
i 
 

EFFECTIVENESS OF VERY BRIEF TELEPHONIC COUNSELLING 

ON BEHAVIOURAL CHANGE IN QUITTING TOBACCO – A 

PARALLEL DESIGN RANDOMIZED CONTROLLED TRIAL 

 
By 

 

Dr. SUSHMA A, M.B.B.S. 

                                                    

                       Dissertation submitted to the 

Sri Devaraj Urs Academy of Higher Education and 

Research, Kolar, Karnataka 

In partial fulfillment of the requirements for the degree of 

DOCTOR OF MEDICINE 
in 

COMMUNITY MEDICINE 

Under the guidance of 
 

Dr. PRASANNA KAMATH B.T., M.D. 

                                                                                  

DEPARTMENT OF COMMUNITY MEDICINE 

SRI DEVARAJ URS MEDICAL COLLEGE, TAMAKA, KOLAR-563101 

2018-2021 



ii 
 

 
 

SRI DEVARAJ URS ACADEMY OF HIGHER EDUCATION AND 

RESEARCH KOLAR, KARNATAKA 

 

 
DECLARATION BY THE CANDIDATE 

 
 
 
 

I hereby declare that this dissertation entitled “EFFECTIVENESS OF 

VERY BRIEF TELEPHONIC COUNSELLING ON BEHAVIOURAL CHANGE 

IN QUITTING TOBACCO – A PARALLEL DESIGN RANDOMIZED 

CONTROLLED TRIAL” is a bonafide and genuine research work carried 

out by me under the direct guidance of Dr. PRASANNA KAMATH B.T, 

Professor and Head, Department of Community Medicine, Sri Devaraj Urs 

Medical College, Tamaka, Kolar. 

 

 
 
 
 
 
 
 

Date: 

Place: Kolar 

Signature of the candidate 

Dr. SUSHMA A



iii 
 

 

SRI DEVARAJ URS ACADEMY OF HIGHER EDUCATION AND 

RESEARCH KOLAR, KARNATAKA 

 
 
 

CERTIFICATE BY THE GUIDE 
 

 

This is to certify that the dissertation entitled “EFFECTIVENESS OF VERY 

BRIEF TELEPHONIC COUNSELLING ON BEHAVIOURAL CHANGE IN 

QUITTING TOBACCO – A PARALLEL DESIGN RANDOMIZED 

CONTROLLED TRIAL” is a bonafide research work done by Dr. SUSHMA 

A in partial fulfillment of the requirement for the degree of MD in 

COMMUNITY MEDICINE. 

 
 
 
 
 
 

 

Date: 

Place: Kolar 

Signature of the Guide  

 

Dr. PRASANNA KAMATH B.T 

Professor and Head, 
Department of Community Medicine, 
Sri Devraj Urs Medical College Kolar 



iv 
 

SRI DEVARAJ URS ACADEMY OF HIGHER EDUCATION AND 

RESEARCH KOLAR, KARNATAKA 

 
ENDORSEMENT BY THE HOD, PRINCIPAL/HEAD OF THE 

INSTITUTION 

 
 

This is to certify that the dissertation entitled “EFFECTIVENESS OF VERY 

BRIEF TELEPHONIC COUNSELLING ON BEHAVIOURAL CHANGE IN 

QUITTING TOBACCO – A PARALLEL DESIGN RANDOMIZED 

CONTROLLED TRIAL” is a bonafide research work done by Dr. SUSHMA 

A under the guidance of Dr. PRASANNA KAMATH B.T, Professor and 

Head, Department of Community Medicine 

 

 

 
 
 
 

Seal & signature of the HoD 
 
 

 
Dr. PRASANNA KAMATH B T 

Professor and Head 

Department of Community Medicine 

Sri Devraj Urs Medical College 

Tamaka, Kolar-563101 

 
DATE: 

PLACE: KOLAR 

Seal & signature of the Principal 

 
 

Dr. SREERAMULU P N 

Principal 
Sri Devraj Urs Medical College 
Tamaka, Kolar-563101 
 

 
DATE: 
PLACE: KOLAR 



v 
 

COPYRIGHT 
 
 

 

DECLARATION BY THE CANDIDATE 

 

 

I hereby declare that the Sri Devaraj Urs Academy of Higher Education 

and Research, Tamaka, Kolar, Karnataka shall have the rights to preserve, 

use and disseminate this dissertation in print or electronic format for 

academic / research purpose. 

 
 
 
 
 
 
 
 

DATE: Signature of the candidate  
PLACE: KOLAR                                          Dr. SUSHMA A 

 
 
 
 
 
 
 

 
© Sri Devaraj Urs Academy of Higher Education and Research, Tamaka, 
Kolar, Karnataka. 



vi 
 

SRI DEVARAJ URS ACADEMY OF HIGHER EDUCATION AND 

RESEARCH KOLAR, KARNATAKA 

 
 

ETHICS COMMITTEE 
 

CERTIFICATE 
 

This is to certify that, the ethics committee of Sri Devaraj Urs Medical 

College, Tamaka, Kolar has unanimously approved the dissertation work 

of DR. SUSHMA A, a postgraduate student in the department of 

Community Medicine, Sri Devaraj Urs Medical College entitled 

“EFFECTIVENESS OF VERY BRIEF TELEPHONIC COUNSELLING ON 

BEHAVIOURAL CHANGE IN QUITTING TOBACCO – A PARALLEL 

DESIGN RANDOMIZED CONTROLLED TRIAL” to be submitted to the 

Sri Devaraj Urs Academy of Higher Education and Research, Tamaka, 

Kolar. 

 

 

 

Signature of member secretary Signature of the Principal 
 

Ethical Committee Dr. SREERAMULU P N 

Sri Devraj Urs Medical College, Principal, 

Tamaka, Kolar-563101 Sri Devraj Urs Medical College 

 Tamaka, Kolar-563101 

Date: Date: 

Place: Kolar Place: Kolar 
 
 
 



vii 
 

ACKNOWLEDGEMENT 
 
 

I express my sincere gratitude to the Almighty God for his Blessings.                            

I express my deep sense of gratitude and sincere thanks to my guide                              

Dr Prasanna Kamath B T Professor and Head, Department of Community 

Medicine, Sri Devaraj Urs Medical College, Kolar for his encouragement and 

guidance for successful completion by his constant support and advice. 

I express my gratitude, sincere and heartfelt thanks to my mentor                              

Dr Mahendra M, Assistant professor for his timely suggestions, support, 

and encouragement throughout the study. His excellence in this field was an 

inspiration for this study. 

I owe my profound gratitude to Dr Muninarayana C, Dr Ananta 

Bhattacharyya and Mr Ravishankar S for their encouragement, guidance 

and support.  

I thank Dr.Naresh S J, Dr.Sunil B N, Dr Waseem Anjum, Dr Varsha R,                     

Dr Vishwas S and Dr Pradeep T S faculty in Department of Community 

Medicine for their guidance, encouragement and support. I thank my co- 

PGs for their cooperation. A special thanks to Mrs Ramya N, JRF for her 

continuous support and help in carrying out the study. 

I thank all the study participants without whom this would not have been 

possible. I am infinitely obliged to my Parents, brothers, family and 

friends. 

 

Date: 

Place: Kolar Dr. Sushma A 



viii 
 

 

 

 



ix 
 

LIST OF ABBREVIATIONS 
 
 

BPL -Below Poverty Line 
 
CI -Confidence Interval 

CTRI -Clinical Trials Registry-India 

FC -Face-to-Face Counselling 

FCF -Face-to-Face Counselling plus Follow-up  

FTND -Fagerstrom Test for Nicotine Dependence 

FTND-ST - Fagerstrom Test for Nicotine Dependence-Smokeless tobacco 

GATS -Global Adult Tobacco Survey 

ICD -International Classification of Disorders 

IEC -Institutional ethical committee 

IIT -Intention-To-Treat analysis 

MDR -Multi Drug Resistant 

NRT -Nicotine Replacement Therapy 

OR -Odds Ratio 

PUC -Pre-University College RCT -Randomized control trail 



x 
 

 
 

 

RR -Relative risk 

RLJHRC - R L Jalappa hospital and research center  

SD -Standard deviation 
 

SDUMC - Sri Devaraj Urs medical college  

SOC -Stages of Change Model 

SPSS -Statistical Package for the Social Sciences  

STATA -Software for Statistics and Data Science 

TB -Tuberculosis 

USA -United States of America 

WHO -World Health Organization



xi 
 

 

 

ABSTRACT 

Introduction: Tobacco use is the leading single preventable cause of deaths 

globally. Every year around 7 million deaths are due to tobacco use. Almost 

half of the tobacco users are dying prematurely due to tobacco related 

causes every year. In India, tobacco related mortality is estimated to be 1.3 

million. Smoking is contributing in increasing burden of non-communicable 

diseases a major way. If this trend continues deaths due tobacco use will 

account for 13% of all deaths in India by 2020.  

In India according to Global Adult Tobacco Survey 2 (GATS 2) survey, the 

prevalence of current tobacco use was 28.6% among those aged 15 years 

and above and nearly 38.5% of smokers made an attempt to quit smoking 

using various methods of quitting for the past 12 months. But few are 

successful in the quitting. To support such attempts at quitting the efforts 

need to be expanded.  

Brief or very brief interventions/counselling can be delivered in various 

modes, the most commonly used one being face-to-face counselling. This 

cannot be used to address large numbers, for which telephonic counselling 

is a better tool. The Cochrane review in 2013 has showed telephonic 

counselling to improve quitting by around 27%. There was a mixed result 

in terms of dose response i.e., number of calls needed to make the 

intervention more effective. 
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Telephone counselling may be a cost-effective way of providing individual 

counselling. Telephone contact can be timed such that it could maximize the 

level of support around a planned quit date, and counselling can be 

scheduled in response to the needs of the participant. There is no study from 

India which has assessed the effectiveness of telephonic counselling in 

improving the change in behaviour to quit tobacco. This study is intended 

to test the same in settings of low and middle-income country like India and 

also generate evidence to scalability under relevant national programs.  

Objectives: 

Among patients seeking care at screening out-patient department (OPD) 

who are tobacco users at R L Jalappa Hospital and Research Centre 

(RLJH&RC), Kolar. 

