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TOBACCO ISSUES IN BASIC MEDICAL PRACTICE AND PROFESSIONALISM

l. GOAL OF MODULE: Provide students with knowledge and skills related to tobacco
issues in basic medical practice

1. TARGET AUDIENCE

a. Level of Student/Learner: 1* semester students
b. Suggested Course or Subject: Community medicine

I11.  LEARNING OBJECTIVES

e Understand the global and national burden of tobacco use
e Understand why tobacco use is a risky behavior for patients and their families
e List at least three roles of doctors in advancing tobacco control

IV. CURRICULUM STANDARDS ADDRESSED:

The Community Medicine Department has the broad goal of teaching students and
preparing them to function as community and first level physicians in accordance with
institutional goals.

e |t provides knowledge of the demographic pattern of the country and appreciates
the role of the individual, family, community and socio-cultural mileu in health
and disease.

e It also helps in identifying environmental and occupational hazards and their
control and understanding the principles of health economics, health
administration, health education in relation to the community.

Skills:
e Students can use epidemiology as a scientific tool to make rational decisions
relevant to community and individual patient intervention.
e Students develop capabilities of synthesis between cause of illness in the
environment or community and individual health and respond with leadership
qualities to institute remedial measures for this.

V. MINI-LECTURES

MINI LECTURE 1: BURDEN OF TOBACCO

CORE SLIDES
1. Death Toll of Tobacco: 2005
2. Deaths from Tobacco Compared to Deaths from Other Causes
3. Smoking Prevalence in India
4. Use of Smokeless Tobacco in India



5.
6.

Morbidity from Tobacco Use
What if We Could Reduce Rates of Smoking to 20%?

OPTIONAL SLIDES

1.
2.
3.

O No gk

Global Cigarette Consumption

Percentage of Adult Smokers in ASEAN (South East Asian) Countries
Percentage of Adolescent Smokers in ASEAN (South East Asian) Countries,
2007

Deaths Attributed to Smoking in Developed and Developing Countries, 2000
Smoking Attributable Deaths Are Dramatically Increasing Worldwide
Cigarette Consumption in India

Deaths Attributed to Tobacco Use in 1990 and 2020 by Region

Who Uses Tobacco in India?

MINI LECTURE 2: TOBACCO USE IS A RISKY BEHAVIOR

CORE SLIDES

1.
2
3
4
5
6.
7
8
9
1

0.

Diversity in Tobacco Use: India (1)
Diversity in Tobacco Use: India (2)
Diversity in Tobacco Use: India (3)

: Chew Products: India
. Smoking Harms Nearly Every Organ of the Body

Every Cigarette Is Harmful

. Are Beedies More Dangerous than Cigarettes?

Major Health Effects from Oral Tobacco Use

Secondhand Smoke (SHS)

Economic Impact of Tobacco on Family and Nation

OPTIONAL SLIDES

1

2.
3.
4.

Harm of Tobacco

Major Health Effects from Oral Tobacco Use
Even Light Smoking Is Harmful

Tobacco Expenditure in India

MINI LECTURE 3: ROLE OF THE DOCTOR IN TOBACCO CONTROL

CORE SLIDES

1.

2.
3.
4

Doctors and Cessation Efforts

Role of Physicians in Tobacco Cessation

Benefits of Health Professional’s Offering Cessation Advice
Knowledge and Practice of Tobacco cessation among Indian physicians

OPTIONAL SLIDES

1.

Prevalence of Smoking among Doctors in the US



2. Current Smoking among Doctors and Medical Students in India

VI. CASE DISCUSSION / CLINICAL SCENARIO AND SKILLS CHECKLIST
a. Case Scenario
Overview

Here students are asked to practice integrated communication with patients during case
discussions under supervision of instructors, in order to develop their smoking cessation skills.
Students will be trained to routinely ask about patients’ smoking status in every case. After
obtaining pasients’ current smoking status, students will then practice how to assess patients’
readiness to quit, advise and assist patients to quit smoking, and also arrange follow ups to
monitor patients’ smoking cessation progress. Therefore students will also learn how to deliver
efficient encouragement and provide proper explanation about the harm of tobacco on health to
help patients on their smoking cessation attempts.

Introduction

To control the tobacco epidemic, all parties should work together in a strategic and sustainable
way, including the health professionals. Simple advise from a physician has been shown to
increase abstinence rates significantly (by 30%) compared to no advice. Likewise, nursing-led
interventions for smoking cessation increase by 50% the chances of successfully quitting. To be
able to give advice, doctors must ask patients about tobacco use. This should be integrated into
assessments of every patient.

