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FOREWORD

Tobacco use is one of the major challenges to public health
today. In India nearly 1 million persons die due to tobacco use related
diseases every year.The cost of the tobacco attributable burden of just
three groups of diseases (cancer, heart disease and lung cancer) was

estimated at Rs. 30,833 crores in 2002-03.

Health professionals play a key role in controlling the global
tobacco epidemic. Studies have shown that even brief counseling by
health professionals on the dangers of using tobacco procucts and
the importance of quitting is one of the most cost-effective methods
of reducing tobacco consumption in all forms. Among health profes-
sionals, Dentists in particular have a very prominent role in tobacco
control since dental patients are very receptive to health messages
during check ups. In India, where oral cancer rates are alarmingly high,
this role of dentists in tobacco control is even more relevant.

Reorientation of oral health services towards prevention and
health promotion will go a long way in contributing to the develop-

ment and improvement of community.
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|. THE MAGNITUDE OF
THE TOBACCO PROBLEM

Tobac® use can lead to deah, as it is one of the causes of chronic disease. Such deahs
are preventable. In 2005, tobac®m use was resporsible for more than 5 million deahs
around the world and this number is expeded to rise to 10 million deahs annuely by
2020!

Indiais the fourth-largest consumer of tobacm in the world? and the third-largest producer
of tobacm after China and Brazil > * There ae @ou 250 milli on tobac® usersin India
who acourt for abou 19% of the world’ stotal 1.3 hlli ontobac® users.”

India' s tobac®m problem is made more complex by the fad that tobacm is used in various
forms in dfferent parts of the cournry. The prevalence of al types of tobacm use anong
men is about 47% (11%—7% in different states)® and, among women, smokelesstobac®
use varies between 0.26 in Punjab and 6X% in Mizoram (Where the prevalence of
women's gnoking reades a high of 22%).” Among schod-going children in grades 8
through 10, current tobacm use varies from 2.7% in Himada Pradesh to 63% in
Nagaland®

In India, at least 800,000 @ahs every yea are related to tobacm use (700,000 6 them
due to smoking).? Conservative msts of treaing seleded tobacm-related cancers, heat
and lung disease anourted to Rs 30,833crores (US$ 7.2 hilli on) in 2002—2003°

Over the past few yeas, India has demonstrated aresolve to ded with theisaue of tobac®
use. In 2003 the Indian Parliament passed the Tobac® Control Act andin 2004it ratified
an international tready—the World Hedth Organization's Framework Cornvention on
Tobacm Control (WHO-FCTC).'" *? Efforts are urgently needed at the implementation
level to reducethe aurrent and projeded harm caused by tobacm.
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SDVIHQW

2 VIKRXJ KWGHOVIMW KDYH D LR®H LQ J LYLQJ DGYLFH
DERXWWP RNLQJ FHVVDVIRQ VR SDVIHOW

2 UHFHLYHG |RUP DOWUDLOQLQJ LQ VP RNLQJ F HVVDVIRQ
DSSURDFKHV GXUQJ G HOQDOVFKRRO

2 VIKRXJ KWKHDQOK SURIHVMIRQDY VKRX @S J HW

VSHFL LF WDLQLQJ RQ FHVVDVIRQ VHFKQLT XHV

This guide ams to equip dental hedth praditioners with the latest scientific information

and strategies to become important playersin preventing and reducing tobac® use.

A. Health consequences of tobacco use

Tobac®m is a mgor contributor to oral disease. Tobac®m use slows wound
heding after dental surgery, promotes periodortal disease, hdlitosis and ad
infedions." When tobac® use is combined with the intake of arecanut or alcohd,
hedth risks due to tobacw increese.

Smoking causes cancer of the oral cavity and tongue, larynx and plarynx,
oesophagus, stomach, uerine cevix and lung.'® Many cases of lung cancer in India
are due to smoking.

Smokeless tobacm is known to cause oral cancer. There is ©me evidence that it
causes me other cancers as well. Chewing of paan (with supari) with o withou
tobacm isamajor cause of oral and cesopheged cancersin India'’

Smoking is a known cause of cardiovascular disease. Emerging evidence points to
smokelesstobacm use dso asa cause of cardiovascular disease.™

Smoking causes most cases of chronic obstructive lung disease — emphysema and
chronic bronchitis.*®

Exposure of nonsmokers to seaondhand smoke is an important cause of respiratory
infedions, worsening of asthma and poa lung function. Many of the sufferers are
women and chil dren ?°



Newer reseach findings indicate that smoking is a major risk factor for tuberculosis
in India. Tuberculosis is abou 3 times more common among ever-smokers than
among never-smokers and mortality due to this disease is 3-4 times greaer among
smokers than nonsmokers.*

Pregnant women exposed to passve smoke may deliver lower weight babies.
Evidenceis acaumulating that pregnant women who wse smokelesstobacm are more
likely to have low birth weight or stillborn bebies.?? The birth of an infant with
congenital cleft lip or palate can be a ©nsequenceof cigarette smoking.?®

Additionally, there ae often long-term eff eds on surviving children ban of mothers
who smoke or are passvely exposed to smoke.*

Men who smoke or use smokelesstobacm may develop reduced fertility and sexual
impatence® %

Oral and ph aryngeal cancer

In 2002,South Central Asia (Fig. 1), with nealy 120,000cases (59% males) acourted
for almost half (43.6%) of the oral cancers occurring gobally.?” India done was estimated
to have 30.3% of the world's cases of oral cance's at least 52,000cases in males and
30,900cases in females.

