

Nicotine patch versusplacebo/control 1.64(1.53 t01.75)

Oral tablets/lozenges versus

placebo/control 1.52(1.32 t01.74)
Bupropion

Versusplacebo/control 1.64(1.52 t01.77)

Versus NRT (patch, lozengeor a choice) 0.99(0.91 to 1.09)

Versusvarenicline 0.71(0.64 t00.79)
Varenicline

Versusplacebo/control 2.24(2.06 t02.43)

VersusNRT 1.25(1.14 t01.37)

Versusbupropion 1.39(1.25 t01.54)

Combination therapies

Combination NRT (faster-acting form +patch)

i 1.25(1.15 t01.36)
versus single form

Combination NRT versus varenicline 1.06(0.75 t01.48)

Bupropion + NRT versusNRT alone 1.19(0.94 t01.51)

Bupropion + varenicline versus vareniclirdone?2 1.21(0.95t0 1.5)
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F A Q dosPharmacotherapy

Who should receive
pharmacotherapy forsmoking
cessation?

All tobacco userstrying to quit except in the
presence @pecialcircumstances.

Special consideration should be given before usif
pharmacotherapyvith selectedpaopulations: those with
medial oontraindications, those smoking less nth&a0
cigarettes/daypregnantandadolescent smokers.

What are the first -linepharma-
cotherapiesrecommended in this
guideline?

Varenicline, Bipropion SR,Nicotine gum, Nicotine
patd end Nicotine Lozeges

What factors shoulda clinician
consider whenchoosingamong
thefirst-line
pharmacotherapies?

Because of the lack of sufficient data to ramilerthese

medications, choice of a specific filgte

pharmacotherapy must be guidég factors such as
clinician  familiarity = with  the  medications,
contrairdications  for selected patients, patient

preference previous patientexperiencewith a specific
pharmacotherapy (positive or negative), and patier
characteristics (e.g., history of mtession, concerns
aboutweight gain).

Are pharmacotherapeutic
treatment appropriate forlighter
smokers (e.g., 1015
cigarettes/day)?

Pharmacotherapy when used should be given with t
basic principle of "Right Drugs in Right Doses at Righ
Times". Tobaco dependence shduhot ke treated any
differently.

What secondline
pharmacotherapiesare
recommended in thisguideline?

Clonidineandnortriptyline.

When should secondine agents
be used for treatingobacco
dependence?

Consider prescribing secondine agents for patients
undle to wuse first-line medications because of
contraindicationsor for patients for whom first-line
medicationsare not helpful. Monitor patients for the
knownsideeffectsofsecondine agents.

Which pharmacotherapieshould
be consideged with patients
particularly concerned about
weight gain?

Bupropion SR and nicotine replacement therapic
(NRTS), in particular nicotine gum, have been shtawn
delay, but not preveniyeight gain.
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Which pharmacotherapies Bupropion SR andortriptyline appear to be effective
should be considered with with this population.

patients with a history of
depression?

Should nicotine replacement No. Nicotine replacentd therapies@ safeandhavenot
therapies be avoided in beenshownto causeadversecardiovaculareffects.
patients with a history of However, the safety of these products has not been
cardiovascular disease? established for the immediate pd4t period or in

patientswith severeor unstableangina.

May tobacco dependence Yes. Thisapproach may be helpful with smokers whq
pharmacotherapies be usd report persistent withdrawal symptoms during ¢berse
long- term (e.g., 6 months or of pharmacotherapy or who desire letegmtherapy.
more)?

A minority of individuals who sucasfully quit smoking

use a libitum NRP medications (gumnpasal spray,
inhaler) longterm. The use of thesmedications long
term does nopresent a known healtisk. Additionally,

the use ofbupropion SR for a lontermmaintenance
indicationmay be eviuated in someases

May nicotine replacement Yes. There is evidence that combirting nicotine patch
pharmacotherapie®verbe with either nicotinegum or nicotine lozengencrease
combined? long-term abstinence rates over thgseducedby a

single form of NRT.

Table7 . 8: FAQdés for Pharmacotherapy
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ASSESMENT

1. Useof cessatiormedicationhasan additive effect on quit outcomes
whencombinedwithbehaviorakcounseling.

A. True
B. False.

2. Which statemengaboutnicotine patches TRUE?

A. Higherdosagef nicotine(thoseexceedin®1 mg)areknown tocauseheart
attacks.

B. Patchegan beused alon®r in combinationwith othertobacco medicines.

C. Patchezompletelyeliminatewithdrawalsymptoms.

D. Only healthypeoplecanusenicotinepatches.

3. Whichtobacco cesaion medicine isnot advised fopeople whdaveseizures?

A. Bupropion
B. Inhaler

C. Varenicline
D. Lozenge

4. Which medicationbelowis NOT consideredirst-line medication?

A. Clonidine

B. Patch

C. BupropionSR
D. Varenicline

5. Twenty-four-hourformulationpatchesareavailable in which threedifferent
strengths:

A. 24 mg, 16 mg, 8 mg
B. 20 mg,10 mg, 5 mg
C. 21 mg, 14mg, 7mg

6. Dosage®f NRT aredeterminedy two commonlyacceptednechanisms:

A. Cpd(cigarettegper day)+ ttfu (first-time useafterwaking)
B. Yearsof usingtobaccot+ cpd

C. Cpd +ttfu +c i g a rniedtineeltent

D. Yearsof using tobacce- ttfu

101




CASE STUDY

Patient # 1, A 32-yearold male, erickshaw driver belonging to lower soes@onomic strata came to

the OPDof thedentalhospitalwith complaintsof losingteethanddeay. On evaluationit wasreported

by the patient that he is a chiosmoker since the last 15 years and smokes arou28 p@edi/ day.

He was then referred to the Tobacco Cessation Clinic for intervention which would run parallel with
his cental tretmert. A detailed case history was elicited at the TCC followed bywaskssions of
Behavioural Counselling. The patient reported that even after a few sessionsof behavioural
counselling, he is unable to quit the habit. On the FTND his scasdomad tobe 8 indicating high
dependence. He stated that the passengers wbn kit vehicle often smoke, making it even more
difficult to resist theravings. Pharmacotherapgdviceis givenbelow:

Dose Quantity Duration

Nicotine Gums

Patient # 2: Mr. X is a 55yearold married male who has smoked two packs pgrfdathe past 40
years.He hastried to quit severatimes.The only medicatiorhe has evetried waspatchesHe useda

21 mg patch in the phbhustewsndver aldeatd rdmain abstinemtyfor oeel p e d
than two days because the cravimgge so strong. He is interested in the patch. He reports smoking
hisfirst cigarettammediately after waking up.