Learning Objective

Upon the completion of this skills laboratory practice, students are expected to be able to:
Routinely ask all the patients about their smoking status

Assess patients’ readiness to quit

Advise patients to quit smoking

Assist the patients to quit

Arrange follow ups on patients’ smoking cessation progress



Asking the patients’ smoking history

Doctors need patients’ information to determine diagnosis and decide treatment, and the patient
is obligated to give the information to their doctor. Although a major risk factor for many acute
and chronic diseases, smoking is rarely asked about by doctor to their patients.

In a survey done by QTI, 77% of Indonesian doctors did not routinely ask patients about
smoking. This situation has made doctors loose the opportunity to advise patients to quit and for
patients to receive help from doctors to quit. Research studies show that if doctors have a
reminder to ask about smoking, e.g. smoking status is part of the vital signs, doctors are three
times more likely to advise patients to quit. (Fiore et al. 2000)

There are several important factors that should be considered when we are asking the patients’
smoking history, i.e.: 1) asking the smoking status of all patients (including women and
teenagers); 2) if a patient does not smoke, they should be asked if they have ever smoked
(because even after quitting, a smoker can start again); 3) questions should be delivered in a non-
critical manner; 4) evaluate the patients’ smoking history (how many cigarettes they smoke
daily, do they use any other forms of tobacco); and 5) make a note on the patients’ smoking
status in the medical record (maybe you can place patients’ smoking status on your patients’
card).

Case Scenario:

Vital Signs

Blood Pressure:

Pulse:

Body Weight:

Temperature:

Smoking Status: Smoker Ex-Smokers Never Smoke (Circle one)

Case#1

Taxation is one of the most effective measures for tobacco control, forcing consumption levels
down over time especially among price-sensitive sections of the population. But although India
has progressively increased taxes on cigarettes, it’s been difficult taxing beedies. While
cigarettes are priced at Rs 50-80 for a pack of 20, a similar pack of beedies costs Rs 4-5, and
chewing tobacco Rs 1. Yet smoking prevalence in India has increased according to the NFHS
2005-2006. What are the arguments for and against this? How can we over come these
obstacles?

Checklist of Encounter Simulated Patient

No. | Aspects Tick if student has asked
during history taking

Ask

1. e Ask patient whether he/she smokes or not




2. e If the patient doesn’t smoke, ask whether
he/she ever smoked before

3. e If the patient smokes, ask how many
cigarettes he/she takes per day
Assess
4. e Assess patient’s readiness to quit.
Advise
5. e Advise patient to quit smoking
6. e Personalize advice by using the tobacco

user’s health status/disease

Assist

7. e Assist the patient to quit by giving him/her
pamphlets, brochures

Arrange for Follow-up

8. * Arrange to follow up on tobacco use

Points of discussion:

1. Livelihood argument: That fighting tobacco consumption negatively impacts tobacco
farmers. Tobacco farming is lucrative—the Tobacco Institute of India, a tobacco industry
magazine, reports in its June 2008 issue that for that year production, auction prices, and
exports of Flue Cured Virginia (FCV) tobacco touched one of its highest levels ever. The
editorial notes that the average rate per kilo of FCV tobacco in the Andhra auction
climbed to Rs 84 that year as against the previous year’s Rs 47; farmers earned Rs 585
crore more than last year. A substitute crop for tobacco is yet to be found which can
compensate for the loss that the farmers would incur if they stop tobacco cultivation.

2. Political clout of cash-rich tobacco companies: It was decided that warning labels
would be depicted on the packets of cigarettes and chewing tobacco for consumers to
know their effects. The pictures initially decided on were those of a dead baby and a
cancerous lung, they have been modified to those of a scorpion.

3. Legislation: Starting October 2, 2008, smoking in offices and private establishments—
covering shopping malls, cinema halls, public/private workplaces, hotels, banquet halls,
discotheques, canteens, coffee houses, pubs, bars, airport lounges, and railway stations—
would be banned in line with the revised rules of the Act pertaining to the prohibition of
smoking in pubic places. The issue of tobacco consumption still receives minimal
attention. Implementation with regard to prohibiting smoking in public places and selling
tobacco products to minors is absent; many small shops sell tobacco products near
schools and people smoke with alacrity in restaurants and on the streets. There is no
implementation mechanism in place to enforce legislation.

4. National Tobacco Control Programme: Discuss.



1. FACT SHEET

The fact sheets are to be used by the tutor to supplement the discussion about the scenario.
This fact sheet will address background information on tobacco that could be relevant to the
scenario.

Tobacco and Poverty

1. There is a vicious circle between tobacco and poverty.

2. Smoking habit is inversely correlated with socio-economic status. The prevalence of
smokers in the population with lower socio-economic status is higher than the prevalence
of smokers in the population with higher economic status.

3. Regardless of a country’s income, poorer individuals were more likely to use tobacco,
accounting for much of the mortality gap between rich and poor.