An age-standardized incidencerate of 12.8 per 100,000males per yea was estimated for
Indiain 2002.0ver half of these patients die within ore yea of diagnosis.

Similarly, nealy haf of the world’'s 130,300 oopharynged and hypopharynged cancers
occurred in South Central Asiain 2002(abou 46,300in India done, i.e. 35.%%0).

The major causes of these cancers are tobaca smoking and the use of smokelesstobacm,
paan masala, gutkha and mawa. Ancther important cause is the frequent alcohd use,
espedally among those who are tobacm users as well.

People who wse tobacm and whaose diets are poar in vegetables, fruits and dairy products
are more & risk for precancerous lesions and cancers than aher tobacm users.
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Figure 1. Cases of oral cancer in the Asian Region, as a percentage of the world
(Globocan Estimates, 2002)*’

Oral precancers

Tobacmo use in any form has been shown to have amarked effed uponthe soft tisaues of
the oral cavity.”

Regular use of substances containing arecanut can cause oral submucous fibrosis (OSH, a
painful, debilit ating condti on in which the mouth tissues gradually lose their elasticity and
bewme tight. The diagnostic criterion is the presence of palpable fibrous bands. In this
condtion, the aility to open the mouth deaeases gradually and can dften read an extent
where only a straw can go inside the mouth. This condtion is becoming increasingly
common, espedally in individuals between 15and 40yeas of age, due to the increasing
popuarity of produwcts containing arecanut and tobacm.?® The use of these products
(gutkha, mawa, paanmasala) causes OSF in a shorter time than paanuse.®® An 18-yea-
old man attending a hospital in Delhi, who hed a history of chewing a mixture of tobac®
and arecanut (gutkha) for two years, was reported to have developed severe OSF*

Smoking and chewing tobacm can cause white patches in the mouth (preleukoplakia and
leukoplakia) as well as red patches (erythroplakia), al of which are precacerous. Of
these, erythroplakia, athough rare, is the most likely to develop into cancer. Of the four
types of leukoplakia (homogeneous, ulcerated, spedkled and noddar), the noddar
leukoplakias are the most likely to transform into cancer.*
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) RUGLDJ QRVIQJ VKH W SH Rl GIVIRQ VKH | RORZ LQJ RQOQH
P DQXDOFDQ EH FRQVXQWG

Mehta FS, Hamner JE Ill. Tobacco related oral mucosal lesions and conditions in
India—A guide for dental students, dentists, and physicians. Mumbai: Basic
Dental Research Unit, Tata Institute of Fundamental Research; 1993. Available
from: http://www.eis.ernet.in/dental/dental.htm

Patients with leukoplakia, erythroplakia or OSF shoud be referred to a diagnaostic fadlity
such as a cace haspital, astheir lesion may already be caxcerous.

0$-25 5,6. )$&7256 )25 25%/ &$1&(5

Tobacco chewing/smoking
Areca nut (supari) use

Alcohol use

Diet low in vegetables and fruits

Educaiona interventions have been found wseful in reducing tobaco use and the
conseguent incidence of precaicerous lesions.”®

Oral cancer can occur in youth

An epidemic of mouth cancer in persons yourger than 50 yeas of age in India was
predicted several yeas ago. This was based onthe finding of an increased incidence of
mouth cancer in persons yourger than 50 yeas in the Ahmedabad popuation-based
cance registry in 1995, and increased prevalence of OSF in a popuation survey in
Bhavnagar, Gujarat, where mawa use was common. Over 90% of the OSF patients in the
survey were mawa users.®® The story of Sean Marcee a high schod star athlete in the
USA, who wsed smokelesstobacm from the age of 12 yeas and ded of oral cancer when
he was only 19 yeas old, is given on a website to motivate young people to quit using
tobacm.>*

Dentists nead to be dert to the use of tobac@ and aal lesionsin paaliatric patients as well
asadults of all ages.
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B. Tobacco dependence

Many tobacm usersin India ae unaware of the harmful effeds of tobacw. Many believe
that tobacwo is goodfor hedth. On the other hand, there ae users who know the dangers
but continue to use tobac®. Some have even suff ered the mnsequences but continue using
it.

Tobacwo use is addictive. Tobacm causes an abnamally large flow of certain brain
chemicds, followed by an abnamally reduced flow, causing cravings, which the aldict
relieves by repeaed use of tobacm. The aavings induced in the brain by tobac® are
strong enough to cause users to minimize, deny or temporarily forget the harm that
tobacm causes. Many users sy they are unable to quit. Some fed helpless

According to the padicy recommendations of the World Hedth Organization, treament of
tobacm dependence shoud be part of a mwmprehensive national tobac control palicy.*

C. Role of the dentist

In the dinic, dentists have an important role in helping patients quit tobac@ and, at the
community and retional levels, to promote tobac@ prevention and control strategies.