Dose Quantity Duration

Nicotine Gums

Patient # 3: Mr. Y is a 35yearold male who has smoked approximately 15 cigarettesgefor the
past20 years.He usuallysmokeshis first cigarettewithin anhourafterhewakes He tried behavioural
interventionin thepast buheis unabk toquit. Pleaserecommed pharmacotherapipr him.

Dose Quantity Duration

Nicotine Gums

10z




LEARNING OBJECTIVES
Attheend of thichapter, the priessionals shoultheable toundersand the

9 Natureand mechnismof theNicotine WithdrawalSyndrome
i Varioustechniquego deal with withdrawal symptoms

9 Meaningof relapsejapseandvarioustriggersfor relapse
1

Preventiorandrelgpsethroughvariousstrateges

INTRODUCTION

Tobacco dependence is charastiécally a chonic and relapsing disease. Maintenance of tobacco use
is largely due to nicotine, which is tmeain addictive component found in tobacco. When tobacco
users discontirue use, an unpleasantwithdrawal syndrome occurs in dependentindividuals.
Additionally, addictionto tobaccousedependsiot only on thepositivereinforcingandhedonicactions

of nicotine, but also on escape from the aversive consequences of nicttideawal. Research has
indicated that avoidece of the negative emotionsthte producelly nicotine withdrawal represents a
motivationalcomponenthatpromotescontinuedobaccouseandrelapseafter smokingcessationThe
nicotine withdrawal syndrome isonsidered to be one of the major causesigi relapse rate in
individualsundergoingsmoking cessatiofie Foll and Goldberg 2009).

NICOTINE WITHDRAWAL SYNDROME

Smoking cessationfter chronic tobacco use produces a well characterized and definedawigthd
syndrome. The nicotine withdrawal giome in abstinent tobaceseas consists ob phy si cal 6
somaticcomponentsgognitive,andé a f f ecampongneskhetobaccausersexpeienceandincrease

in blood nicotine levels after every use, which dtaya short duration of time and then drdjghen

nicotine level in the ldod falls, thebr ai n triggers fialarm bellso tI
tobaccoagain. The unpleasantsynptoms that occur when a personsuddenly stops use of any
psychoactivalrug areknown aswithdrawal symptoms
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Nicotine withdrawal symptoms occuwithin a few tours of stopping tobacco use, are maxirdunng

the first week and usually last two to four weeklong with the 7 primary symptomsentioned by
DSM-5 (refer to the fale below), The syndrome might also inclugenstipation, dizziness,
nightmares, nauseand sorehroat.

The Diagnosticand Statistical Manual of Mental Disorders(DSM-5)
(American Psychiatric Association, 2013

O Irr itability/Anger/Frustration & Anxiety
0 DepresedMood

O Difficulty Concentrating

O«

IncreasedAppetite

Ox¢

Insomnia

Restlessness

O«

AFFECTIVE
(Anxiety, anhedonia, depression, dysphoria,
Increased sensitivity to pain and irritability)

SOMATIC
(Tremors, bradycardia, gastrointestinal discomfort, and
increased appetite)

COGNITIVE
(Difficulty concentrating and impaired memory)

Fig. 8.1:For practical understanding the withdrawal symptomscan be classifiedinto three categories
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https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4542051/#R1

COMMON WITHDRAWAL SYMPTOMS AND WAYS TO COPE WITH THEM
S.NO Withdrawal Manifestation Timeline of Management
Symptoms Presentation Strategy
1. Craving for B o d ycdasing | Most intenseduring Wait outtheurge;
tobacco for nicotine first week distrad¢ yourself; takea
but can linger for brisk walk
months
2. Irritabili ty, B o d ycdasing 2-4 weeks Exercisetake hotbath,
Impatience for nicotine userelaxation
techniquesavoid
caffeine
3. Insomnia Bod y écsaving 2-4 weeks Avoid caffeineafter 6
for nicotine p.m.; use
relaxatbn
techniquesexercise
4, Fatigue Body adjustingo 2-4 weeks Takenaps donotpush
lack of yourself
stimulationfrom
nicotine
5. Lack of Body adjustindgo A few weeks Reduce workload;
concentration lack of avoidstress
stimulationfrom
nicotine
6. Hunger Cravingfor Up to severalweeks Drink wateror low-
cigarette maye calorie drinks; eat low
confusedwith caloriesnacks
hungermpangs
7. Coughing, Dry Body ridding Severalweeks Drink plenty of fluids;
throat, nasal itself of mucus usecough drops
drip in lungs and
airways
8. Constipation, Intestine 1-2 weeks Drink plenty of fluids;
Indigestion,Gas movement addfiber to diet;
decreasewith exercise
lack of nicotine

Table 8.1: Common Withdrawal Symptoms and Coping Mechanism
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STEP-BY-STEP APPROACH FOR MANAGING WITHDRAW AL SYMPTOMS

Withdrawal symptoms vary from every tobaaager to user and hence it ssential to identify client
specificwithdrawalsymptomsandmanagehemaccordingly. Everytobacceuserwho desireso quit
experience phsical as well as psychologicaithdrawal synptoms and to counter these, a wide array
of techniques can hgsed in astepby-step manner.

1. Identify and assess the nature of withdrawal sympt¢e.g., increased cravings, dry mouth,
digestiveissues etc.)

2. ldentify the possible triggers, pecific time/activities associatedwvith cravings/withdrawal
symptoms

3. Managestressorsand triggers(For e.g.,avoidinginteractionwith peersor socialinfluences
thatmake abstinencdifficult, managingthe intake of teaif it is associatedvith smoking
behaviour keeping healthy food items as aiternativeto chewing tobacco)

4. Emphasize ahdemonstratetheD6 s st r at egy ( Del agepBrdathirggt r act
andDiscuss with family & friends to take the required soti s uppor t . Addi t i c
suggestfi Dugs & Dieto which mean pharmacotherap

5. Practiceyoga,meditationandrelaxationexerciseso managestress.

6. Lifestyle modification is an essential to manage withdrawal symptarhi&h includes
havinga stabk and consistat sleepingpattern,avoid alcohol consumptionand consumea
healthyanddanceddiet.