Primary objective: 

To assess the effectiveness of monthly individualized very brief telephonic 

counselling in changing the behaviour to quit tobacco according to the 

trans-theoretical model. 

Secondary objectives: 

1. To determine the proportion of individuals who are dependent on tobacco 

by using Fagerstrom Test for Nicotine Dependence (FTND) questionnaire. 
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2. To assess the level of motivation to quit tobacco among those who are 

willing to quit by using Richmond test for motivation. 

Materials and methods: A facility based–open label parallel design 

Randomized Controlled Trial conducted during the months of May 2019 and 

June 2020. A total of 248 current tobacco users were recruited as per systematic 

random sampling. They were randomised into two equal parts after giving baseline 

face-to-face counselling to quit tobacco to all the participants. For intervention 

group monthly individualized very brief telephonic counseling was given for three 

consecutive months. The outcome (change in behaviour to quit tobacco) was 

assessed after six months from the date of recruitment for both intervention and 

control group. 

Results: At baseline, about 41%, 39.1% and 19% of the study participants 

were in the pre-contemplation, contemplation, and preparation stage 

respectively. 

Around 36 percent of the smokers were very high nicotine dependent and 

36% of smokeless tobacco users were high dependent on nicotine. About 

52% of the study subjects were having low level of motivation to quit 

tobacco.  

About half of the study subjects were in low level of motivation to quit 

tobacco. Around 34% and 13.3% were in medium and high level of 

motivation to quit tobacco. 

According to the intention-to-treat analysis for change in behaviour to quit 
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tobacco, about 50% in intervention group and 33% control had positive 

change in behaviour which was statistically significant {RR , CI : 1.5, (1.11 

2.05) (p=0.008)}. 

According to per protocol analysis for change in behaviour to quit tobacco 

about 72% in intervention group and 48.23% in control group had positive 

change in behaviuor and the difference was statistically significant { RR, 

(CI): 1.49, (1.15 1.93) (p=0.002)}. 

Conclusion: The current study shows that very brief telephonic 

counselling was effective in changing the behaviour to quit tobacco among 

the current tobacco users and is feasible and acceptable to the tobacco 

users. 

 

 Key words: Change in behaviour to quit tobacco, Telephonic counselling, 

Nicotine dependency level, motivation to quit tobacco
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1. INTRODUCTION 

Tobacco use is the leading single preventable cause of deaths globally. According to 

the World Health Organization(WHO), every year around 7 million deaths are 

attributed to the use of tobacco.(1) Almost half of the tobacco users are dying 

prematurely due to tobacco related causes every year.(2) Around  80% of the world’s 

1.1 billion smokers live in low and middle income countries.(1) 

India is the third largest tobacco producing nation and second largest consumer of 

tobacco world-wide. Death due to tobacco in India is estimated to be 1.3 million.(3,4) 

Of these 1 million deaths are due to tobacco smoking and the rest are due to use of 

smokeless tobacco. 

Smoking is contributing to increasing burden of non-communicable diseases in a 

major way. If this trend continues deaths due tobacco use will account for 13% of all 

deaths in India by 2020.(5)  

One feature of tobacco related morbidity in India is the high incidence of oral cancer, 

exceeding even that of lung cancer and accounting for almost half of all oral cancers 

in the world.(6) India has the highest burden of both tuberculosis (TB) and Multi-Drug 

Resistant (MDR) TB based on estimates reported in Global TB Report 2016.(7) 

Smoking increases the risk of TB by more than two-and-a-half times.(8) 

According to Global Adult Tobacco Survey 2 (GATS 2) survey in India, the 

prevalence of current tobacco use among those aged 15 years and above is found to 

be 28.6% and among men it is 42.4 % and among women is 14.2%. Nearly 38.5% of 

smokers and 33.2% of smokeless tobacco users have made an attempt to quit tobacco 
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using various methods of quitting in the past 12 months. But few are successful in 

the quitting. But few are successful in the quitting.(9)  

According to GATS 2, in Karnataka, about 22.8% of adults aged 15 and above are 

current tobacco users, of which 19.6% are current daily users and 3.2% are occasional 

users of tobacco. The prevalence of current tobacco use among men is 35.2% and 

among women is 10.3%. The mean age of  tobacco use initiation was 19.8 years and 

around 51.5% of smokers and 44.6% of smokeless tobacco users have made quit 

attempt.(9) To support such attempts at quitting the efforts need to be expanded.  

At any age, quitting tobacco is beneficial for health; tobacco cessation is one of the 

best ways to add years to a tobacco user’s life.(10) Tobacco cessation is a complex 

process involving many unsuccessful attempts of quitting before attaining successful 

long-term abstinence.(11) In the framework of tobacco control interventions, the 

Transtheoretical Model (or the ‘Stages of Change’ model) proposed by Prochaska 

and DiClemente is the most widely accepted one.(12) Transtheoretical Model 

proposes that tobacco users move linearly through distinct stages before they can quit 

successfully; and may relapse to earlier stages before achieving complete abstinence. 

These stages are Precontemplation, Contemplation, Preparation, Action and 

Maintenance.(13) According to this model, tobacco cessation interventions should be 

matched according to the tobacco user’s stage of readiness to quit and this may 

increase the prospect of positive behavioural change.(14) 

Apart from readiness to quit, nicotine dependency also has an important role in 

determining the success of tobacco quit attempt. Tobacco users who want to quit 

after becoming aware of the adverse effects of tobacco on health are unable to do so 

because of the addictive nature of nicotine (WHO). Since the majority of smokers 
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smoke for most of their life alternating between periods of remission and relapse, 

nicotine dependence is recognized as a chronic and relapsing disease.(15)Withdrawal 

symptoms commonly found among tobacco dependent individuals are strongly 

associated with relapse. Tobacco dependent people, despite having high motivation, 

made unsuccessful quit attempts.(16) They are also at higher risk of poor quality of 

life, functional impairment and mental disorders like major depression and anxiety. 

Motivation to quit tobacco use is also found to be a predictor of cessation. Whether 

a tobacco user succeeds in quitting depends on the balance between that individual’s 

motivation to quit (i.e., expected benefits of tobacco cessation) and the degree of 

nicotine dependence.(17) According to the trans-theoretical model, tobacco users who 

prepare their attempts to stop well in advance increase their chance of success. Thus, 

in an assisted tobacco-cessation program the motivation to quit should be the pre-

requisite to engage in a cessation attempt.(15) 

In developing countries like India, most tobacco users are unaware of the harmful-

effects of sustained tobacco use.(18) The tobacco cessation approaches for tobacco 

users who are aware of ill-effects of tobacco vary from those who are unaware. 

Hence, tobacco cessation strategies need to be tailor-made based on the individual’s 

tobacco-use behaviour.(19) However, limited literature is available on stages of 

behavioural change among tobacco users from India. The stages of behavioural 

change among tobacco users will help the attending physician to individualize the 

tobacco treatment strategies using combination of behavioural counselling and 

pharmacotherapy. 

Brief or very brief interventions/counselling can be delivered in various modes, the 

most commonly used one being face-to-face counselling. This cannot be used to 
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address large numbers, for which telephonic counselling is a better tool. The 

Cochrane review in 2013 has shown telephonic counselling to improve quitting by 

around 27%. There was a mixed result in terms of dose response i.e., number of calls 

needed to make the intervention more effective.(20)  

Telephonic counselling may be a cost-effective way of providing individual 

counselling. The telephonic contact can be timed such that it could maximize the 

level of support around a planned quit date, and counselling can be scheduled in 

response to the needs of the participant. There is no study from India which has 

independently assessed the effectiveness of telephonic counselling in improving the 

behavioural change in quitting tobacco. This study was conducted to test the same in 

settings of low and middle-income country like India and to generate evidence to 

scalability under relevant national programs.  
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2. OBJECTIVES 

Among patients seeking care at screening out-patient department (OPD) who are 

tobacco users at R L Jalappa Hospital and Research Centre (RLJH&RC), Kolar. 

Primary objective: 

To assess the effectiveness of monthly individualized very brief telephonic 

counselling in changing the behaviour to quit tobacco according to the trans-

theoretical model. 

Secondary objectives: 

1. To determine the proportion of individuals who are dependent on tobacco by using 

Fagerstrom Test for Nicotine Dependence (FTND) questionnaire. 

2. To assess the level of motivation to quit tobacco among those who are willing to 

quit by using Richmond test for motivation. 
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3. REVIEW OF LITERATURE 

3.1 Tobacco usage  

Tobacco are the products which are completely or partially made of the tobacco leaf 

as raw material which are manufactured to be used for smoking, sucking, chewing, 

or snuffing. The type of tobacco use by the individual is dependent on many factors. 

Khaini -a tobacco, lime mixture was the highest used tobacco product in India, and 

this was used by 11.2% of adults. The next most used tobacco product was bidi and 

was smoked by 7.7 percent of adult Indians. Gutka - a tobacco, lime, areca nut 

mixture- ranks the third (6.8%) and betel quid with tobacco ranks the fourth (5.8%). 

The most commonly used tobacco products by men were khaini (17.9%) and bidi 

(14.0%)  whereas among women, the three smokeless tobacco products i.e., betel 

quid with tobacco (4.5%), khaini (4.2%) and oral application products (4.3%) such 

as mishri, gul, gudakhu are almost equally used products.(9)  

3.2 Ill-effects of tobacco use 

Tobacco contains over 4000 chemical compounds which includes tar, carbon 

monoxide, hydrogen cyanide, nicotine, naphthalene, acetone, ammonia, arsenic, 

phenol, cadmium and polyvinyl chloride. Many of these agents are toxic and can 

cause at least 43 types of cancers. Examples of these are nitrosamines and 

benzopyrines. Smokeless tobacco is major concern in India and known to cause oral 

cancer. There are evidence that it causes some other cancer as well.(21) 

 Smoking also causes lung diseases such as chronic bronchitis and emphysema, and 

it will also exacerbate asthma symptoms in adults and children. Cigarette smoking is 

the most significant risk factor for chronic obstructive pulmonary disease. Smoking 
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increases the risk of heart disease, it includes stroke, heart attack, vascular disease, 

and aneurysm. (22) 

Secondhand and thirdhand smoking are also a significant public health concern. 