Dentists in the clinic®
Seethe harmful effeds of tobacm onthe mouth
Areinanided positionto coursel patients

See dildren and youth as patients and can influence them to adopt a tobacm-free
lifestyle

Trea women of childbeaing age and can inform them of the dangers of tobac® use
during pregnancy

Can spend more time with petients than ather clinicians and use this time to counsel
tobacm usersto quit

Can reinforce messages given to patients by physicians and aher caregivers abou the
dangers of tobacm use and the nedd to quit

Can buld their patients' interest in discontinuing tobacm use by showing them the
adual effedsin the mouth

Have aduty to promote oral hedth and hedthy lifestyles among their patients.

Dentists in the community and nation™

Can be role models by nat using tobaca or by quitting successully. Tobacw use by
dentistsis asignificant barrier to tobac cessation counselli ng.

12



Can spedk with authority in the community about the dangers of tobacw use; for
example, the neal to curb tobacm use in pubic and educae dildren abou the
dangers of tobacm use

Can be dfedive alvocates for tobacm control in the ammmunity.

13



Il. IN THE CLINIC

'XULQJ WKH FRXUVH RI RUDO H[DPLQDWLRQ GHQWLVWYV VKRXOG WU
FRUUHODWH WKH HIIHFW RI WKH SDWLHQWIV WREDFFR XVH RQ WKH
GHQWDO SUREOHP IRU ZKLFK WKH SDWLHQW LV DWWHQGLQJ WKH F
7KH\ VKRXOG DOVR FRXQVHO WKH SDWLHQW WR TXLW EHWZHHQ
WUHDWPHQWYV DV QRW GRLQJ VR PLIKW ZRUVHQ WKH VLWXDWLRQ

'HQWLVWV VKRXOG XQGHUVWDQG WKDW WKH\ DUH LQ DQ DGYDQWI
SRVLWLRQ WR DGGUHVV WKH LVVXH Rl WREDFFR FRQWURO GXULQJ
RUDO FKHFN XS DV SDWLHQWV ZRXOG OLVWHQ EHFDXVH WKH\ DUH
SDLQ

Nealy haf of 351 cbental surgeons (48.7%6) surveyed in Bangaore felt that it is the
resporsihility of the dentist to persuade patients to quit tobacm and just over half (54.4%)
of the respondents were ‘very willi ng’ to receve formal training on tobacw cessation and
other intervention strategies.>” Most dentists are unfamili ar with courselli ng techniques for
quitting tobac@m use. Surveys of dental students in India under the WHO-sporsored
Global Hedth Professonal Survey foundthat very few schods train students in how to
coursel patients for tobacm use cessation™

A. Benefits of interventions for cessation of tobacco use

One message which is important for dentists is that by helping people to guit tobacm and
talking on this iswe, they are nat wasting their time but are rather building on their
pradice Patients prefer attending those dinics where the doctor listens to them and
advises them horestly. Just 5 minutes of focused talk during the examination is enough to
make the patient aware and conscious of the harms of tobacm use.

14



Dentists can give brief adviceto nonusers of tobacwm, espedally addescents, and counsel
them to never take up tobacm use. To users of tobac®, advice ad courselli ng by dentists
on qutting tobac® use have been shown to be dfedive. Patients unwilli ng to qut aso
need to hea abou the benefits of quitting.

An addescent isin a stage of experimentation and transition, espedally during the ages of
12 to 15yeas. They are airious and their desire to fit in with peas often leads to new
behaviours. Dentists must build a rappat with adolescent patients @ that their adviceis
well receved.®® Advice ajainst tobacm use fits well into oral hygiene education duing a
dental visit, since tobacm use anong adolescents leads to ealy periodortal disease and
tooth loss along with bad breah. Quitting tobaca use improves oral hedth. The dentist
can reinforcethe fad that oral cancer and its treament cause fadal disfigurement.*

A goodway to manage avariety of chronic oral condtions, including tobacm use andits
consequences, is to work with patients to set goals and monitor therapies. Evidence shows
that brief clinic-based interventions are dfedive in helping people to overcome tobacm
dependence

Dentists must reaognize that every interadion ontobac® use, however brief, can lead to a
significant change in the patient’ s attitude and behaviour.

Smokers can be helped to reagnize that temporary abstinenceis a small successthat can
lead to greater successin quitting.

$ %5, () 7T2%$8&&2 ,17(59(17,21

Takes only a few minutes

Is practical for a busy office

Assesses, diagnoses, educates, works with the patient
Is preferred by patients

Must encourage the patient and not be critical




B. Guide to counselling for tobacco cessation (quitting)*

&RXQVHOQJ WKRVH : /[ ,1* 7248 ,7

/KH B TP HWKRG

1. $ VN about tobacco use at every visit.

2. $ GYLVH non-users to never use tobacco.
$ GYLVH users to quit.

3. $VVHVV the patient’s readiness to quit.

4. $ VVIVWwith quitting.

5. $ UDQJH for follow ups.

$ VN SDVIHQW DERXW WHLWXVH Rl VREDFFR DW
HYHU Y LVIW

E@“%’
/<RXYH IRW

VIREDFFR WIDLQV
RQ\ RXUVHHK
DQG EGIHAQ)
JXPV« 7KHW
DHWIQVR
VRREDFAR XVH «

\. J

Based on areal-life situationin an gal health examination
surveyof addescent studentsin Belgaum District, Karnataka.
(Persond comrrunication, Profesoor ShobhaDeshpande,
Paediatric Dentist, formerly Head o Paediatric Dentistry at
KLE Dental College, Belgaum.