7. Not all quitters get all symptoms, mostly these are-lsmiting and manageablewith
symptomatic treatment only. And, lastthese are not lif¢hreateing.
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RELAPSE PREVENTION

Tobacco users have risk of relapse when they arerierpang situations of wither extreme joy
(celebrations, festivals, prastion in job, new arrival in the family, meeting an olcefrd with whom
s/he was usintpbacco, etc.pr extreme grief (loss in business, attrition from job, death in the family,
isolation, etc.)Relapserevention could be due to internal or externgigers, which can be referred
to as highriskstimuli (HRS)(Marlatt & Gordon, 1985). Tése triggers o&n activate the tobacacse
related belief/hich can lead to cravings/urges aenkentually lead téapse.

INTERNAL TRIGGERS EXTERNAL TRIGGERS
Emotiona factorslike, stressdepression, These can be related to situations, places al
loneliness, anger, frusttion,disappointments thingsrelatedto drugusein someway

and hysical pain

Table 8.2 Relapse Preventioninternal Triggers & External Trigger s

Hence, it is important to identify the possible HIGHSK SITUATIONS/STIMULI. This canbedone
throuch troubleshooting dialogugetween theounselorand the patient:

0 Whattypeof situations remind/ou ofthe feelingof wantingtobacco?
0 L e ttrgterecll thelasttime you hadthe urgeto usetobacco

6 Howdo yau feelwhenyou havea specifc urge?

0 Whendo you experience thergethe most?

0 Whyis it difficult for you tocontrol ina gecific situation?




Change at the
thinking level

Change in
behaviour/
lifestyle

Return to
tobaccouse

Fig. 8.2: Threedistinct stages indicatingthe onsetof a relapse

STEP-1
Identify High Risk Situations/Stimuli for the Tobacm-use
(Fore.g., seeingsomeoneusingtobaccojnteractingwith tobacceusersor tea breaks

Fig. 8.3: StepsTo Follow For RelapsePrevention And Its Management
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RELAPSE PREVENTION TECHNIQUES TO BE USED

Tobacco dependencehas a chronic
relapsing nature, deral professionals

should prowie briefeffecive relapse | A: AvOID risky situations when paible. When

prevention treatment.It is essentialto avading a risky situation is notpossible:
reinforce thep e r s denishos to quit,

review the benefitsf quitting, and assist| C: COPE using a variety of behawvioural,
inresolvinganyresidualproblemsarising | pharmacological and cognitive strategiesctipingis
from quitting. Although most reapses | not working

occur early inthe qutting processsome

relapse might occuafter a few months | E:ESCAPthe situationby leaving.

or even years after the quiate.

PROFES®NAL IIGHTheACBMODEL

Therefore, dental professionals sbu *Thisrelapsepreventon strategyis usefulforrecently
engage in relapse  prevention quit users ast provides them with alearlydefined
interventionseven with former tobacco | Set of actionsto manage situations that may lead
userswho no longer considethemselves = them back to activéobaccouse.

activelyengagedn the quitting process.

Relapsepreventioninterventionsareespeciallyimportantafter quitting andcanbe deliveredby means

of scheduled dental clinic visits, telephone calls, or at any timeethialdorofessional encowns an
ex-tobacco use in a pant. A systeratic, institutionalized mechanism to identify recent quitters and
contactthem is essentiab deliverrelapseprevention intervention effectively.

S.NO PROBLEMS RESPONSES
1. Strong or prolonged Consider extending the use of an approwed
withdrawal pharmacotherapgr adjunctsto reducestrongwithdrawal
symptoms symptoms.
2. Negative mood or Providesuppot, prescribeappropriatanedicationsprrefer
depression individual to aspecialis.
&; Lack of support for Help the persomotidentify souces of support withitis or
cessation her environment. Refer the person to an appropriate

organizationthat offers cessatiorcounsellingor support.

4, Flagging motivation/ Reasare the person that éke feelings are commol
feeling deprived Recanmend rewarding activities. Emphasize the
beginning to smoke (even a puff) will increase urged

makequitting more difficult.

5. Weight gain Reassuré¢he personthat someweightgain after quitting is
common and appears tee selflimiting. Emphasizethe
importanceof ahealthydietandhealthylifestyle.

Table 8.3: Relapse PreventionProblems & Responses




If the patient lapses,it is important to acknowledge andrealize that a lapse has happenedhe
tobacco user musicknowledgehattheyhaveslipped. Thatdoes not meanthatthey are not tobacco
dependenggain.The dentalprofessionamusthelp the patientin rememberinghe positive quit time
the patient had. Additionally, the focebould be orstrengthening the @ing skills. The following
ways can behelpful:

a) Understand the reason behind the slipldentify the trigger (Ask relevantquestionsunderstand
exactly what was it that madeyou smoke/usdobacco?0n the day of the lapse,what exactly
happenedWhatwarning signswerepresent experencinganger, liritability or stress?)

b) Make a noteof the learning experience

The tobacceauser must note the positive ways that helffieem from refraining tobaceose.Seek
help immediately or talk to youfamily or friends.Follow through with the plathat thepatient
had made along witthe dentaprofessional initiallywhen starting treatment.

c) Do not discontinue medication withoutconsulting the professional It is essential that the
prescribedmedicaion is taperedaspe thep h y s i advice,ptldesviseit could leadto relapse
amongtobacceusers

KEY TAKEAWAY
0 Maintenanceof tobaccouse is largely due to nicotine, which is the main addictive
componenfound in tdacco

0 Rdapsepreventioncould be dieto internalor externaltriggers, whichcanbe referredoas
hightrisk stimuli (HRS).

0 High risk situationscan be identified by using a identifying the triggerand assssing
dialoguebetween the patient and the couose

0 Relapsepreventioninterventions are especiallyimportantsoonafter quitting andcanbe
deliveredby meansof schedulectlinic visits, telephonecalls, or any time the clinician
encounterainex-tobaco user.
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ASSESSMENTS

Q.1 Whatarethethreebroadcategorie®f withdrawalsympomsexperiencedby tobacco
uses?

a) Cognitive,Social,Cultural

b)  Cognitive Affective, Physical
c) Cognitive,Emotional,Social
d) Cognitive,Physical Emotional