Exposure to secondhand tobacco smoke in the home is a risk factor for asthma in 

children. Thirdhand smoke: the chemical residue of smoking on surfaces where 

smoking has occurred can persist long after the smoke, it is a potential danger, 

especially to children, who not only inhale fumes released by these residues but also 

ingest the residues that get on their hands after crawling on floors or touching walls 

and furniture.(23) 

3.3 Nicotine dependence among tobacco users 

Tobacco dependence is defined as “a cluster of behavioural, cognitive and 

physiological phenomena that develop after repeated tobacco use and that typically 

include a strong desire to use tobacco, difficulties in controlling its use, persistence 

in tobacco use despite harmful consequences, a higher priority given to tobacco use 

than other activities and obligations, increased tolerance and sometimes a physical 

withdrawal state”.(24)  

Nicotine is the main addictive chemical in tobacco which makes tobacco use a 

powerful addiction. Nicotine produces temporarily pleasing physical and mood-

altering effects in the brain which alter the mesolimbic pathway; these effects 

reinforce continual use of tobacco and nicotine dependence.(25) Although as per the 

International Classifications of Disorders (ICD) and the ‘USA Diagnostic and 

Statistical Manual’, nicotine dependence is a disorder; these systems determine 

dependence only in a qualitative way. A metabolite in nicotine i.e., cotinine is 

measured in serum or saliva to know the level of nicotine dependence in an 
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individual. But as the test is cumbersome, different questionnaires were developed 

to find nicotine dependence.(26) For clinical practice, there is a need for quantifying 

dependence since it is a strong predictor of quitting tobacco. Therefore, the 

‘Fagerstrom Tolerance Questionnaire’ or the ‘Fagerstrom Test for Nicotine 

Dependence’ (FTND) for smokers and ‘Modified Fagerstrom Test for Nicotine 

Dependence’ for smokeless tobacco was developed which is widely used to estimate 

the degree of the tobacco users’ dependence on nicotine.(27) For an individual, who 

wants to quit tobacco, the level of dependence will help to determine the suitable 

counselling for tobacco cessation.  

According to D’Souza et al in a study conducted in 2012 among 189 attendees of a 

tobacco cessation clinic in Bangalore, about two-thirds of the smokers were reported 

to have high levels of nicotine dependence (Fagerstrom score greater than or equal 

to 6/10). The overall mean (SD) dependence score was 5.8 (2.5). Pre-contemplators 

and contemplators had higher nicotine dependence scores compared to those in the 

preparation/action stage among all types of tobacco users (exclusive smokers, 

exclusive chewers and those who used both forms).(28) 

According to Islam et al in a community-based cross-sectional study conducted in 

2014 on 128 adult tobacco users in West Bengal, 63.4% of the study participants had 

intention to quit tobacco and 80.9% were highly dependent on nicotine. Mean (SD) 

FTND score was higher among those who did not intend to quit {7.76(1.90), p< 

0.001} compared to those who intended to quit {4.65 (2.41)}. Majority of those who 

were highly dependent on nicotine (n=49/60, 82%) had never made a previous quit 

attempt.(29) 
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Smokers with higher nicotine dependence had more serious withdrawal symptoms 

than smokers with low nicotine dependence.(30) Hence, smokers with low nicotine 

dependence can quit more easily compared with smokers with high nicotine 

dependence.(31)  

3.4 Health benefits of quitting tobacco  

There are immediate and long-term health benefits. People start to reap the health 

benefits within hours or even minutes of quitting tobacco use. One day of quitting 

tobacco helps to reduce a person’s heart rate and blood pressure, and blood carbon 

monoxide levels can be expected to return to normal. The circulation and lung 

function of a quitter improves within 3 months of quitting smoking. Coughing and 

shortness of breath will generally decrease within 1–9 months of quitting smoking. 

The risk of death due to tobacco use also begins to decrease soon after quitting. 

Current evidence suggests that the risk of death due to ischemic heart disease is 

halved within 5 years of quitting, and the risk of stroke returns to that of a never 

smoker within 5–15 years. Even the risk of death due to lung cancer will be reduced 

by 30–50% within 10 years of quitting smoking.(32) 

3.5 Tobacco cessation interventions 

Tobacco cessation support plays a significant role in reducing the prevalence of 

tobacco use by improving the quit rate among tobacco users and should be made 

readily accessible. 

Without assistance only 4% of attempts to quit tobacco will succeed.(33) Proven 

cessation medication and professional support to a tobacco user can double his 

chance of successfully quitting the tobacco.(34) Various approaches have been 
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developed to help people stop using tobacco. These range in terms of intensity, cost 

and effectiveness. It is broadly categorized into Behavioural and pharmacological 

interventions. 

3.5.1 Behavioural intervention: Behavioural intervention for tobacco cessation are 

generally low cost and can be very effective. Brief advice from health professionals 

to a tobacco user as a part of their routine consultations or interactions helps 

motivating people who might not otherwise seek tobacco cessation support and 

encouraging them to quit.(35) 

Toll-free quit lines are a convenient way for tobacco users who are ready to quit and 

can access brief and potentially intensive behavioural counselling. Those that use 

quit lines increase their absolute quit rate by 4 percentage points, which is doubling 

of success compared to those who attempt to quit without assistance.(34) This quit rate 

can be further increased if the quit line is “proactive” and counsellors make follow-

up calls to potential tobacco quitters. With the advent and spread of mobile phone 

technologies, people who want to quit can now be accessed not only through 

telephone calls but also via text messages. A major development in recent years has 

been the mobile phone-based interventions for cessation which have been shown to 

be very promising. Text message interventions can increase the absolute quit rate by 

4%.(20) 

3.5.2 Pharmacological interventions: It include nicotine replacement therapies 

(NRTs) and medications which do not contain nicotine but reduce tobacco 

withdrawal symptoms. Both forms of therapy are effective aids to help people to quit 

tobacco use. Efficacy of pharmacotherapies is generally high and compared to people 

who do not use an intervention, absolute quit rate increases can range from 6% for a 



14 
 

single type of NRT to almost 15% for varenicline. Combining more than one NRT 

(patches and a faster-acting form) can also increase the effectiveness of NRTs. Both 

behavioural cessation support and pharmacotherapies are effective in helping people 

to quit tobacco use. Combining both behavioural and pharmacotherapy interventions, 

however, is more effective and can double the chances of successfully quitting.(36) 

 

Table 1. Types of tobacco cessation interventions.(35) 

B
eh
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u
ra

l 
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te
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Population level 

approaches 

Brief advice A few minutes of advice given 

to all tobacco users to stop 

using tobacco and is given 

during routine consultation 

with a physician or Health care 

worker 

Quit lines A telephone counselling 

service is provided through a 

national toll-free quit line and it 

involves both proactive and 

reactive counselling. A reactive 

quit line only responds to 

incoming calls and provides an 

immediate response to a call 

made by the tobacco user, 

whereas in proactive quit line, it 

provides ongoing support by 

scheduling a follow-up calls to 

tobacco users. 

mTobacco 

cessation 

Personalized tobacco cessation 

support is given to a tobacco 

user via mobile phone text 

messaging    
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Individual 

specialist 

approaches 

Intensive 

Behavioural 

support 

It refers to individual or group 

counselling to help people stop 

their tobacco use. It includes all 

cessation assistance that 

imparts knowledge about 

tobacco use and quitting and 

provide support for changing 

behaviour 

Cessation Clinics Tobacco cesstion clinics offer 

intensive behavioural support, 

and provide appropriate 

medications or advice delivered 

by specially trained 

practitioners. 

P
h
ar

m
ac

o
lo

g
ic

al
 i

n
te

rv
en

ti
o
n

 

Nicotine replacement therapies 

(NRTs) 

NRTs are available in several 

forms including gum, lozenges, 

patches, inhalers, and nasal 

spray. These NRTs reduce 

craving and withdrawal 

symptoms by providing a low, 

controlled dose of nicotine 

without the toxins found in 

cigarettes. The doses of NRT 

are gradually reduced over time 

to help the tobacco user wean 

off nicotine by getting used to 

less and less stimulation. 

Non-nicotine pharmacotherapies These include medications such 

as bupropion, varenicline and 

cytisine. These 

pharmacotherapies reduce 

cravings and withdrawal 

symptoms and decrease the 
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pleasurable effects of cigarettes 

and other tobacco products. 

 

3.6 The trans-theoretical model for tobacco cessation 

Tobacco cessation has now been understood as a process than a mere outcome of 

‘quitting tobacco’. The ‘trans-theoretical model’ or the ‘stages of change model 

(SOC)’ proposed by Prochaska and DiClemente examines this process through a 

succession of ‘stages’ of behavioural change.(37)  

The trans-theoretical model interprets change as a process involving progress through 

five stages. The different stages of behavioural change are – Pre-contemplation, 

Contemplation, Preparation, Action and Maintenance.(38) 

Pre-contemplation stage is defined as the stage where “individuals are not intending 

to change in the near future, i.e. in the impending six months.” They may be ignorant 

or under informed about the consequence of their behaviour. Conversely, they may 

have made several quit attempts (in the context of tobacco use) unsuccessfully and 

now question their ability to successfully quit. 

Contemplation is defined as the stage where “individuals intend to change in the 

coming six months.” They are aware of the pros as well as the cons of changing their 

behaviour. Because of this equilibrium between the pros and cons, they may develop 

an unsureness which cause them to be stuck in this stage for long periods of time.   

Preparation is defined as the stage where “individuals intend to act in the immediate 

future, i.e. in the next thirty days”.  They have usually taken some noteworthy action 



17 
 

like successfully having quit for 24 hours in the last year. Individuals in this stage 

have an action plan; for example, consulting their physicians, reducing the number 

of beedis or cigarettes smoked, setting a quit date etc.   

Action is defined as the stage where “individuals have made a definite evident 

modification in their routine in the past six months”. Reduction in the number of 

cigarettes smoked or substituting with low-tar varieties do not count as action, only 

complete abstinence counts. 

Maintenance is defined as the stage “where individuals have maintained the overt 

specific modification for a period longer than six months and are working to avert 

relapse”.   