4. Smoking rates among the uneducated or less educated outstrip rates among the more
educated in low- and middle-income countries, including Brazil, Cambodia, China, India,
and Viet Nam.

5. Household expenditure surveys show that low income households spend 5-15% of their
disposable income on tobacco.

6. By diverting limited household income to tobacco the family capacity to seek medical
attention for a sick child or to send children to school is reduced besides cutting access to
food.

7. Over 20 million people are engaged in tobacco agriculture. In addition, many people are
involved in retail sales of tobacco products.

8. Households of sick smokers lose income due to (de Beyer et.al., 2001):

e Lost wages when the ill cannot work.

e Direct + indirect cost of medical care.

e Opportunity cost: divert resources away from other purposes like child’s education,
support for elders.

Tobacco and Tuberculosis

=

TB and tobacco are two massive related health problems in Indonesia.

2. Indonesia is a country with the third largest number of TB sufferers in the world after
India and China.

3. TBis the number one killer among infectious diseases and number three on the list of ten
leading killer diseases in Indonesia (after cardiovascular and acute respiratory disease).

4. In Indonesia, nearly 300 people die of TB every day, and more than 100,000 people die

per year.

Most TB patients are still in the productive ages of 15 to 55 years old.

6. The risk of getting TB is 1.8 times higher for light smokers compared to non-smokers,

and 3.7 times higher for heavy smokers compared to non smokers.

The risk of dying from TB is 4.5 times higher for smokers compared to non-smokers.

8. The risk of TB relapse is 3 times higher for those who smoked following a short course

of TB treatment.

o

~
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6. INSTRUCTOR WEB-SITE RESOURCES

e http://www.nfhsindia.org/NFHS-3%20Data/VOL-
1/National%20Family%20Health%20Survey%202005-06%20India%20Report%20-
%20V0olume%201%20(6823K).pdf

e World Health Organization: http://www.who.int/tobacco/en/index.html

e www.searo.who.int/LinkfilessNMH_OralTobacco Use.pdf

http://www.who.int/tobacco/en/atlas40.pdf

7. SAMPLE EXAMINATION QUESTIONS

Burden of Tobacco

Question 1—True/False: Smoking cessation is the only means to reduce the tobacco-deaths
in near future

ANSWER = True
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http://www.who.int/tobacco/en/index.html�
http://www.searo.who.int/Linkfiles/NMH_OralTobacco%20Use.pdf�
http://www.who.int/tobacco/en/atlas40.pdf�

Question 2—Smoking causes more than deaths in developing countries.
A. 40% B.50% C. 80% D. 60%

ANSWER =B

Question 3—BYy 2030 number of deaths per year due to tobacco use would be

A. 3 milion B. Smillion  C. 10million D. 7 million

i.NSWER =C

Tobacco is a Risky Behaviour

Question 1—True/False: Smoking less than 5 cigarettes per day is not harmful to health.
ANSWER = False

Question 2—Which of the following diseases have NOT been clearly shown to be caused by
exposure to passive smoke?

A. Otitis media in children

B. Cardiovascular diseases among adults

C. Sudden infant death syndrome

D. Breast cancer among females

E. Asthma

ANSWER =D
Question 3—If a person inhales as little as 6-9 g of tobacco per day, the risk of heart attack
increases by
A. 50% B.80% C.100% D. 160% E.210%
ANSWER =D

Role of Physicians

Question 1—True/False: A doctor should ask only patients with smoking-related diseases
about their smoking behavior.

ANSWER = False

Question 2—True/False: A consistent message from a doctor/nurse will not increase the
likelihood of patients to quit smoking.

ANSWER = False



Question 3—Which of the following is NOT a fact about Indian physicians and their role in
tobacco control?
A. 2/3 of doctors in Kerala did not routinely screen patients for tobacco use.
B. 3/4 of the doctors advise all patients routinely to quit irrespective of the smoking status
of patients.
C. Doctors did not offer patients information on how to quit.
D. 2/3 of doctors reported that they had sufficient training.

ANSWER =D

Question 4—Current smoking among male medical students is
A. 13.1% B. 14.1% C.15.1% D. 20.1%

ANSWER =B
Question 5—Why do doctors need to take the initiative in tobacco cessation?

Question 6—What factors hinder doctors advice on tobacco to patients?
Lack of training on the topic

Lack of time with the patients

Tobacco use not given importance

Smoking among doctors

All of the above.

mooOwp

ANSWER = E

Different Health Effects from Different Forms of Tobacco

Question 1—Which among the following is a chewing form of tobacco?
A. Dhumti  B. Chutta C. Khaini D. Hookah

ANSWER =C
Question 2—What are the adverse health effects of tobacco use?
Question 3—Chewing tobacco is less harmful than smoking. True/false

ANSWER = FALSE