Q.2 Whichof the following symptomsreNOT partof the Nicotine Withdrawal

Syndrome?
a) Fatigue
b) Craving

c) DisturbedSleep and Appetite
d) Deélirium

Q.3 Whichof thefollowingaret he 4D6s ?

a) Delay,Distract,Decline,DeepSleep

b) Delay,Distract,Drink Water,DeepBreathing
c) Delay,Decline, Discusdeviate

d) Delay,DiscussDrink Water,Decline

Q.4 Whatis the mostommon rasonfor not quittingfor Tobaccausers?

a) It allowsthemto sleg better

b)  Theyenjoy it too much

c) Thecraving is too strong

d) Itisagoodsubstitutego chewinggumwhile feelingbored

Q.5 How canoneprevent dapsefrom becomingarelapse?

a) Realizethatonehasslip andreachout tothe professionalfor guidanceand
support

b) Realizetha one hasslipped,theninducing guilt and
continuingto stayin the stressfuénvironment

C) Realizethatonehasslip andignorethe incidentltogether

d) Realizethatonehasslip andcontinuethe behaviortill they seesome
consequences
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ACTIVITY -l

CASE STUDY DEMONSTRATING TOBACCO CESSATION COUNSELLING
FORRELAPSE MANAGEMENT

Patient came to the Dental Clinic/Dental hospital OPD with a relapse of tobackimgniHe is a 33
yearold, male,currently working in the ITsector. He haa history of smoking 120 cigarettes per

day. After seeking counselling at the dental clinic, he had been abstinent since the last 2 years.
However, due to persistent stresswairk he started smoking 6 monthsoadouring the followup

sesfn, the patienreported that since the lockdown started, he has been working from home and that
has led to additional work pressure. The patient also reported that he has been haviny difficul
managingvork andpersonalife. He hasdifficulty working for long hours. He usuallyexperienceghe

urgeto smokewhen therearesomedeadlines taneet and jollemands becommverwhelming.

DETAILS OF THE INTERVENTION

Behavioral Counselingfor RelapsePrevention

0 After assessingthe details of the p at i eurrdntduse/duratin/frequency/triggersand
stressor$; TND was applied, the client obtained a score of 5 indicating moderate dependence.
The stressors and triggers reported by the patient wenesad in the counseling session.
Thepatientwas currentlyn thepreparatio stage

0 Quit date was set to 1 week from the day of the consultation, along with the same other
interventionaused to managstressors.

0 The patient was educated using thé® 6 s roaxtp(Pelay, Distract, Drink Water, Deep
breathing and discussing with frie nds andfamily) to manageaurgesand cravings.

0 The patient was also educated using motivational interviewing emphasizivgffieaify for
thepatient who is capablef remaining abtinen

0 Toaddresshedifficulty facedby patientin managim work-life, hewasaskedo follow activity
schedulingin which he was askedto engagein recreationatasksand separatdamily time
fromwork responsibilities

0 Patient was also advised to engagsome physical exercise likwisk walking and yoga to
promotebetter oveall health.

0 Follow-up to be done after 2 days from the quit date, which could be done with the dental
professional irperson or through telephonic consultation. (As per the neédaanfort of
thepatient,text messageeminders weralsosent 24 times aday in astructured manner.)
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LEARNING OBJECTIVES

Attheend of thischapter, the professionals shodidable tounderstand the

9 Functioningof Quitline servicesn India

9 Thebiomarkersusedin labaratoryinvestigationgor tobaccocessatia in dental clinical

settings

INTRODUCTION

The quit line has been recommendedore of the populatiowide approaches to support tobacco
usersin quitting by the guidelines for implementationof Article 14 of the WHO Framework
Conventonon Tobacco ControflWHO FCTC). TobaccoQuitline Serviceshavethe potentialto reacta
large numler of tobacco users with the sole objective to provide telepbased, iformation, advice
support, and referrals for tobacco cessation and is avaitaelén most developed countriésdiatoo
now joins the internationatobaccocessatiormovementwith its own Nationallevel Tobacc®uitline
Services (NTQLS) (180Q1-2356)

History of NTOL sin India

1

1

1 9 8-0réssngof Quitline wasstartedn early1980sin Europeandthe UnitedStates.
1985 Quit Victoria, the firsttobacco quitine setup by the Australiangovernment irL985.

1988 After the goodresponseof Quit Victoria secand tobaccoquitline U.K Quit setup by
the U.Kgovernmentn 1988

2009 American Cancer Society (the ACS) Quitline for Indian Workplaces was launched in
WCTOH held at Mumbai.

2011 2013 Population Services International (PSI) India Quitline basetddof Chemai
egablished through technical support of ACS.
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1 2012 Nicorette started a helpline at Mumbai on 318 May 2012 to provide
information/techniquetohelptobaccoaddics to quit smokingHowever, theservicestopped
later.

1 2013 Quitline though RajathanState Medical Helpline (Ongoing).

1 2016 Governmentof India rolled out its first National TobaccoQuitline Serviceson the
eveof theh Wo Mb Tobaccdd ay o .

NTQL Servicesin India

TheGovernmenhasestablishe@ Nationalleveltobaco cessatiorQuitline in VallabhbhaiPatelChest
Institute (VPCI), New Delhi and the serviceavl been expanded to regional satellite centres since
2018 and counseling is now avaikbn regional languages at DBhubaneshwar Borooah Cancer
Institute (BBQ), Guwahati; N#éonal Institute of Mental Health & Neuro Sciences (NIMHANS),
Bangaloreand Tata Memorial CentréTMC), Mumbai.Thequitline services

I Canbeaccessiblérom anywherebetweerBAM to 8 PM. (exceptMonday- Holiday)

9 Offers confidential, persatized and tailoed support to motivate the quit attempts in an
individual addicted to tobacco

Typesof Call in NTQL

A national tolifree quitline is a telephone counselisgrvice that can provide both proactive and
reactive counseling freaf chargeto thecaller.

1 A reactive quit line provides an immediate response to a call initiated by theetobuser,
but only responds to incoming calls. The reactive call includesdgistration, present and
pasttobacco use history and personal detailsth&f subjects andlso alout counseling
session(sjvhenevera caller feels thaeed for help.