3.7 Stages of change of readiness to quit tobacco 

The Global Adult Tobacco survey (2016-17) is a nationally representative 

household survey of individuals aged 15 years and above. As per the survey, in India 

among current smokers 8.4% were planning to quit within the next month 

(Preparation); 13.1% were thinking about quitting within next 12 months, 33.9% 

wanted to quit sometime in the future but not within the next 12 months(47% 

Contemplation);42% were not interested in quitting smoking. Thus, 44.6% of 

smokers were in the precontemplation stage. The proportion of the contemplators 

and preparators decreased with increase in age and increased with increase in 

education attainment. The distribution of smokers across stages did not differ with 

different occupational groups.(9)  

Among smokeless tobacco users, 7.8% of current users planned to quit within the 

next month (Preparation); 11.7% within the next year but not in the next month and 



18 
 

30.2% wished to quit sometime in the future but not in the next 12 months (41.7% 

Contemplation). 47.8% of current smokeless tobacco users were not interested in 

quitting. About 50.3% of smokeless tobacco users were in precontemplation stage. 

The differentials in these proportions across age and education were similar to those 

of smoking.(9)  

In Karnataka, about 7.4% of current smokers and 7.9% of smokeless tobacco users 

were planning to quit in next month; 17.3% of smokers and 13.2% of smokeless 

tobacco users were thinking of quitting with in next 12 months; 41.2% current 

smokers and 27.1% of smokeless tobacco users were willing to quit someday but not 

in the next 12 months; 30.6% of smokers and 47.3% of smokeless tobacco users  were 

not interested in quitting; 2.6% of current smokers and 4.5 % of smokeless tobacco 

users did not know about quitting tobacco.(9)  

According to D’souza et al a descriptive study conducted among 189 attendees in 

the tobacco cessation clinic of a tertiary hospital in Bangalore, the patients’ baseline 

motivational stage was as follows: 14% were in Pre-contemplation (With no 

intention to quit tobacco), 48% in Contemplation( Awareness that smoking is a 

problem but with ambivalence about the perspective of changing and hence no quit 

date planned), 37% in Preparation/Action (6-month intention to quit/Has quit in the 

last 1-month or 1-month intention to quit) and 1% in Maintenance (Has quit for more 

than 1 month). There was an inverse relationship between nicotine dependence and 

motivational stages across all types of tobacco users – smokers, smokeless tobacco 

users and those who used both forms.(28) 
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A cross-sectional study done by Daoud et al in 2015 among a random sample of 735 

Arab minority men in Israel who were current smokers, 61.8% were in the 

precontemplation stage, 23.8% were in the contemplation stage and 14.4% were in 

the preparation stage. The factors significantly associated with ‘SOC’ of readiness to 

quit smoking were marital status, educational level, and presence of a chronic 

disease. Majority of the participants in the pre-contemplation stage were unmarried 

(65.8%, p=0.039), were educated up to high school (63.7%, p= 0.023) and had a 

lower probability of having a chronic disease (66.3%, p<0.001). Age and 

employment status were not found to be associated with the ‘stages of change’. The 

smoking-related factors significantly associated with SOC were duration of smoking, 

previous attempts to quit smoking and knowledge of ill effects of smoking. Pre-

contemplators had long term (>=21 years, 67.8%) or short term (<=5 years, 67.8%) 

duration of smoking (p=0.025), didn’t attempt quitting earlier (71.9%, p <0.001) and 

had low scores on knowledge about ill-effects of tobacco. Age of initiation of 

smoking, the quantity of cigarettes smoked per day and nicotine dependence scores 

were not significantly associated with SOC. After multivariate analysis, presence of 

a chronic disease, shorter duration of smoking, higher number of quit attempts and a 

higher score on knowledge about ill-effects of tobacco were significantly 

associated with the probability of being in an advanced stage of readiness to quit 

smoking whereas number of years of schooling and marital status were not 

significantly associated.(39) 

According to a cross sectional analysis done by Mbulo et al in 2015 on data from 

the Global Adult Tobacco Survey 2009-2013 from 21 countries, most smokers were 

found to be in the pre-contemplation stage after which was contemplation stage and 

then preparation stage across all countries. Three fourths i.e. 74.8% of smokers were 
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categorized into pre-contemplation stage; this ranged from 61.4% in Qatar to 89.5% 

in Indonesia. Smokers in the contemplation stage ranged from 7.1% in Indonesia to 

31.2% in Qatar. The preparation stage had the lowest proportion of smokers with an 

average of 6.7%, ranging from less than 3% in China, Greece, Russia and Thailand 

to 12.9% in Nigeria.(40) 

In a descriptive study conducted by Sharifirad et al in 2012 among conveniently 

selected 578 students of six Iranian universities aged between 18-49 years, 55.5% 

were reported to be in pre-contemplation stage, 18.9% in contemplation stage, 17.1% 

in preparation stage, 4.7% in action and 3.8% in maintenance stages. The mean (SD) 

age of initiation was 18.4 (3.2) years.(41) 

 

Table 2. Studies on Stages of Change (SOC) in tobacco use have used different 

definitions for the stages as shown below: 

Stage Description and references 

Pre-contemplation 1. Currently smoking and not seriously considering 

quitting within the next 6 months.(37,42,43)  

2. No or never intending to quit.(28,39,44) 

3. Did not make a quit attempt in the past 12 months 

and do not consider quitting in the next 12 

months.(40) 

Contemplation 1. Currently smoking and seriously considering 

quitting in the next six months but not in the next 
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30 days; had not made a 24 quit attempt in the past 

one year or both.(37) 

2. Thinking to quit in the next 6 months.(39,43)  

3. Considering quitting within the next 12 months.(40) 

4. Awareness that smoking is a problem but with 

ambivalence about changing, hence no quit date 

planned.(28) 

Preparation 1. Planning to quit within next 30 days; have made a 

24-hour quit attempt in the past year.(37,40,43,45) 

2. Thinking to quit within next month.(42,43) 

3. 6-month intention to quit.(28) 

Action  1. Quit smoking for 6 months.(43) 

2. When a daily smoker has achieved 24 hours 

abstinence lasting up to 6 months of cessation 

3. Former smoker.(44) 

4. Has quit in the last one month or one-month 

intention to quit .(28) 

Maintenance 1. Abstinent for 6 months to 5 years.(39) 

2. Changed overt behaviour for more than 6 

months.(42) 

3. Has quit for more than one month.(28) 
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3.8 Level of motivation to quit tobacco among current users who wish to quit 

Motivation refers to “a fundamental mechanism or pattern of mechanisms that lie at 

the heart of why and how people change addictive and health behaviours”. Being 

motivated to change a behaviour is vital to an individual’s performance and whether 

or not a successful outcome is accomplished.(46) The Richmond test is one of the 

scales among different questionnaires available to assess a tobacco user’s level of 

motivation to quit.  

 

Table 3. Balance between the level of motivation and the degree of nicotine 

dependence.(17) 

 Motivation 

High Low 

 

Dependance 

 

High 

• Unlikely to stop but 

could do so without 

help 

• Primary intervention 

goal is to increase 

motivation 

• Likely to stop 

with minimal 

help 

• Primary 

intervention goal 

is to trigger a quit 

attempt 

 

Low 

• Unlikely to stop 

• Primary intervention 

goal is to increase 

motivation to make 

smoker receptive to 

treatment for 

dependence 

• Unlikely to stop 

without help but 

would benefit 

from treatment 

• Primary 

intervention goal 

is to engage 

smoker in 

treatment 

 

Whether a tobacco user makes a successful quit attempt depends on the balance 

between their motivation to stop tobacco use and their degree of dependence on 
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tobacco.(17) Those who are highly motivated to quit but also are highly dependent 

on nicotine should be focused on in engaging in a cessation clinic. 

In a cross-sectional study conducted in 2013 among 111 smokers in Lebanon by Bou 

et al, the mean (SD) score of Richmond test measuring the level of motivation of 

smokers to quit smoking was 4.41 (2.61); this corresponded to a weak motivation of 

the participants to quit smoking. Most of the participants were men (59.46%), had a 

mean (SD) age of 44.9 (16.01) years and were educated (68.47%).(47) 

 

3.9 Effectiveness of telephonic counselling following face-to-face counselling in 

improving quit rate among tobacco users 

According to Jayakrishna et al, a community-based study done to assess the 

effectiveness of a smoking cessation intervention in rural Kerala state, India. 

Multiple approaches have been tried for the intervention group where the priority 

was given to face to face interview and telephonic counselling and control group 

receiving general awareness training and anti-tobacco leaflets. Self-reported smoking 

status was assessed after 6 and 12 months. The results showed overall prevalence of 

smoking abstinence was 14.7% in the intervention group and 6.8% in the control 

group (Relative risk: 1.85, 95% CI: 1.05, 3.25). A total of 41.3% subjects in the 

intervention area and 13.6% in the control area had reduced smoking by 50% or more 

at the end of 12 months.(48)  

A facility based; non-randomized controlled study was done in Beijing by Lei et al 

in 2016 on effectiveness of additional telephone counselling in cessation of smoking. 