$K \ RXDUIH UJKW6 U
, P VRUV <HV , R
DRVIKDOOXVH VREDFFR
, POMNWEZ
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p Look for oral signs of tobacco use

The dentist sees the inside of the mouth and knows if the patient is using tobacm.

25%/ 6,16 2) 72 %$&&2 86(

Stained teeh

Foul-smelli ng breah (halitosis)

Gum disease

Loose tegh

Discoloured patches on the mucosa: White, red, dark—precacerous lesions

Mention your observations to the patient—this will help him or her facefads.

b Implement a system to record tobacco use status*

Vital signs

Blood pressure  130/85
Weight 70kg Height 170 cm
Respiratory rate 65 per min
Temperature 36.6 °

Tobacco use Former Never

Document tobacco circle one)
Chewer — highly dependent -

user status and Change advised —  wants to quit in two

weeks — needs rigorous follow-

up.

©O© © © O ©

Medical/Dental history
- Gum disease

- Seven teen fillings

- Allergy to Novocain

17



$ GYLVH SDVHQW

Advice for quitting should be clear, strong and personalized:

t ‘Quitting tobacco use is the most important thing you can
do to protect your health.’

+ ‘Cutting down while you receive dental treatment is not
enough.’

+ ‘Tobacco use is hurting your oral health, your finances
and your family’s happiness.’

o

Encour age never-users to stay away from tobacm, affirm nonuse of tobac® and
advise them to never use tobacm in future.

Affirm and congratulate those who have quit tobacco use and dfer suppat if
required.

18



$ VVHVVthe patient’s readiness to quit

Ask every tobacco user if he/she is willing to quit at this time.
T If the patient iswilli ng to quit (in preparation) /£ Assessthe level of dependence

T If the patient is only thinking of quitting but not willi ng to quit now (in contemplation),
provide a'tailored’ message to increase motivation.

T If the patient isnot preparing to quit A& Shift tothe5 ‘R’ method (p. 26)

p Assess the level of dependence

Tobacm users who are heavily dependent on tobaca usually have aharder time quitti ng
than lessdependent users. In asimplified way of asessng dependence, the dinician pases
two questions:*?

+RZ VRROD VU ZDNQ) XS GR\ RX XH VREDFFR! J

, FKHZ JXWNKD
ZLWKLQ PLQ
RI JHWWLQJ XS

$ ERAWKRZ PDQ VIPHV GR\ RX
XVH VREDFRR GDLIO"

, FKHZ
DERXW

SDFNHW\
GDLO\ «

7KLV SDWLHC
KDV DYHU\

KLIK OHYHO |
GHSHQGHQFt

(Modify these questions according to the form of tobacco used.)

High level of dependence Individuals who wse tobaca within 30 minutes of waking up
or who wse it 25 a more times (e.g. smoke 25 a more dgarettes/beedis per day).

Moderate level of dependence Individuals who wse tobacm more than 30 minutes after
waking up a lessthan 25times per day.

1¢



Low level of dependence Those who reither use tobacm before 30 minutes of waking up
nor use it more than 25times a day.

Patients highly dependent on tobacco will nead longer and more frequent foll ow up.

Assess the risk of relapse
Anindividual who hes quit before, even for just 30 days, has alower risk of relapse.

Those with a higher level of dependence usually need a more intensive intervention to
help them avoid relapse.

Individuals with depresson a a ancurrent habit such as regular alcohd drinking may
be & increased risk for relapse.

Rigorous foll ow up reduces the risk of relapse — ona schedule. Such petients could be
referred to a coursell or or atobacm use cessationfadlity.

$ VVIVWobacco usersto makea48 ,73/ %1

D $ VN VKH SDVIHQWN R/
6et afirm quit date, ideally within 2 weeks.
* et suppo rt from family, friends, co-workers.

5eview past quit attempts—what helped, or led to

relapse.

,dentify reasons for quitting in writing and keep a
copy.

5educe tobacco use during the two weeks before
quitting.

$ nticipate challenges, particularly during the first few
weeks, including nicotine withdrawal symptoms.

Help the patient develop coping skill s sich as avoiding certain situations, taking walks,
using distradiontedchniques, listening to music or doing yoga.
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Typical high-risk situations—'Triggers’ for tobacco use

1 During morning toil et ¥ Tension/anxiety

¥ Withcoffeeor tea T Before starting atask

¥ After meds T After completing atask

¥ Drinking alcohd ¥ Relaxing or taking a bre&

T Usingthetelephore T Concentrating or wanting to stay alert
1t Driving 1 Studying

1 Sedng others snoke ¥ Watching TV

5 emove tobacco products from the home/office
Throw out al tobacm productsin hissher posesdgon.
Avoid places where tobacm is avail able.
Encourage other tobac® users aroundto gut along with him or her.

$ pply faith

The dentist can suggest to the patient that he/she offer the last tobacm product in
his’her possesdon at the dtar of the deity he/she worships or to the spiritual teader
he/she follows, with the expressed intention d giving up tobac@ permanently and
having faith in qutting.