1 A proactive quit line involves setting up a schedule of follay calls to tobacco usets
provideongoingsupport.The proactivecall comprisedour outboundcdls tailoredto provide
tobaco cessationservicepsually completewithin four to eight weeksdependig uponthe
c a | tobaccagsittingstatus

114




Reactive call made by the callers

Y

Registration of the caller is done

Y

Setting of quit date (preferably within a week)

1

Proactive Call-1
(3-4 days before quit date)

v

Call-2
(on Quit date)

v

Call-3
(3-7 days after quit date)

¥

If the caller not
able to quite on

Proactive
Call-2, 3-4)

[ Call-4 | >
(1-3 weeks J \
F" ¢ Y
Enquiring about quitting status J
o J, J
4 ™)
Congratulate for Quitting
\ J

Fig. 9.1 Algorithm for Telephonic TobaccaoCounsellingin NTQL
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Role of Professional/Counselor in NTQLs

The intervention § povided by a trained tobacco counselor who has been trained abpéai
theoretical and prdical approaches of motivational interviewing, following the WHO telephone
counseling protocols.

These include 5As (Ask, Advise, Assess, Assist and Arrarifes;(RelevanceRisks, Rewards,
Roadblocks, Repetition) in a time pt of approximately 15minute counselingsession. The
telephonic I VR counseling sessions caadcintednsive f ur t
counseling (3040 minutes) sessiondepending upon the requirement of the tobacszy.

The Heaviness ofmoking Index (HSI)s being used toneasure the tobacco dependeriRgferral
information such as nearest tobacco cessation clinic is provided to the interested parficipacdts.
quit pack consisting of tobacco quit calendar and tobacco quit guiddsarenailed to thénterested
callers by postor e-mail. The quitting statusis analyzedon 4th proactivecall which is almosafter four
weeks of followup posttobacco cessatio@n 1September 2018, 2 years later the launch of National
Tobacco QuitlineServices (NTQLS), ne health warning®n tobacco products packets consisting of
NTQLS toll-free number came into effeirt India which resultedn 7.7 timescalls hitonNT QL 6 s
IVR (Interacted Voicd&Response)

Benefitsof TobaccoQuitline Services

0 Canreach adargenumberof tobaccousers ina costeffectiveway.
0 Canreduceaccesgelatedbarriersto treatment.

0 Servesasagatewayto othercessatiomesources

0 Localhealthproviderscanrefer tobaccaiser forquitting.

0 Offersatreatmenservicethatis appealing toabroad pectrumof people.

General Challengesof implementation of TobaccoCessationin Quitline Services
9 Patientfollow upthrough telephonis difficult dueto availabiity
9 High attrition of tobaccousers
9 Highfootfall of callers
i Lackof madtivation throughTelephoniccounselling

9 Lackof clinical supportservicegor tobaccocessation.
WHO TobLabNet methods

WHO TobLabNet methods are laboratory testing methods for tolzactoelated products developed
by part of WH O &ebaltechnicalnetwak ontobacceprodud regulation.
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National TobaccoTesting Laboratory

In exercise of the powers conferred by section 11 of the Cigarettes and Other Tobacco Products
(Prohibition of Adrertisement and Regulation of Trade and Commerce, Production, Samply
Distribution) Act,2003 (34 of 2003), t Govt. of India recognizes the following testing laboratories

for the purposes ofestingthe nicotineandtar contentsn cigarettesandany othertobaccoproducts,

1. The National TobaccoTesting Laboratoryat National Institute of CancerPreventionand
Reseach,

2. TheNationalTobacco Testingtaboratoryat CentralDrugsTestingLaboratory Mumbai

3. TheNationalTobaccoTestingLaboratoryat Regial Drugs TestingLaboratory,Guwahati,
Assam

m-Cessation

Ministry of Health & Family Welfare, in partnershipwith World Health Organisationand the
International Telecommunications Union, has started an initiative for utilising mobile technology for
tobacco cessation. WHDTUG6s O6Be Healt hy Be reidbduitdtebbcoosersi t i at
of all categories wheavart to quit tobacco uses and support them towards successful quitting through
constantext messaging on mobile phones.

Meet Florence*, WH O odggital health worker

Florence is a 24/7 virtual health workasle to provide digal counselling services todketrying to

quit tobacco. She also shares WHO public health messages and recommendations on tobacco and
COVID-19. After a short corarsation via video or text, Florence can help build confidence to quit
smoking,makea plan and recommend teftee quit lines or apps.

II.  LAB INVESTIGATIONS

Introduction:

Nicotine can be measured in various biological specimens including plaativa, and urine. A
numberof biochemicamarkershavebeenusedto validateclaimsof non-snoking, includingmeasures
basedon thiocyande, nicotine, cotinine, andcarbon monoxide usingas chromatographyhigh
performance liquid chromatography and immuisags. They vary in terms of cost and ease of
administrationspecificity to tobacco, and Hfalife.

Indications
1. Participantsvith minimal level of smoking exposurés or 10 cigarettegper day)

2. Trials involving switching to alternativetobaccoproducts(e.g., electronic cigarettes)
thatrequirebiochemical verification ofeduced exposure.




Biomarkers of Tobaccoexposure

a) Carbon Monoxide LevelsECO (ppm) COHb (%)

0 Nicotine (ng/ml)
6 Plasma

6 Saliva

6 Urine

b) Cotinine (ng/ml)

0 Plasma
0 Saliva
0 Urine

C) Thiocyanate(umol/l)

0 Plasma
0 Saliva
0 Urine

Biomarkers of Tobaccoexposure

Nicotine @n be measured in #aus biological specimens including plasrsaliva, and urine.. Urine
levels correlate fairly well with plasma and saliva nicotine. Because of the shelifehaff nicotine
levelsarenot useful inassessing tobacco ubatoccurredmorethan 8 12 h previously.

1. Cotinine, the major proximatenetaboite of nicotine. However its specificity for tobacco use
limited for personausingnicotine containingmedicatons. Someimmunoassaysverestimateotinine
concentrations because abssreactivity with other nicotine metabolites. There ig@od corrdation
between levels of cotinine in biological fluids with nicotine intake ftolmacco. The ratio of cotinine
in saliva, compared to plasma, serum, or blood, averages BiBowitha range of 1.11.4 in various
studies. Saliva cotinine conceritoas ae lower in stimulated comparedto unstimulated.The
relatively long half-life of cotininefacilitatesdetection ér a few days after cessation of tobacco use.
Plasma or saliva cotinirgerform bestyith 96i 97% sensitivity and 99.00% specificityrespeadwely.
The cutoff point widely useavorld-wide for Plasmeor salivarycotinine is 15ng/mand 50ng/mfor
urinary cotinine. Cotinine in urine can also be detected qualitatively. Ths i® available for
commercial uses in Indian market. It is easfieapand useful for biochemical confirmation of
successful quitting.