This study was conducted among Chinese male smokers who sought treatment in a 

part-time regular smoking cessation clinic of a large general hospital in Beijing and 
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they have compared the quit rates of one group which received face-to-face 

counseling (FC) alone (one session of 40 min) to another group which received the 

same face-to-face counseling plus four follow-up sessions of brief telephone 

counseling (15–20 min each) at 1 week, 1, 3 and 6 month follow-up (FCF) and no 

smoking cessation medication was provided. The study was done on eligible male 

smokers with total sample size of 547 (N = 547) and were divided into two groups: 

FC (n = 149) and FCF (n = 398). Analysis by intention to treat, at 12-month follow-

up, the 7-day point prevalence and 6-month continuous quit rates of FC and FCF 

were 14.8 % and 26.4 %, and 10.7 % and 19.6 % respectively. The adjusted odds 

ratios (95 % confidence intervals) of quitting in FCF compared to FC was 2.34 (1.34–

4.10) (P = 0.003) and 2.41 (1.28–4.52) (P = 0.006), respectively. (31) 

A facility based, longitudinal, non-randomized controlled study was conducted by 

Lei et al on additional follow-up telephone counselling and initial smoking relapse 

in Beijing. The smokers were non-randomized and divided into 2 groups: individual 

face-to-face counselling group, and individual face-to-face counselling plus follow-

up telephone counselling group (FCF group). Initial smoking relapse timing was 

compared between the groups. Of 547 participants, 457 smokers (117 in FC group 

and 340 in FCF group) had achieved at least 24-hour abstinence. Most of the smoking 

relapse had occurred in the first 2 weeks after the quit date. Smokers in the FC group 

tended to relapse smoking earlier than FCF group and the log-rank test was 

statistically significant with p=0.003.(30) 

According to Blebil et al, a study was conducted at 2 major hospitals in Penang, 

Malaysia in 2014. Participants were randomly allocated into two groups,  one group 

had received the usual care that followed in the clinics (control) and the other group 

had received usual care plus telephonic counselling during the first month of quit 
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attempt (intervention). At the end of three months, control group was less likely to 

quit smoking, 36.9% and 46.7% had quit smoking in control group and intervention 

group respectively but was not statistically significant  {OR (95% CI) 0.669 (0.395-

1.133), p = 0.86)}. However, at six months, 48.6% of the control group were quit 

smoking successfully compared to 71.7% of the intervention group and was 

statistically significant (p < 0.001).(49) 

The varied difference in the nature of quitting tobacco across various regions calls 

for identifying country or region-specific interventions that would be accepted by the 

community and can be practiced easily with the existing human resource and 

allocated health budget. 
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4. MATERIALS AND METHODS 

4.1 Topography of Kolar district          

       

 

Figure 1. Map of Kolar district.(50) 

Kolar district is in the state of Karnataka, India. It consists of 6 taluks: Kolar, 

Mulbagal, Malur, Bangarpet, Srinivaspur and Kolar Gold Fields. According to 2011 

census the total population of Kolar is 15,36,401 with 7,76,396 males and 7,60,005 

females.(50) 

4.2 Study design  

This is a Facility based – open label parallel design randomized controlled trial.  

RL Jalappa Hospital 

and Research Centre 
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4.3 Study setting 

RL Jalappa Hospital and Research Centre (RLJH & RC), a tertiary health care centre 

in Kolar. 

4.4 Study duration  

The study was conducted between May 14th, 2019 and June 30th, 2020.  

4.5 Study population  

All patients from Kolar who are currently tobacco user (who have used any form of 

tobacco at least once in the last one month) for any duration, seeking care at screening 

OPD of RLJH&RC, Kolar.  

4.6 Sample size calculation 

Assuming 20% change from pre-contemplation phase to contemplation phase and 

above with baseline pre-contemplation phase of 50% among tobacco users, 

confidence interval of 95%, power of 80% and dropout rate of 30%, with a 1:1 

allocation ratio between two groups the minimum required sample size was 

calculated to be 124 in each of the two groups i.e., a total of 248 tobacco users 

(calculated using OpenEpi Version 3.01). 

n1=[zα/2+z1-β]2 pq(r+1)   

         r(p1-p2 )2      

 and  

n2= rn1 

where 

• n1= number exposed 
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• n2 = number unexposed 

• zα/2 = standard normal deviate for 2 tailed test based on alpha level (relates to the 

confidence interval level) 

• zβ = standard normal deviate for one tailed test based on beta level (relates to the 

confidence power level) 

• r = ratio of unexposed to exposed 

• p1 = proportion of exposed with disease and q1 = 1 - p1 

• p2 = proportion of unexposed with disease and q2 = 1 - p2 

p = p1 + p2 and q = 1 – p 

       r + 1 

Inclusion criteria: 

All current tobacco users willing to participate (who have used any form of tobacco 

at least once in the last one month) aged 18 years and above, residing in Kolar district 

for at least last six months and having mobile/telephone at household (at least one 

member in the family who dines with the participant at least once a day) attending 

the screening OPD at R L Jalappa Hospital and Research Centre (RLJH&RC), Kolar. 

4.7 Exclusion criteria:  

Patients with history of any cancer and/or mental illness. 

4.8 Sampling procedure 

Systematic random sampling method was used to recruit the participants. Baseline 

data collection and recruitment was done over a period of six and half months from 

14th May 2019 to 10th December 2019. Assuming the daily adult OPD attendance to 

be around at least 100, and 12% of them will be tobacco users; there will be around 

12 tobacco users attending the screening OPD every day. After screening for 

eligibility criteria, every 3rd current tobacco user was included in the study and data 
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was collected from 4 patients per day for 10 days in a month ( any 2 Monday, 2 

Tuesday, 2 Wednesday, 2 Thursday and 2 Friday) for six and half months. Everyday 

lottery method was used to choose the first number randomly (from 1 to 3) and then 

took every third tobacco user until four tobacco users were recruited for the day. The 

recruitment was done from 9 am to 4 pm at the Screening OPD with a break from 

1.30 pm to 2.30 pm. 

4.9 Randomization details 

Randomization was done by an expert from the department of Community Medicine, 

SDUMC and was not a part of the study. Randomization software was used to 

generate random allocation sequence to allocate participants to either Group A 

(intervention) or Group B (control group) with the ratio 1:1. Randomization sequence 

was generated using block randomization with unequal block size and the allocation 

sequence was concealed using sequentially numbered sealed opaque envelops. The 

envelops were opened by investigator after finishing the baseline data 

collection/recruitment for the day and allocated the respective participants into two 

groups. 

4.10 Study tool 

A semi-structured questionnaire was developed based on the objectives of the study. 

The questionnaire was translated into local language and back translated to English. 

It was validated by pre-testing it among a subset of the sample population and 

modifications were done accordingly 
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The study variables were sectioned into five domains: socio-demographic 

characteristics, tobacco use behaviour, stages of readiness to quit, nicotine 

dependence and motivation to quit tobacco. 

1. Socio-demographic characteristics: details on sex, age, education, occupation, 

number of family members and monthly income. 

2. Tobacco-use behaviour: details collected in this domain includes the age of 

initiation of tobacco product, the type of tobacco product (smoke/smokeless/both), 

the frequency of use (daily, few days in a week, occasionally), history of a 

previous quit attempt, the purchasing and storing patterns. 

3. Stage of readiness to quit questions were modelled on Prochaska and 

DiClemente ‘s trans-theoretical model. These included patients’ knowledge of 

harmful effects of tobacco, their willingness to quit, setting of a future quit date 

and the actions taken to quit tobacco.(38) 

4. Nicotine dependence: was assessed by Fagerstrom Addiction Scale for Smokers 

and Modified Fagerstrom Questionnaire for Smokeless Tobacco Users.  

The Fagerstrom Addiction Scale for Smokers had a set of 8 questions having a 

maximum score of 11, which categorises smokers into various grades of 

dependence. 

The Modified Fagerstrom Questionnaire for Smokeless Tobacco user had 9 

questions with a highest possible score of 16. It categorises Smokeless Tobacco 

Users into various grades of dependence.(38)  

5. The motivational level in participants who were thinking of quitting tobacco: was 

assessed using the Richmond test for motivation. It is a four-item scale that 

evaluates tobacco users’ motivation for tobacco cessation by assessing the 
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readiness to quit if it were easily done. The Richmond test has a maximum score 

of 10.(51) 

 

4.12 Pilot study 

A pilot study was conducted among five current tobacco users attending screening 

OPD of RLJH before the start of the study. Modifications to the questionnaire where 

necessary were made based on the responses. These participants were excluded from 

the study. 

 

4.13 Approval for the study 

The study protocol was approved by the Institutional Ethical review Committee 

(IEC). CTRI registration was done before the starting the study with registration 

number CTRI/2019/05/019088. 

4.14 Study variables 

a. Independent variables: Socio-demographic variables including:  

1. Age: Age was considered in completed years at the time of interview  

2. Gender: Male and Female 

3. Socio- economic status - modified B.G Prasad scale (May 2019) was used to 

classify socio-economic status of study participants 
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Table 4. Modified B G Prasad socioeconomic status classification, 2019.(52) 

Monthly per capita 

income in Rupees (May 

2019) 

Socio-economic class 

Rs 7008 and above Upper class 

Rs 3504-7007 Upper middle class 

Rs 2102-3503 Middle class 

Rs 1051-2101 Lower middle class 

Below Rs 1050 Lower class 

4. Occupation –The engagement in a particular income earning activity for the major 

part of the day was categorized as main occupation. 

Table 5. Classification of individuals according to their occupation.(53)  

Professional Doctor, Engineer, Principal, Lawyer, Military officer, 

Senior executive, Business Proprietor, Writer, 

Scientist, Large employer, Director, University 

Professor, Police officer, Others (Horse rider) 

Semi Professional Teacher, Pharmacist, Social worker, Owner of small 

business and manager, Farmer, others (Computer 

programmer, constructor, Govt employee, Nurse) 

Skilled worker Artisans, clerk, Supervisor, Carpenter, Tailor, 

Mechanic, Electrician, Railway guard, Painter, 

Modelor, Smiths, Baker, Driver, Shop assistant, Petty 

trader, constable, soldier, potter, barber, linesman, 

others ( tinkering, welder, gardener, cook, mason, 

postman, plumber) 

Semi-skilled Factory operator, Agricultural labour, shoemaker, 

security guard, shop helper 

Unskilled Labourer, Domestic servants, peon, sweeper, 

washerman, others. 
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5. Education: Number of years of education was considered.  

6. Marital status: unmarried, married, widow/widower/separated/divorcee 

7. Presence of co-morbidity  

Tobacco use related variables including:  

9. Age at initiation of tobacco use in years   

10. Type of tobacco product - smoke/smokeless/both  

11. Type of smoke form tobacco includes beedi/cigarette/cheroot/beedi & cigarette  

12. Type of smokeless form tobacco includes betel quid/hans or pan parag/snuff  

14. Frequency of use – occasionally/few days in a week/daily  

15. Tobacco purchasing behaviour - single unit/many units at a time/ in packets  

16. Number of cigarettes smoked per day   

17. Number of beedis smoked per day   

18. Storing tobacco products at home/workplace for use in spare time – yes/no  

19. Knowledge of ill-effects of tobacco - yes/no  

20. Previous attempt to quit – yes/no 
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b. Outcome variables   

1. Stage of readiness to change categorized into pre-contemplation, contemplation, 

preparation and action. Proportion of study participants in precontemplation, 

contemplation, preparation and action stages. 