$ ccept your offer of social support
‘My officestaff and | are avail ableto assst you!

E $dvise VKH SDVIHQW

Total abstinence is esse ntial to quitting—not a single puff
or portion.

Drinking alcohol is strongly associated with relapse.

Having other tobacco users in the home hinders
success ful quitting.

Withdrawal symptoms typically decrease considerably
after 1-3 weeks of quitting.

Sugg est alternatives to tobacco
Chewing aniseed (saurf) or ajwain, or eding nuts or fruits, drinking water, taking
walks or exercising are helpful during periods of craving and can be planned as a part

21



of the daily routine. No supari is allowed, as it is carcinogenic and may be mentally
asciated with tobac by the patient.

5ecommend or provide pharmacotherapy

For depressed patients and those who have tried to qut several times and failed,
pharmacmtherapy can be espedaly helpful (see the sedion on ‘Use of
pharmaaotherapy’, p. 23.

3rovide resources on quitting

Provide reading materials on quitting that are gopropriate for the patient’s age, culture,
language, educational level and pregnancy status. Youwill neal to assgn resporsibility
to someone to maintain a stock of materials. A website with some materials siownin a
powerpoint presentationis http://www.actindia.org. Click on‘Quit Tobaca’ onthe left
hand side menu. Inform the patient abou websites that offer help with guitting, e.g.
WhyQuit at http://wwwwhyquit.com.

$ UDQJH for follow-up visits

T Methods: Use revisits, telephore mntad, or assst the patient to arrange an
appadntment with hissher physician or atrained community hedth worker.

T Timing: Setaschedue. Thefirst foll ow-up visit shoud oceur within aweek of the
quit date—that is why it is important to have the patient set the quit date afew days
prior to the revisit date for dental work. A second follow-up visit is best within ore
month of the quit date. Further foll ow-up visits are helpful after 3 months, 6 morths, 1
yed.

T Actions during follow-up contact
T Congratulate the patient on successes (even small ones).
T Empathize with difficulties.

T Ask the patient to suggest how he/she can overcome the
difficulties.

T Assess pharmacotherapy: Ask the patient abou the severity of
withdrawal symptoms and about any possble side-effeds of medication keing
taken, such asirritation d the mouth, dy mouth, confusion, abdaminal pain, badk
pain, bod/adche, ee dsturbance, dizziness palpitations.

T Counsel for relapse: If arelapse occurs, encourage anew quit attempt. Tell
the patient that relapse is part of the quitting process Review the drcumstances
that caused the relapse. Use relapse & a leaning experience. Reassessthe use of
pharmaamtherapy and problemsin general.
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Assess the need for intensive counselling: If the patient is interested,
expresses the need or has had particular difficulty previously, intensive cunselling is
advisable. Patients espedaly needing it would include those with heavy tobacm use,
alcohd use, or depresson. People using tobacm for a long duration may suffer
from anxiety, restlesness dysphasia or depressed mood, irritability, low self-
esteam and poa@ coping with stressors; they may also have other addictions.* Yet,
anyone realy to guit can benefit from intensive courselling for cessation.

Referrals for intensive counselling

It is goodto develop aworking relationship with a cunselli ng centre. If you know onein
your areg find ou if they offer tobacm cesstion courselling. If nat, ask them if they
would consider starting such a service and link them to sources of information such as
literature, websites and personal contads.

Preventive dentistry

If you have not already dore so, introduce your patients to the wmncept of preventive
dentistry and use these visits for tobacm cessation courselling as well. Six-monthly or
yealy chedk-ups can cach dental and aa problems when they are eay to fix, avoiding
the neel for root cana treament and extradions, and deted possble oral cancer at an
ealy stage.

Use of pharmacotherapy*

Given the difficulties faced by people d@tempting to stop tobacm use, medicd treaments
have been developed to help them by lessening the intensity of withdrawal symptoms.
Reseach is ongoing to develop a wider range of such medicdions and to determine the
usefulnessof medicaion for quitting tobacm.

There aetwo main types of pharmaaotherapy for tobacw use cessation:

T Nicotine replacement therapies. These lessen craving and aher withdrawal
symptoms whil e the individual leans to stop the behaviours conreded with tobacm
use. Eventually, though, petients need to give up wsing nicotine replacement.

¥ Antidepressants: These function as anti-craving medications.
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Many people have succesdully quit using tobacm withou any medication whatsoever
(‘cold turkey”). Patients who would benefit most from pharmaaotherapy are those who
have dtempted to quit several times withou success or thase who suffer from chronic
depresson. Avail able therapies are shown below:

Antidepressantsfor tobacoo use cessation

First-linetherapies
T Buproprion SR
T Selegeline

Sewmnd-linetherapies
T Clonidine
T Nortryptili ne

These can be cmbined with nicotine replacement therapies.

Nicotine replacement therapies (NRT) for tobacco use cessation

¥ Nicotine gum (avail ablein Indiain 4 mg nicotine pieces: Gutkha or mint flavour)
T Nicotine patch

t Nicotine inhaler

T Nicotine nasal spray

T Nicotine lozenges

Basic principles for prescribing NRTs: Medicd supervisionisimportant. Use alower
dose for lessdependent tobaca users. A combination d products can be helpful. This
must be dore with caution, as nicotine toxicity may develop with a combination d
products or if patient has not yet quit using tobacm. Some users may have side-
effeds.