Advantages

a) Highly specific

b) Fairly long halff-life

c) Moderatecostfor analysis
Disadvantages

Not sensitivewhenpatientis onNRT
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3. Carbon monoxide (CO) can be
meaured in expiredair or in blood and o

are highly correlated. Instrumentation || =Skl
used for the measurement of expit€®
measues the rate of conversion of CO t§ & 5.11

CO2 ast passes over a catalyticakctive
electrode ad is measured as (eCO) i 25 463
parts per million Blood CO level is
estimaed  from  carboxyhemoglobin | GEENEEERED ‘Sl e o
: 21 EEL]
(COHDb) throggh spectrophgt_ometnc - —
method. CO is reasonablpecific for
detegtlngheayyugarettesmokmgbut |§ of
marginal utility for deecting light
smokirg becaus€O levelsfrom smoking
.
are low, and there are environmental
saurces of CO of similar magnitude
Measurement of CO is not applicable t 5 i reing s ot e
. gt seoker or 8 ROs-amcker Srastting in poor
detection of smokelss tobacco use i iy o parses s, Ve s snchizg
because CO is a combustiproduct. T o

This is where you really
need to be!
hmpumhumﬂm
msomcide 0} In yoer binod. Moot peophs heve
o small amoust of O In shalr bresth, this b dus

Disadvantages:Lesssensitivefor g ——
deteting light smoking

Fig. 9.2 Carbon Monoxide Measurement Scale

SRR

| 3

| S
Ll"
4

Fig. 9.3 Carbon Monoxide (CO) Instrument

3. Thiocyanate (SCN) can be measured in plasma, saliva, and urine. SCN is highly specific for
heavy smoking.lt is not applicable to dettion of smokeless tobacco use because it is a
metaboliteof acombusibn product, hydrogecyanide.
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Disadvantages

0 Specificityis not good fordetectindight smoking

O«

Not applicablefor smokelessobaccousedetection

4. Anabasine and anatabine are two nicotinerelated alkaloids present in tobacco.
Concentrationm urine can be determinedusing combinedgaschromatography massspetrometry
(GC-MS) and is expensive.Thesealkaloids are very useful for detectingtobaccouse in persons
undergoing nicotineeplacement therapy since these alkaloids are not present in ni@utiriaining
medicatims. After cessation of smoking, hélifesare 16 h for anabasine and 1@oh anatabine.

Advantages
0 Usefulin patientsundergoing\NRT
0 Notapplicablefor smokelessobaccausedetection
Cut-off point to differentiate smokersfrom non-smokers
BOX CONTENT Plasma or saliva cotinine 15 ng/ml;
Urin ary cotinine- 50 ng/ml;
Expired air- CO 8 10 ppm;
PlasmaSCN- 78i 84 mmol/l.
Table 9.1: Cutoff Point to Differentiate Smokers from Nor Smokers
TESTS

Varioustest that can bdonefor patients on tobacaasse

O«

Lung Function Test

0 Risk Calculators (Framingham risk)
0 Chestx-ray/CT Scan

0 Lipid Profil e

0 Liver Function Ted

0 Diabetes screening

0 Carotid ultrasonography

0 ECG
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THE INTERVIEW SCHEDULE FOR THE QUITLINE CONSULTATION

I.  EIRST CALL

QUESTIONS

DemayraphicsThe callelis a41-yearold female

A) Tobaccouse

She smoke within five minutes dwaking upShesmdkes 20cigarettegper day.

B) Motivation and confidence

0 Sheis motivatedo quitbecaus®f a coughh e r d advitepothre @gensand thesmell
0 Herconfidencds low becausshehad adifficult time quittingonce before. The quit lasted

0 for abouttwo weeks. Shedid not seekhelpwith quitting or usea tobacco cessation
medicindike the nicotinepatch or gum.

C) Triggers for smoking

Shesmokesafter meals,socializingwith friends,duringwork breaks Shedoesn'tvant herchildrento
smdke. Her friends smo&and therearesmokers at work.

D) How the caller heard about the quitline
Shecallsthequitline afterreceivingapamphletatthed o ¢ t officed s
RESPONSE

Quitline experience

0 Whenskhe callsthequitline the quitline counselor igriendly andgreetsher warmly.

0 Thequitline counseloprovidesanintrodictionto theprogrammesothatthecallerknows
whato expect.

0 Thequitline counselor shasexpectations fothecall.

0 The quitline counselortransitionsto assessentto learnabou thec a | Itobac6 use,
quithistory,motivation to quit, and triggsrfor smoking.

0 The quitline counselorasks questionswithout judging and asksthe caller if she has
anyquestionor specificneeds.

0 Thequitline counselorcollaboragswith the caler to planfor quitting, including:
0 Settinga quitdate;

0 Helpingthe caler find copingstrategiedo avoid smokingafter meals,whensocializing
withfriendsandduring workbreaks;

0 Selectingatobaccocesstionmedicine;
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0 Seekinghelpfrom friendsand family;
0 Removingtobaco productgrom hersurroundings
0 Thequitline counséor recommendsesourcegprintedmaterial)to supportthecaller.

0 Thequitline counselorclosesthe call by askingthe callerto summaize actionstepsshe
will taketo quit. Thenex callis scheduled.

0 Thequitline counselor suggestspicsthat will be coveredn thenextcall.
II. SECONDCALL

During the secondcall the quitline counselorchecls on progress,including quit status,urge
severity,use ofmedicines, and stieges the cher is using to copwith urges.

The quitline counselorreinforces sucessand helpsthe caller:

1. By problemsolvingthe managemenaf urgesthat shés findinghard tocontrol;

2. Tolearnaboutrelapsegpreventionby educatingheraboutavoiding, copingor escapingvhen
feelingurges(ACE model);

3. By encouraginghecallerto continueusinghernicotinepatchmedicatiorsinceit seento be
helping.

Ongoing Calls

During ongoing calls, the Quitline counsefoflows up on progress, confirms qutttsis, rénforces
success, [mvides practical problersolving for any urges the lber is still experiencing, and plans for
high-risk situations to ensure lofigrm successlhe quitline counselor helps the calleiidentify the
benefitsof being quit andvays toreward herself fortaying quit.