2. Nicotine dependence level: Proportion of individuals with low, medium and high 

dependence. 

• Fagerstrom Addiction Scale for Smokers score:  

Score 0-2 = very low 

Score 3-5 = medium dependence 

Score 6-7 = high dependence 

 Score 8-11 = very high dependence  

• Modified Fagerstrom Questionnaire for Smokeless Tobacco Users: 

 Score 0-4 = low dependence 

 Score 5 -8= medium dependence  

Score 9-12= high dependence 

 Score 13-16 =very high dependence  

3. Motivation level – Proportion of individuals with low, medium, and high level of 

motivation. 

Richmond score 0 to 6 classified as “low motivation”, 7 to 9 as “medium motivation” 

and = 10 as “high motivation”  
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4.15 Study procedure 

4.15.1 Eligibility screening 

The tobacco users were screened as per the systematic random sampling. Those 

fulfilling the inclusion criteria were requested to participate in the study; all those 

who gave informed written consent were included in the study.  

 

4.15.2 Baseline assessment/recruitment 

All the participants after obtaining informed written consent were interviewed using 

the semi-structured questionnaire. After administering the questionnaire, a face-to-

face counselling was done by the investigator for not more than 5 minutes. This face-

to-face counselling was based on the 5 A’s strategy of World Health Organization 

{ask (identify smoking status), advise patients to quit smoking, assess readiness to 

quit, assist with making a quit attempt, and arrange follow-up}.(54) This did not 

exceed five minutes (brief advice). The phone number of the investigator was given 

at the end and was informed about the monthly follow up call they will be receiving 

for next three months if they are in intervention group and all will be called at after 

six months from the date of enrolment to know about their status of quitting.  
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4.15.3 Intervention details 

For the intervention group three phone calls were made one month apart in the first 

three months. The telephonic counselling for less than 90 seconds (very brief advice) 

was done, and the counselling was based on the individual’s baseline level of nicotine 

dependence and their level of motivation to quit. The telephonic calls were made at 

the time convenient to the participant. Those who did not respond to the call, one 

more telephonic call after one hour was made to contact the participant on that 

particular day allotted for the participant and the procedure was repeated for the next 

two days until the telephone call is answered and those not answered were considered 

as ‘not receiving the intervention’ for that month. Effort was made to make three 

telephonic calls within the first three months with four weeks gap between successful 

calls and in those who missed intervention, extension was done so as to they finish 

three telephonic counselling within six months of recruitment. Those who have not 

received the intervention calls for two successive months were considered as ‘loss to 

follow up’ and were removed from per protocol analysis but were included in the 

intention to treat analysis. Figure 2 shows the flowchart of telephonic counselling 

followed and it is based on the 5 A’s strategy of World Health Organization (ask 

(identify smoking status), advise patients to quit smoking, assess readiness to quit, 

assist with making a quit attempt, and arrange follow-up).(54) 
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Figure 2. Flow chart of telephonic counselling followed.(24) 
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ASK- Does the participant still use 

the tobacco? 

ASSESS – if the 

participant ready to quit? 

ASSIST – 

appropriate 

treatment 

ASSESS – history of 

previous tobacco use 

ASSIST – 

Promote 

motivation to 

quit 

Praise for 

having quit, 

prevent relapse 

Praise, 

educate and 

encourage 

continued 

abstinence 

ARRANGE – 

for follow up 
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Table 6. Examples for very brief telephonic counselling 

Scenario Very brief telephonic counselling (less than 

90 seconds) 

If the participant is in pre-

contemplation stage (who is 

not ready to quit tobacco) 

Advise: “quitting tobacco is important for you 

now and Cutting down when you are ill is not 

enough and it is the most important thing you 

can do for your health and your family’s 

health.”  “I can surely help you in this matter.” 

Illness related to tobacco use, its social and 

economic cost, the impact of tobacco use on 

children and others in the household was told. 

Benefits of quitting tobacco was told. Assessed 

if they are willing to quit.  

Contemplation (planning to 

quit within 6 months) 

Advice: health effects of tobacco use were told 

and encouraged them by telling “quitting is 

possible with will power and support from the 

family, friends, peer group and health 

professionals.” Motivated them to quit and 

suggested them to use nicotine gums (available 

at tobacco cessation centre, at district hospital, 

Kolar) 

Preparation stage (planning 

to quit within 1 month) 

Advised them to set a quit date and to tell their 

family, friends and relatives about their plan of 

quitting tobacco & to seek their help. Also told 

them to remove tobacco products in the 
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surrounds and at work place. Also explained 

how treatment (NRT) helps in quitting 

Action stage (quit tobacco in 

last 1 month) 

Praised them and encouraged them to continue 

abstinent. Also told about some common 

withdrawal symptoms and coping strategies. 

 

 

4.15.4 End assessment 

After six months of recruitment telephonic calls were made to all the participants 

(both the groups) and tobacco use questionnaire was administered to see the 

behaviour change in the intention to quit tobacco. Those who have not responded, 

one more telephonic call after one hour was made to contact the participant on the 

particular day allotted for that participant and the procedure was repeated for the next 

two days until the telephone call is answered. Those who did not answer the end 

assessment call was considered as ‘loss to follow up’.  

 

4.16 Operational definitions 

Current tobacco user – an individual who has used any form of tobacco at least 

once in the last 30 days. 

Pre-contemplation stage – This is a stage during which a tobacco user has not 

considered quitting. 
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Contemplation – This is a stage during which individuals are using tobacco and are 

considering quitting in the next six months. 

Preparation – This is a stage during which a tobacco user is preparing 

(experimenting with different ways) to quit in the next thirty days. 

Action – A stage during which a tobacco user has quit using tobacco somewhere in 

the last one-month period. The individual has used tobacco in the last one month but 

has quit at the time of data collection. 

Nicotine Dependence: Fagerstrom Test score ≥6 was considered as high dependence 

on tobacco for smoke forms and ≥9 for smokeless forms of tobacco. 

Motivation to quit tobacco: Richmond score = 10 was considered as high level of 

motivation to quit tobacco. 

Measurement of outcome variable: 

1. Stage of readiness to change categorized into pre-contemplation, 

contemplation, preparation and action. Proportion of study participants in pre-

contemplation, contemplation, preparation and action stages will be described. 

2. Nicotine dependence level: Proportion of individuals with low, medium and 

high dependence will be described. 

Fagerstrom Addiction Scale for Smokers score: 0-2 very low, 3-5 medium 

dependence, 6-7 high dependence, 8-11 very high dependence 

3. Modified Fagerstrom Questionnaire for Smokeless Tobacco Users score 0-4 

low dependence, 5-8 medium dependence, 9-12 high dependence, 13-16 very 

high dependence. 
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4. Motivation level – Proportion of individuals with low, medium, and high level of 

motivation were described. 

5. Richmond score 0 to 6 classified as “low motivation”, 7 to 9 as “medium 

motivation” and =10 as “high motivation”. 
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Figure 3. Flowchart depicting the participant’s recruitment and study 

procedure 
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-Patient not available 
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Current Tobacco User attending 

Screening OPD at RLJH&RC 

Inclusion criteria 

-Aged above 18 years 

-Residents of Kolar district  
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-Having mobile/telephone at 
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Baseline assessment and Face-to-Face 
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4.17 Statistical analysis 

Data entry was done using EpiData Entry Client v3.1 and were analysed using IBM 

SPSS Statistics 22 and STATA v12. 

Continuous data like age, age at tobacco initiation, number of cigarettes smoked per 

day, number of beedis smoked per day were summarized as Mean and Standard 

deviation (SD)  

Categorical variables like gender, socio-economic status, education, occupation, 

presence of co-morbidity, type of tobacco product, type of smoke form, type of 

smokeless form, frequency of use, tobacco purchasing behaviour, storing tobacco 

products, knowledge of ill-effects of tobacco, previous quit attempt, nicotine 

dependence level, stage of change, and motivational level were summarized as 

proportions. 

Differences in socio-demographics and tobacco-use behaviour across the groups 

were assessed using the Chi-square test for categorical variable and t test for 

continuous variable. A p- value of < 0.05 was accepted as statistically significant. 

Relative risk was calculated to assess the effectiveness of intervention with 95% 

confidence interval. Both Intention-To-Treat (ITT) analysis and Per-Protocol-

analysis were done and reported separately. A p <0.05 was accepted as statistically 

significant. 
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5.RESULTS 

The study was conducted among 248 patients seeking care at screening out-patient 

department (OPD) who are tobacco users at R L Jalappa Hospital and Research 

Centre (RLJH&RC), Kolar. 

Comparison of sociodemographic characteristics across two groups 

The baseline socio-demographic characteristics of the adult tobacco users across two 

groups are depicted in Table 7. The mean (SD) age in years in intervention group 

was 46.8 (12.7) years and in control group was 46.4 (13.9) years. More number of 

study participants were males, 62.10% and 59.7% in intervention group and control 

group respectively. Education status across the groups were almost similar in both 

the groups. 