Precutions: Pregnancy, ladation, cardiovascular disease, peripheral vascular disease,
endccrine disorders, inflammation o the mouth and throat, oesophagitis, gastric
ulcers, diabetes.

Brief guidelines for the use of pharmacotherapy are available in the Manud for
tobacco cessation of the National Cancer Control Programme.*

Websites with guidelines on prescribing, precautions and side-effeds:

Suggestions for the dinicd use of pharmawtherapies for smoking cessation.
Available from: http://www.hhs.gov/surgeongeneral/tobacw/clinicduse.pdf and the
Public hedth service dinicd pradice guideline, Treating tobacco use and
dependence, http://www.ahrq.gov/path/tobacco/htm.*®
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Method o f using nicotine gum

Nicotine gum is available in India withou a prescription; however, it is best used under
medicd supervision for a predefined limited period, e.g. 6 wees (not more than 12
weeks), after which the patient has to facewithdrawal. A half-pieceof gum, providing 2
mg nicotine is adequate for less dependent tobacm users (thase who smoke lessthan 25
cigarettes daily), but afull pieceof 4 mgisfor the heavily dependent (those who smoke 25
cigarettes or more daily). Nicotine gum is contraindicated for patients who have astomach
ulcer or diabetes. The gum isto be chewed slowly (to avoid side-effeds such as vomiting
and hiccups) for about 5 minutes until it has a peppery taste and then kept between the
gum and inner cheek for abou 10 minutes. After this, the gum is to be dewed for 5
minutes more and kept on the other side of the mouth. This processcan be repeaed orce
more dter which it isto be discarded in a safe place avay from children o pets. Seed
mixtures (such as saurf) can eventually be substituted for the gum.

Pregnant and breastfeeding women shoud be alvised to attempt quitting withou
medicaion. If they canna do so, medication is considered safer than continued tobac@
use. While coursdlling adolescents and youth care shoud be taken to determine whether
they are dependent on tobacw or still i nthe experimental stage. In the latter case, they do
not need medicaion.

Continued tobacm use is more dangerous than the use of NRT for patients with
cardiovascular or pulmonary diseases. They shoud be caitioned na to use tobacm
while using NRT. Patients who have recently had myocardial infarction (heat attack) may
experience worsening of angina with nicotine use; they would be better off chewing on
harmless el mixtures (not containing supari).

While NRT can help people quit using tobac® in the short term, it does not solve the
problem of addiction to nicotine, which must be faced at some point. The temptation to
restart tobacm useis eventually very strong in some users of NRT.

Helping p atients face withdrawal without pharmacotherapy

The patient neeads the greaest suppat during the first threedays and for the first three
weeks after stopping tobacm use, as cravings are strongest and most frequent during
this period.

Craving attadks are not expeded to last more than three minutes ead, athouwgh the
addiction dstorts the sense of time and the atadks ssem much longer. The patient can
time them.

Alternatives auch as chewing anise sedls (saurf) are dfedive for many patients. Deg
breahing, taking walks and drinking water are dso helpful.
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1.5(/(9% 1&( of quitting

2.5,6. 6 of continuing tobacco use
3.5(: $5'° 6 of quitting
4.52%% [/ 2&. 6 to quitting
5.5(3( $7 these at each visit

5(/ (9% 1&(

9 Personal relevanceis highly motivating. The patient’s oral condtion, age, gender,
other hedth concerns and family situation are dl relevant. Ask the patient to
indicae why quitting is personally relevant. Enlighten the patient on what he/she
does nat know.
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5,6. 6 of continuing tobacco use

9 Acute risks: Oral wounds do nd hed well, periodortal disease develops, blood
cholesterol increases, there may be harm to pregnancy (in women), impotence and
infertility (in men) and increased levels of cabon monoxde in the blood (in
smokers).

9 Long-term risks: Tooth loss OSF in users of products containing areca nut
(supai), oral and aher cances; heat attadk and stroke; lung diseases (in
smokers); disability; financial osses due to prolonged hedthcare needs.

9 Environmental risks: For smokers, there is an increased risk of the spouse
developing lung cancer and heat disease. Women may give birth to low birth
weight children; and children exposed to tobac@ smoke ae in danger of
developing sudden infant deah, respiratory infedions, asthma, midde ea disease,
among others. Chewers spread germs and make amessby spitting.

&)
—~

$5' 6 of quitting (TO BE EMPHASIZED)

Improved aral hedth: Hedthier gums and teeth, better smelli ng breah
Fed better/perform better

Increased energy levels

Foodtastes better

Money is saved

Sets agoodexampleto children

Worry abou quitting stops

Longer and hedthier life

© © ©O© O O O O ©
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52%% /2&. 6 to quitting

Fea of withdrawal symptoms
Fea of failure

Ladk of suppat

Enjoyment of tobac®

Fea of weight gain
Depresson

© © ©O© O O o

5(3( $7 these messages at each visit

9  Reped the motivational messages eat time an unmotivated patient visits.

9  Tobacm users who have tried to quit previously and failed neel to hea that
most people make repeded attempts before they are succes<ul.

3. Key counselling concepts®

s

A non-judgemental attitude: This puts patients at ease and helps them
want to listen to you.