KEY TAKEWAY

9 Cotinine is highly speific and sensitive fotobacco use (in the absence of NRT) and has
theadvantagesf afairly long halflife and moderateost foranaysis.

I CO measurement is useful for determgniamoking status. Its sensitivity is limited by
the rapidelimination of @, such lhat after 1 dy of not smoking.

f CO levels are no different than those wbnsmolers. Specificity is limited by
endogenous anenvironmental sources of CO. For théasonCO may not distinguish
light smokers from nossmokers.

I SCN is not recomended as a biomarkeorf tobacco use because of inadequate
sensitivity andspecificity.

f Anabasine and anatabine are most useful for deermining tobacco use in the

presenceoftreatmemnwith NRT. A potential limitation isthe relatively high expenssf
theassay
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LEARNING OBJECTIVES
Attheend of thischapter, the professionals shodildable tounderstan the

9 Methodsto engagewith local communitystakeholder$or promotinghealth andtobacco
control

i Strategieshatcanbeimplementedby the instituibns atthe communitylevel for tobacco
cessatiorandcontrol

INTRODUCTION

Tobaccoconsumptionis apublic healthconcernin Indiaandits impactis especiallydevastatinggmong

the lower socioeconomic status and raraks. Tte use otobacco inindia is diverse from smoked or
smokeless tobacco (SLT) products to its dual use with the ya@iripeople using SLT prodts

Tobacco dependence is preventable and may be addressed by many ways and Dental Healthcare
Professbnals play an enomous role m rendering these services including individual as well as
communitybasednterventions.

Well-planned and targetedcommunitybased programmesdeveloped andmplemented basedn

community health needscould prove to be very suces$ul. Moreover, it is critical that such

programmes are socially and culturally acceptabl® various communitpased iterventions may
becarried ot are:

1. Addressingtobacco cessationthrough awarenessand health education sessions,using
innovativeand interactivestrategies.

2. Using audiovisual aids and social media platforms for dispersionof health promotive
messagesntobaccocessation and coniro

3. Targeting the vulnerable groupsjike youth, children and women through innovative
strategies.

4. Targeting workplaceso raiseawarenessindpromotetobaccefreeworkplaces.
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5. Use and promotion of technological interventiors of tobacco cessation such as
mCessation,andNationalTobacco Quit Lines among titeemmunity.

6. Organizetraining and capacity building programs with community health workers, civil
societyorganizationslocal health practitioners etc.

ROLE OF HEALTH EDUCATION AND PROMOTION PROGRAM IN TOBACCO
CESSATION

Mass health education using appropriate audiovisual aids and social mediaoisestif the most
effective ways of achieving tobacco cessation along with educational material that conveys anti
tobaccomesagegbothsmokingandsmokelesandseconehandsmoke).Essentiaconsiderationgor
healtheducation materials include:
9 Identifying thetargetaudenceprior to the developmenbf HealthEducationrmaterial
Selectionof theme/healthmessage

1
| Healthedwationmaterialshouldbe:
1

Simpleand readefriendly style to command and retain the attention of the public needs to
bedeveloped

==

Preferably writtenin locd language
{ Informationshouldbescientificandbasedn current evidence

T It mustbescientifically validatedwith thefeedbaclof public healthexpertsandtargetaudience
following with the incorporation ofuggested changes.

i Plannhg d hedth educatbn and promotion programs should be done in accordance to the
proper protocol and adherenceat al levels. The evaluationprocessof health education
interventionis equally important.

ROLE OF DENTAL COLLEGES, DENTAL CLINICS AND COMMUNITY BASED
HOSPITALS IN COMMUNITY BASED TOBACCO CESSATION INTERVENTIONS:

Dental Colleges, Dental clinics anab@munity based Hospitals have immse potential to create an
impact in their local communitiesalong with wider impact utilizing simple and cost-effective
strategiesin tobacco control.

1. EveryDentalCollegeandDentalClinic

a) Shouldunderstandhe community healthand dental health needsby carrying out regular
healthregularsurveys.

b) They should have detailed information on the patterntolofcco cansumption, atitudes
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towardstobaccouse, social and economicenvironment(daily life activities, useof leisure
time,occupationshousing,educationand network of social contacts).This would give the
Institutesan understanding of what coulsk the paterns, sociecultural determinants and
barriers tohealthcareAlready lot of information is available throndGATS 1 & 2, NFHS
Surveys, etc.flnecessary, the dental institutes should carry out somespeedic short
sample surveys.

2. Utilizing HR of Dentl collegesand Dentalclinicsin promotingTobaccocessation:

a) One way to accomplish communiigvel action wuld be to capitalize on the human
resourcedike DentalspecialistsGeneralDentists,Interns,Dental studentsand supportstaff
available atthe Dental CollegesandDentalclinics to branch outnto thecommunities.

b) The Dental Colleges/institutionsmust initiate structured tobacco use assessmentand
prevention activities for the Staff and students in the campus/hospital/clinics. Thise can
followed by assessig their attitudes towards tobacco use; knowledge about health risks
involved. Oncea staff memler is identified with tobaccouse,a structuredtobaccocessation
strategycan be initiated with them. Additionally, workplacebasedstaf mabilized from the
local communitiescan be mobilizedto connectwith the communitiesand promotetobacco
cessationat the grassrootlevel. They can organize specific dental hospital outreach
programmes in collaboration with civil society organizatiake,llocal clubs, eductaonal
institutions, philanthropicorganizationsfaith-basedorganizationsprofessionabssocations
and recreational facilitiet® inform the public about the dangers of tobagse.

3. Brief andfocusedprogramme®n tobaccocessatn canbe conductedin differentsettingdikethe
local banks busdepots postoffices,schools/collegestc. In rural areassuchmeetingscarbe held
in schools, village panchayat meeting places, local administrative offices, fairsvesidy
markets &.