Distribution of occupation across the groups were almost similar and more than half 

of the participants were unskilled workers. The distribution by marital status across 

two groups were almost similar. Majority of them were married at the time of the 

data collection in both the groups (more than 90%). The study participants who 

belongs to lower middle class (social class Ⅳ) were 29.8% in group A and 28.2% in 

group B, the distribution across the groups were almost similar. In about 12.9% in 

group A and 11.3% in control group were having chronic morbidity. 
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Table 7. Baseline socio-demographic characteristics of adult tobacco users 

across two groups (N=248) 

Variable Classes Intervention 

group(n=124) 

n (%) 

Control 

group(n=124) 

n (%) 

p value^ 

Mean age in 

years (SD) 

- 46.8 (12.7) 46.4 (13.9) 0.841$ 

Gender Male 77 (62.1%) 74 (59.7%) 0.696 

Female 47 (37.9%) 50 (40.3%) 

Educational 

status 

 

Illiterate  63 (50.8%) 61(49.2%) 0.983 

 Primary school  7 (5.6%) 6 (4.8%) 

Middle school  12 (9.7%) 19 (15.3%) 

High school  26 (21%) 22 (17.7%) 

PUC and above 16 (12.9%) 16 (12.9%) 

Occupation Skilled# 14 (11.3%) 18 (14.5%) 0.300 

Semi-skilled 35 (28.2%) 44 (35.5%) 

Unskilled 58 (46.8%) 52 (41.9%) 

Unemployed 17 (13.7%) 10 (8.1%) 

Marital 

Status 

Married 109 (87.9%) 108 (87.1%) 0.848 

 Others@ 15 (12.1%) 16 (12.9%) 

Socio-

Economic 

Status* 

Social class Ⅰ 7 (5.6%) 11 (8.9%) 0.612 

 Social class Ⅱ 25 (20.2%) 26 (21.0%) 

Social class Ⅲ 26 (21.0%) 31 (25%) 

Social class Ⅳ 37 (29.8%) 35 (28.2%) 

Social class Ⅴ 29 (23.4%) 21 (16.9%) 

Chronic 

morbidity 

No 108 (87.1%) 110 (88.7%) 0.697 

Yes 16 (12.9%) 14 (11.3%) 

^ Chi-square test, $ t test, # includes Professional, semi-professional and skilled,  

@ Includes Unmarried, widow, widower, divorcee, separated,  

*According to modified B G Prasad classification 2019 



48 
 

Table 8. Baseline tobacco use behaviour of adult tobacco users across 2 groups 

(N=248) 

Variable Classes Intervention 

group(n=124) 

n(%) 

Control 

group(n=124) 

n(%) 

p 

value^ 

Type of tobacco 

product 

Smoke 43 (34. 7) 42 (33.9) 0.940 

Smokeless 77 (62.1) 77 (62.1) 

Both 4 (3.2) 4 (4.0%) 

Frequency of use 

 

Occasionally 5 (4.0%) 6 (4.8%) 0.778 

 Few days in a 

week 

13 (10.5%) 10 (8.1%) 

Daily 106 (85.5%) 108 (87.1%) 

Purchasing pattern Single unit 29 (23.4%) 29 (23.4%) 0.507 

Many units at a 

time 

56 (45.2%) 

 

48 (38.7%) 

 

In packets 39 (31.4%) 47 (37.9%) 

Keeping tobacco 

products at home 

or workplace 

No 67 (54.0%) 63 (50.8%) 0.611 

Yes 57 (46.0%) 61 (49.2%) 

Knowledge of 

harmful effects of 

tobacco 

No 49 (39.5%) 63 (50.8%) 0.074 

 
Yes 75 (60.5%) 61 (49.2%) 

Ever thought of 

quitting tobacco 

No 49 (39.5%) 47 (37.9%) 0.794 

 
Yes 75 (60.5%) 77 (62.1%) 

Plan to quit 

tobacco 

No 45 (36.3%) 35 (28.2%) 0.174 

Yes 79 (63.7%) 89 (71.8%) 

Time frame to quit 

tobacco 

No 43 (34.7%) 33 (26.6%) 0.168 

 Yes 81 (65.3%) 91 (73.4%) 

Previous quit 

attempt 

No 95 (76.6%) 93 (75%) 0.767 

 Yes 29 (23.4%) 31 (25%) 

Mean age of 

initiation of 

tobacco (SD) in 

years 

- 21.9 (8.9) 

 

21.1 (9.0) 

 

0.498$ 

 

^ Chi square test 

$ t Test 
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The baseline distribution of tobacco use behaviour among adult tobacco users across 

the groups are shown in Table 8. Most of the participants in the study were smokeless 

(62%) tobacco users. About 34% and 4% of the study participants were smokers, and 

both (smoking & smokeless) tobacco users respectively; the type of tobacco use was 

similar across the groups.  

Mean (SD) age of initiation of tobacco use in years was 21.9 (8.9) and 21.1 (9.0) in 

group A and group B respectively. Majority of current tobacco users were daily users 

about 85.5% in group A and 87% in group B. Tobacco purchasing pattern and 

keeping those products at home/workplace were almost similar in the two groups.  

The knowledge of harmful effects of tobacco use was more among the intervention 

group (60.5%) compared to 49.2% in control group (p=0.074). 

More number of the participants in both the groups had thought of quitting tobacco 

in the past, 60.5% and 62.1% in intervention and control group respectively. About 

63.7% in intervention group and 71.8% in control group were planning to quit in the 

future. More number of participants in both the groups had a time frame to quit 

tobacco and was almost similar across the groups. About 23.4% in intervention group 

and around 25% in control group had made a quit attempt in the past. 
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Figure 4. Baseline Stages of quitting tobacco among adult tobacco users 

(N=248) 

 

 

 

 

 

 

 

 

 

Figure 4 shows the stages of quitting tobacco at the baseline. Among study 

participants (N=248) more participants were in pre-contemplation stage (41.1%). 

About 39.1% and 19.8% were in contemplation and preparation stages respectively. 
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Figure 5. Baseline distribution of Nicotine Dependence among smoker’s 

according to Fagerstrom Test for Nicotine Dependance (FTND) 

 

                    

Figure 5 shows the baseline nicotine dependence among smokers (n=94). The mean 

(SD) nicotine dependence score was 6.3 (2.5). More number of smokers were 

medium (35.1%) and very high (36.2%) dependent on nicotine. About 4.4% and 

24.5% were low and high dependent on nicotine, respectively. 
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Table 9. Baseline distribution of Nicotine Dependence among smokeless tobacco 

users according to Modified Fagerstrom Test for Nicotine dependance 

Nicotine dependence among 

smokeless tobacco users* 

Frequency n= 163 Percentage 

Mean score (SD) 7.9 (2.9)  

Low (0-4) 21 12.9% 

Medium (5-8) 82 50.3% 

High (>9) 60 36.8% 

 

Table 9 shows the nicotine dependence among smokeless tobacco users (n=163), the 

mean (SD) score was 7.9 (2.9). About half of the smokeless tobacco users had 

medium level of nicotine dependence. About 12.9% and 36.8% were low and high 

dependent on nicotine respectively 
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Table 10. Distribution of Level of motivation to quit tobacco among tobacco 

users (N=248) 

Level of motivation to quit* Frequency 

(N=248) 

Percentage 

Mean score (SD) 6.4 (2.3)  

Low (0-6) 129 52.0% 

Medium (7-9) 86 34.7% 

High (=10) 33 13.3% 

*Richmond test score 

Table 10 shows the level of motivation to quit tobacco among study participants 

(N=248). About half of them were having low level motivation to quit tobacco. 

About 34% and 13.3% were having medium level and high level of motivation 

respectively. 
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Table 11. Stages of Change in behaviour to quit tobacco among tobacco users 

according to intention-to-treat  

 Change in behaviour to quit tobacco – Intention-to-

treat 

Total Yes 

 n (%) 

RR$ (95% CI) @ p value^ 

Intervention group 124 62  

(50%) 

1.51 (1.11 2.05) 0.008* 

 

Control group 124 

 

41  

(33.0%) 

  

$ Relative risk, @ 95% confidence interval, *p < 0.05 is significant 

Table 11 shows the intention-to-treat analysis for the change in behaviour to quit 

tobacco. All the study participants (N=248) who were recruited initially were 

included in the analysis by keeping no change in behaviour for those who were lost 

to follow-up. In intervention group about 50% had positive change in behaviour 

compared to 33% in control group. Among intervention group there is 1.5 times (1.11 

2.05) higher chance of positive change in behaviour in quitting tobacco compared to 

control group and is statistically significant with p=0.008. 
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Table 12. At 6 month per protocol analysis of stages of change in behaviour to 

quit tobacco among tobacco users  

 Change in behaviour to quit tobacco – per protocol 

Total Yes 

n (%) 

RR$ (95% CI)@ p value^ 

Intervention group 86 62  

(72%) 

1.49 (1.15 1.93) 0.002* 

 

Control group 85 

 

41 

(48.23%) 

  

$ Relative risk, @ 95% confidence interval, *p < 0.05 is significant 

Table 12 shows the per protocol analysis of change in behaviour to quit tobacco. In 

intervention group out of 124 study participants 38 were lost to follow up (30% drop-

out rate) and remaining 86 were included in the analysis. Among them about 72% 

had positive change in behaviuor in quitting tobacco. In control group, out of 124 

participants 39 were lost to follow-up (31% drop-out rate) and remaining 85 were 

included in the analysis. About 48.23% of them had positive change in behaviuor in 

quitting tobacco. Among intervention group there is 1.49 times (1.15 1.93) higher 

chance of change in behaviour to quit tobacco compared to control group and is 

statistically significant with p=0.002. 
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Table 13. Tobacco quit rate across the groups (N=248) 

Tobacco 

quit status 

Group A (n=124) 

n (%) 

Group B (n=124) 

n (%) 

Total p 

value@ 

Yes 32 (25.8%) 30 (24.19%) 62 (25%) 0.086 

No 54 (43.5%) 55 (44.3%) 109 (43.9%)  

Lost to 

follow-up 

38 (30.6%) 39 (31.4%) 77 (31.1%)  

@ chi square test. 

Table 13 showing the one month quit rate among the study participants (N=248). In 

the intervention group 25.8% of study participants had quit the tobacco and in control 

group 24.19% had quit the tobacco use but the difference across the groups were not 

statistically significant. 
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6 .DISCUSSION: 

6.1 Tobacco use behaviour of the study participants 

In the present study about 34% of the study participants smoked tobacco; smokeless 

tobacco use was found in about 62% of the study participants and 3.63% used both 

smoke and smokeless forms of tobacco. According to the GATS India Survey 2016-

17,(9) among the 28% of adults currently using tobacco in India, 10% are smokers, 

21% use smokeless tobacco whereas 7% use both forms. The tobacco use pattern in 

current study is comparable to the distribution of tobacco consumption in Karnataka 

according to the GATS 2 Survey wherein among the 22.8% of current tobacco users, 

around 6.5% are smokers, 14% are smokeless tobacco users and 2.3% use both 

forms. However, the distribution of smokers is less when compared to a study by 

D’Souza et al among participants attending a tobacco cessation clinic in Bangalore 

where most of the participants (98%) were smokers.(28) 

In the present study about 86% of the tobacco users were current daily users. This is 

comparable to the distribution of daily v/s occasional use of tobacco in another region  

(D’Souza et al in Bangalore, Girgis et al in Australia).(28,55) It is seen that most of 

the current tobacco users are daily users; 89% in India according to the GATS 2 

Survey.(9)  

In the present study about 54% of the participants reported knowledge of the harmful 

effects of tobacco. This was less when compared to the findings of Safa et al in a 

study among TB patients in Iran where 81% of the participants were aware of the 

hazardous effects of smoking on the lungs.(43) This maybe because about 50% of 

our study participants were illiterate. Also, according to the GATS Survey, it was 
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found that perceptions of harmful effects of tobacco use lessen with increasing age 

and more than 50% of our study participants were > 45 years old.(9) This could be an 

implication for media strategies for circulating information on hazardous effects of 

tobacco focusing on target groups like persons in older age group and with low 

literacy levels. 