Caring: A caing attitude can be expressed through your words and motivates
patients to follow your advice

Em pathy: Your words affed the patient’s attitude. Use your words as therapy to
motivate and encourage the patient to quit.

Listening: Listen carefully and petiently to what the patient is saying. Listening
also conveys empathy.

Raising awareness: Raise patients awareness levels abou the negative
consequences of tobacm use.

Prompting self-evaluation: Ask the patient to think about how tobac®
use fits in ar conflicts with his goals and values in life. When the patient feds the
benefits of quitting tobac@ use outweigh the aosts, he/she will be more motivated to
change.

Offering support  while emphasizing personal

respon sibility: Provide encouragement and assstance for quitting. At the same
time, the patient needs to accept personal resporsibility for change.
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Asking open-ended questions: These help the patient to disclose
his’/her values and riorities, and to become more awvare of those that conflict with
eadt aher.

Clarifying: You can ask a question to be sure you have understood what the
patient said.

Reflecting feelings: Rephrase the amotional content of what the patient has
said to assure him/her that you have understood.

Summarizing: Condenseinto afew words the essence of what you have head.

Affirming: This conveys resped, accetance and undrstanding of the patient’s
position, evenif it isnot positive.

Eliciting self-motivational statements: Find ou, onascde of 0to
10, hav important quitting is to the patient. How optimistic ae they abou quitting?
What difficult goals have they achieved in the past?

Setting realistic goals: Change the patient’s behaviour in stages by setting
redistic goals.

Countering fatalism: Give aresporse that matches the patient’ s attitude, but
contradicts the premise.
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Based on anexperienceat an aal checkup camp in Bhavnaga District, Gujarat.; the patient’s
name has been changed (Persond comnunication, Dr Dinesh Daftry, Oral Pathdogist).

T Responding to tricky questions: When your patients test you with
tricky questions or statements, youwill need to come up with answers that will shock them
into thinking.*

Tailoring messages to the patient’s stage of change:*® Quitting
is a process rather than an event. The dinician’s intervention can help the tobacm user
move forward onthe road to permanent abstinence

If the patient is nat willing to qut at this time but is thinking abou it, he/she is in the

contemplation phase. If the patient is not thinking abou quitting, then he/she is a
precontemplator. Contemplators may be asked:

‘When are you thinking of quitting?’

The answer to this question will distinguish between a person who is pasitively preparing
to qut and orein an ealier phase. Y ou can then tail or your messages to the patient’s dage
of change, as shown in the table on the next page:

3C



mOZ»IO MO0 SCCZ=-200

TAILOR MESSAGES AND GOALS TO THE PATIENT'S STAGE OF CHANGE"®

If the patient reports:

Goadls

Examples of messages

I’m not ready to qut

Get the patient to think
abou quitting

T Praiseprior attempts

T Examinereasonsfor
using tobac®

4XLWWLQJ WREDFFR XVH FD
GLIILFXOW -

KDW GR \RX OLNH DERXW XV
WREDFFR":

1,V WKHUH DQ\ UHDVRQ \RX Pl
WKLQN DERXW TXLWWLQJ LQ
IXWXUH"-

1.W VRXQGV OLNH \RX-UH QRW
WKLQNLQJ DERXW TXLWWLQJ
QRZ ,I\RX ZDQW WR WDON DE|
WKLV DW DQ\WLPH SOHDVH (
NQRZ -

| want to quit but I'm
not ready right now

Enharcethe patient’s
desire to quit

T Praiseprior attempts

T Help himidentify the
benefits of quitting

T Legitimizethe dallenge

17HOO PH DERXW DQ\ WLPH L
SDVW \RX WULHG WR TXLW X

WREDFFR -

1T.W-V XQGHUVWDQGDEOH WK
KDYH PL[HG IHHOLQJV DERXW
XVLQJ WREDFFR -

1,V WKHUH DQ\WKLQJ LQ SDU\
WKDW PLIKW PRWLYDWH \RX
DQG TXLW"-

I’m ready to qut now

Provide support and
assistance for
users wanting to
quit. Self-help
reading materials
are useful and
follow-up contact

Devdop treatment plan
(usingthe5 ‘A’ method)

T Setaquit date
Counsel briefly

¥

I Refer for intensive
counsellingif needed

¥

Foll ow-up

- W-V LPSRUWDQW WR VHW D
GDWH -

*HWWLQJ DGGHG KHOS VXFK
LQWHQVLYH FRXQVHOOLQJ F
LQFUHDVH \RXU FKDQFHV RI
VXFFHWV -

:KDW DUH \RXU SODQV LI\RX
FUDYLQJV"-

1:H QHHG WR WDON RU PHHW
, ZDQW WR VHH KRZ \RX-UH GR

is essential.
Help the patient maintain -<RX VKRXOG EH SURXG RI
abstinence \RXUVHOI -
_ + Review waysto $UH RWKHUV VXSSRUWLQJ \R
| quit recently avoid slips HIIRUWV®
1,V WKHUH DQWKLQJ ZH FDQ
T Identify social KHOS \RX VWD\ RIl WREDFFR"-
supparts
| quit | ongago Congratulate the patient 1.HHS LW XS 1HYHU WDNH DQ
SXII -
Reassssthe patient’s <RX VKRXOG IHHO JRRG DERX
motivation WU\LQJ WR TXLW -
t Praisethe attempt to “$Q\ WLPH \RX-UH UHDG\ WR W
| rel apsed recently it DJDLQ ZH DUH UHDG\ WR KHO

T Turnfedingof
failure into small
success

\RX -
KDW PLIKW \RX GR GLIIHUHQ
QHIW WLPH"-
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lll. ACTION IN THE COMMUNITY AND

THE NATION

Ashedth professonals, dentists’ involvement in curtaili ng tobacm useis criticd. Dentists
can pay a aucia role in tobacm control through their participation as educators,
spokespersons, role models and advocaes at the aommunity level, and retionally through
professonal organizations.