4. Motivating cancer survivors to sensitize everyone as role models, campaigningon local
televisionor radio channels

5. Organizing and conducting regulemmunitybased awareness campaigns throughoutehe

6. Developing a referral chain for tobacco usesl precancerous lesio/ cancer and dentakatment
needdrom thecommunity.

7. The Dental Colleges and Clinics mudisplay the local Tobacco Cessatio€ | i ni c6s con
details along with timings and National Quitline (180011-2356)at multiple locationsof the
canpus to promoe and mobilize patient&very dental college, clinic and hospital shoatthere
to Tobacco Fre&ducational Institution (TOFEI)wgdelines to make their camptsbaccofree
with regular monitoring and evaluation.
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ROLE OF SCHOOLS, CHILD REN AND YOUTH IN TO BACCO CESSATION

Schools remain one of the best organiz

clustersto target and develop posiive X
healthy behaviors early in their f""' o
life. Childhood and adolescencés the | " Public' School ]

period when peer influence is at its peg | Dental Ch
and magy habts tha uaually last for a
good part of oned
During these years, they are often
targetedby tobacco industries through
various attractive modalities like
freebies, surrogate advertisements arn
sponsorships etcChildren and puth |
should alsobe tageted by thénealthcare
institutions, to promote health, denta
health and prevent tobacuee.

- £ I
Fig. 10.1 School Base Inteention in Tobacco Cessaibn

Tobacco control is a strategic b

based intervention which can be implemented through stkegiglation and other measures as
suggestd bythe WHO MPOWER pdicy package. But meanwhildental professionals and healthcare
institutions, can empower chikein through education which dsrected towards the children as well as
their parents. Education system can be utilized to sprdadnaion, shape #itudes ad strengthen
skills relevant to tobacco control, preferably through TrebacceFree Educational Institution
program (ToFEIl). Use of schoolsand colleges for primary prevention as well as for early case
finding and active cessati@ifortsin a supprtive manner amorigosewho havealready initiated the
habit.
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The flowchart below provides an outline for designinga SchoolbasedHealth Education Program
for tobaccocessation

|.|.“|.“|“.|.‘ ‘.‘

Fig. 10.2SchoolbasedHealth Education Program for tobaccocessdion
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Workplace interventions for tobacco cessation:

The biggest challenge of a workpla
initiative is employee time "on floor"
Not many workplaces are willing tq
share this for the health of thil
employees. It should be stated egom
with propsal d a stategy to resolvel]: &
this issue a statement on retwon
investment (ROI) may help!

Most adultsspend about a third of the
day in their respective workplacdr
environment. Workplacescould have V
both positive aswell asnegativeimpact
ono n ehéadthand ord health. Tobacco
usehasastronggroupbehavioralpattern Fig. 10.3 SpreadingAwareness among FactoryVorkers
wherein people residing or working in

common environmentsinfluence each

other.Theworkplaceis thereforea settingthroughwhich largegroupsof tobaccouserganpotertially
bereachedby health promotion. Workplaceasa settingto preventtobaccausecanbe

usedto greatadvantagevith atargetedcapproachThevariousadvantagesf workplacebasedobacco
cessatiorstrategiesre:

1 It provides access mlargenumberof people vino makeup arelaively stable population.
1 It hasthepotentialfor higherparticipationratesthannonworkplace environments.
1 It mayencourag sustainegeergroupsupportandpositivepeerpressure.

9 It provides a particular opportunity tor¢gget young ren, whotraditiondly have low general
practitioner consultation rates and are thus less likely to bdnafit opportunistic health
promotionactivity in primary care.

1 The employee generally is not required to travel to the programme or itatdetheirown
perond timeto it.

1 Occupationahealthstaff maybeon hando give professionasupport.

Cochranébasedevidencesuggestsvorksite-basa individual counselingnterventionsdemonstratea
benefitfor the counseling programmes, with afR®@f 1.96(95% CI 1.51 to 254).
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STEP:1 ASSESMENT

Environmental Assessment

Smoking Zones Cigratte Buits, Spitting zones, No Smoking boards, Cafeteria/Canteen Tobacco
Vendors, Fimess and wallnass Cantra

of the
Demographic Preofils, Haalth assessment end Tobacco usa Profils

STEP:2 PLANNING ANDMANAGEMENT

ingthe and i ifying Tobaceo control C i ifying RolaModsl E ishi i ion, Trainis the Trainars, Dx ing[EC

STEP:3 IMPLEMENTATION

For Organization ForEmployees

Displaw of IEC Material, Display of Tobacco free Workplace signages, Health awarsness and Tobacco cessation counseling, Sisnaturs Campaien Oral Health camps,
Quitline availability of counsaling sarvicas

Recraational Activitiss, Health Policy and Banafits Intarats tobacco use as a racruitmentpolicy

A 4

STEP:4 EVALUATION

Benefits ofthe program, Tobacco quit sate and snvi lorrsrre = d, Tdentify no tobacco usa " Champions”

Fig. 10.4Workplace basedtobaccocessationalgorithm

Tobaccocessatiorthrough SystemsApproach (Screen, Treatand Follow-up):

In addition to the use of populatidevel approaches, the use of systems appreaables &health
facilitiesandhealthcareworkersto deliver TobaccoCessatiorto theindividualsin a stepwisemanner.
Strengtheningf existing cessatin servicesat all levelsof healthcarethroughthe Systemsapproach
canbeachievedoy:

1 Estabishing suitble infrastucture that identifies and records tobacco use among all new and
follow-up patients attendinghg health facility through WHO ICB11 saeening for their tobacco
use currently or anytime in the past. Codingaoyg linking it to their health/insiranceid for ary
referercein futurethrough areaktime national dashboard.

1 Capacitybuilding amongall cadresof in-servicehealthcarenvorkers,especiallydoctors,nurses,
counselors and pharmacists along with regular CMEs (continued medigzdtion)both inthe
govenmert ard/or private health sector to treat a tobacco using patient optimallprantptly
along with his/her primargilment.

1 Following themup on aregularbasisfor 6 monthsto a yearto supporttheir effort andto ensure

their stayingtotally abginert; atleastin thevery first monthif the resourcedo not permitalonger
follow-up (On 3rd and 7th days and at the end ofdhth).




CONCLUSION

Tobaccauseis a public healthconcernin India, with anegativeimpacton all, especilly for thepemle

from lower socieeconomic backgrounds and those living in rural areas. Tobacco addiatiohe
preventedand treatedin a number of ways, as we've discussedin this chapter. Dental health
professionals can play an importaote in provding thesesewricesto both tobacco users and the
general public. Dental colleges and commubiiged gowamment dental clinics have enormous
potentid to makeadifferencein theirlocal communitiesandbeyondby implementi