A.

IN THE COMMUNITY?>47-49

Dentists are highly respeded, trusted and influential community leaders in any
society. Their voices are head aaossa vast range of social, econamic and paliti cd
arenas.

P Public education

Dentists can display educational material on anti-tobac® themes in their clinics
and hagpitals, and pohibit the use of any kind d tobac®m product within 100
metres of their hospitals.

Dental organizations can reat out to dfferent age and socia groups to inform
them on tobacm iswes, and encourage them to recommend pdicies to the
government on tobacm control.

Dentists can link up with nongovernmental organizations (NGOs) to spread
hedth awarenessabou the ill -eff eds of tobac® and promote cessationin schods,
coll eges and communiti es.

Dentists can sensiti ze youth groups to become dficient awareness generators in
the community and monitor the implementation d tobaca control |aws.

Dentists need to ke themselves informed through professonal pulications and
tobac® control organizations on the latest scientific information regarding the
harmful eff eds of tobacm and measures for its control.
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P Media advocacy

Dentists can adively engage the media in creding awareness among the masses
abou tobacw control isaues.

Dentists can prepare educdional materials using up-to-date, scientificaly acairate
information such as posters and schod hedth materials.

Dentists can write aticles in newspapers and magazines abou the benefits of
implementing tobaca control padlicies, including lettersto the editor.

Dentists can participate in talk shows ontelevision and radio to talk abou tobac®
useissues.

Dentists can bring into the limelight some success s$ories related to tobacm
cortrol.

B. AT THE STATE AND NATIONAL LEVELS

Dentists can use their influence to encourage governments to pu in placetobacm
control measures. Dentists can be involved in bah dreda advocag (influencing
dedsion-makers) and indired advocagy (building suppat among the general pulic to pu
pressure on dedsion-makers to initiate dange). As members of professonal
organizations, dentists can play an important role in tobacm control advocacy at the state
and retiona levels.

P Making the professon and dental facili ties tobacco-free

Dental asxociations can prepare anational * Code of pradiceontobacm control for
dentists'. This code of pradice would highlight the potential role of dentists and
their organizations in the treament of tobac@ dependence and provide guidance
on aganizational changes and adivities that can be undertaken to promote a
tobacm-freeprofesson.

Dentists can provide the nealded emphasis ontobacm-related hedth informationin
the undergraduate and pastgraduate aurricula and examinations.

Dentists can motivate hospital administrators and fellow colleagues to keep the
hospital environment tobacm-free ad thus convey to the puldic that their
ingtitution is committed to proteding pulic hedth. Workshops can be organized
to motivate dl staff membersto avoid tobac® use on the premises.

All conferences and aher events organized by associations of dental professonals
shoud be dedared completely tobacm-freeby the organizers.

Dentists shoud avoid accepting or allowing sporsorship of any kind from tobac®
companies or their affili ates for professonal conferences.

All government/private hedthcare and dental care fadliti es can carry anti-tobac®
slogans onitems of stationery.
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Dental assciations can share with their members new scientific research findings,
new developments in tobac® cessation and rew palicy developments.

As members of professonal organizations, dentists can raise the isaue of liti gation
against the tobacm industry’s unfair marketing pradices. Strong professonal
suppat inalegal suit can be aucial for the successof such litigationsin India.

P Advocacy with the state and national governments

Dental associations can advocae for the inclusion d tobac®m cesstion as an
important comporent in national hedth programmes auch as the National Rural
Hedth Misson, National Cancer Control Programme and Reproductive and Child
Hedth Programme.

Dental assciations can join hands with civil society groups working in the aeaof
tobacm control to develop a state and a national plan to creae avarenessamong
dental professonals ontobacw control isaues.

Dentists aong with their professonal organizations can lobby with the
government to set up community-based tobacm cessation programmes.

Dentists can request the government to appant a nodd officer at
district/block/state level for tobaca control.

Dentists can advocate with the government to stop the subsidy on tobacm
farming.

Dentists can advocde for the levy of a‘hedth tax’ on the sale of every padet of
tobacm, beedi, paan masala and cigarettes, which could be used for hedth
educaion onthe dangers of tobacm use.

Dentists and their assciations, aong with aher hedth professonals, can
participate in the development of a national plan of adion for tobaca control in
acwordancewith the Indian Tobacm Control Act, 2003.

A speda sedion ontobac® control initiatives shoud be taken up duing national
and international conferences for dentists.

All conferences and aher events organized by associations of dental professonals
shoud be dedared completely tobacmo-free
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