The mean age of initiation of tobacco use this study was 21.5 years. This is 

comparable to the findings of D’Souza et al (22 years).(28) But this is higher in 

comparison with GATS 2 survey where it is 18.7 years in India and 19.8 years in 

Karnataka.(9) However, the age of initiation of tobacco use in the present study is 

higher when compared to other countries where tobacco users initiate at a much 

younger age. 

 

6.2 Stages of change of readiness to quit tobacco 

In the present study, around 41.1% of the participants were in the pre-contemplation 

stage to quit tobacco, while 39.1% were in the contemplation stage. We could find 

only very few studies from India reporting the tobacco users’ stages of readiness to 

quit. According to GATS 2 Survey which reported that about 75% of the tobacco 

users in India were in pre-contemplation stage and 13% were in contemplation 

stage.(9) However, in a study by D’Souza et al, the same were reported to be pre-

contemplation (14%) and contemplation (48%).(28) This difference in the stages from 

our study could be due to the said study was conducted among patients attending a 

tobacco cessation clinic who therefore are inherently different from other patients 

attending outpatient clinics.  
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In our study, more people were thinking of quitting tobacco when compared to the 

participants in other studies by Daoud et al, Dotinga et al, Wewers et al where more 

than 55% of the participants were in the pre-contemplation phase.(39,44,56) This may 

be because these studies were done in community settings, unlike the present study 

where all the participants presented to the hospital would have been advised by their 

physicians to quit tobacco. It may also be due to the social desirability bias. 

In the present study, only 19.7% of the tobacco users were in the preparation stage  

Preparation was reported to be 8.4% in the GATS 2 Survey and according to D’souza 

et al, 37% were in the preparation/action stage.(9,28) Increased access to cessation 

therapies is needed to facilitate the movement of tobacco users across the stages, i.e. 

from pre-contemplation stage to advanced SOC. 

 

6.3 Nicotine dependence among the tobacco users 

In the present study, among smokers (n=94) the mean (SD) dependence score was 

6.31 (2.45). This was higher in compared to the mean dependence score as reported 

by other studies {Daoud et al 4.2 (2.6), D’Souza et al 5.8 (2.5)}.(28,39)  

In our study, about 36% of the smokers had high nicotine dependence. This was 

comparable to the Girgis et al study among Arabic speakers in Australia where 36% 

reported high nicotine dependence.(55) However, according to Islam et al, in a study 

conducted in West Bengal, about 80% of the tobacco users had high dependence on 

nicotine.(29) This may be because they have reported dependence as a single 

proportion despite 44.5% of their study population being exclusive smokeless 

tobacco users. 
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In the present study, among smokeless tobacco (n=163) users the mean (SD) 

dependence score was 7.87 (2.89). This was lower than the mean score reported by 

D’Souza et al among exclusive tobacco chewers which was 10.8 (3.3).(28) This maybe 

because they have used the FTND-ST scale (total score=10) for measuring 

dependence whereas we have used the Modified Fagerstrom Questionnaire for 

Smokeless Tobacco Users (total score=16) as recommended by the Government of 

India in the Manual for Tobacco Cessation. There is a difference in the score based 

on variables like the length of the dipping day, the amount of time a fresh dip is kept 

in the amount and craving for tobacco if not used for two hours. Hence, our scores 

are much lower accounting for the lower dependence level. Further studies are 

needed to explore the nicotine dependence level among smokeless tobacco users 

using standardized tools. 

In our study, only 36% of smokeless tobacco users had high nicotine dependence. 

According to Shanti et al, in a study among 90 tobacco chewers in Bhopal all the 

participants were reported to have high dependence on nicotine.(28) This could be 

because their definition of high dependence included only two constructs from the 

Fagerstrom scale; i.e., use within 30 minutes of waking up and more than 25 dips per 

day. This could also be because all their participants were in the pre-contemplation 

stage of readiness to quit. 

Thus, in our study, nicotine dependence was almost equal among smokers (36.1%) 

and in tobacco chewers (36.8%). Most of the evidence on nicotine dependence comes 

from studies where the majority of the tobacco users are smokers. In India, since 

almost a quarter (26%) of the adult population uses smokeless tobacco, a stratified 

analysis may be required to comment on the differences in nicotine dependence 
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among smoke and smokeless tobacco users and therefore in quitting behaviour. 

6.4 Motivation level to quit tobacco 

There are many studies which describe the tobacco user’s level of motivation to quit 

tobacco; however, we have limited our discussion to only those studies which have 

used the Richmond test to measure the individual’s motivation to quit. 

In the present study, a greater number of study participants who were thinking of 

quitting tobacco reported low or medium motivation (52% and 35% respectively). 

Only 13% had a high motivation to quit. This is in contrast to another study done by 

Pawlina et al among smokers seeking treatment for smoking cessation in Brazil 

where motivation level was as high as 51% among smokers.(57) This could be due to 

lack of support (tobacco social environment: friends/colleagues /family members 

who also use tobacco) and poor access to cessation services in our setting. The 

National Tobacco Control Program has been launched by the Ministry of Health 

and Family Welfare in India in 2008 to reduce the tobacco burden in the country by 

creating a supportive tobacco-free environment, however it is in its infancy stage.(58) 

In this study, the mean (SD) score using the Richmond test for motivation was 6.36 

(±2.33) which corresponded to a low motivation to quit. The mean Richmond score 

in our study was higher than those reported by Khalil et al and Cordoba et al (4.4 and 

4.8 respectively).(47,59) 

 6.5 Very brief telephonic counselling in improving behavioural stage in quitting 

tobacco 

In the current study among the current tobacco users showed positive change in 

behaviour in both intervention and control group. By intention to treat analysis, at six 
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months the positive change in behaviour was more in intervention group (50%) 

compared to control group (33%) and the difference was statistically significant {RR, 

95% confidence interval were 1.51, (1.11 2.05) respectively}. This was the first study 

done on stages of change in behaviour to quit tobacco.  There are no studies with the 

similar outcome to compare. 

According to per-protocol analysis, at 6 months the positive change in behaviour was 

more in the intervention group (72%) compared to the control group and the 

difference was statistically significant {RR, 95% confidence interval were 1.49, (1.15 

1.93) respectively}. There are no studies with the outcome as stages of change in 

behaviour to quit tobacco to compare. 

At six months, the one month quit rate among intervention group was 25.8% and 

among control group it was 24.1%, the difference was not statistically significant 

between the groups. In a study by Wu et al, seven day quit rate at 6 month among 

smokers in control group (only baseline face-to-face counselling) it was 16.1% and 

in intervention group (face-to-face counselling plus 1, 3, 6 monthly telephonic brief 

counselling) it was 25.9% in control group.(31) This difference might be because the 

study by Wu et al was done in a smoking cessation centre where people will be highly 

motivated to quit tobacco. It was a non-randomized controlled trial done only on 

smokers and they have considered 7-day abstinence rate. In our study we have not 

calculated sample size for the quit rate (not our study objective) and we have included 

both smokers and smokeless tobacco users. According to Radhakrishna et al a 

community based study, the smoking abstinence rate among intervention group  

(face-to-face counselling plus telephonic follow up) was 14.7% and 6.8% in the 

control group (receiving general awareness training and anti-tobacco leaflets).(48) The 
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difference could be because of the study setting, as our study was a hospital based 

study, the proportion of elderly, women and those with any chronic morbidity in the 

study population may not be representative of the tobacco users in the community. 
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7. SUMMARY AND CONCLUSION 

A facility based–open label parallel design Randomized Controlled Trial was done to 

assess the effectiveness of monthly individualized very brief telephonic counselling 

in changing the behaviour to quit tobacco as per the trans-theoretical model among 

the current tobacco users attending the screening OPD of RLJH&RC, Kolar during 

the months of May 2019 and June 2020.  

A total of 248 participants were recruited and randomized into two equal groups. For 

intervention group monthly individualized very brief telephonic counselling was 

given for three consecutive months following baseline face-to-face counseling for all 

the study participants. The outcome (change in behaviour) was assessed after six 

months from the date of recruitment for both the groups. 

At baseline, about 41%, 39.1% and 19% of the participants in the study were in pre-

contemplation, contemplation, and preparation stage respectively. 

By intention-to-treat analysis, about 50% had positive change in behaviour in 

intervention group compared to 33% in control group and was statistically significant 

{RR (95% CI): 1.5 (1.11 2.05) (p=0.008)}. 

According to per protocol analysis 72% had positive change in behaviour in 

intervention group compared to 48.23% in control group and was statistically 

significant {RR (95% CI):1.49 (1.15 1.93) (p=0.002)}. 

The study shows that the very brief telephonic counselling was effective in positively 

changing the behaviour to quit tobacco among the current tobacco users and it is a 

feasible and acceptable by the tobacco users.  



67 
 

 

 

 

 

RECOMMENDATIONS 
 

 

 

 

 

 

 

 

 

 



68 
 

 

8. RECOMMENDATIONS 

Monthly individualized very brief telephonic counseling was effective in changing 

the behaviour to quit tobacco. The doctors play a significant role in changing the 

behaviour of tobacco use among the patients attending the hospital. We, therefore, 

recommend all the doctors to take an active and continual role in motivating them 

to quit tobacco. Hence, considering the time constrain very brief telephonic 

counseling by the doctor will improve the positive change in behaviour as it is found 

effective in the study. 
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LIMITATIONS 
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9. LIMITATIONS 

1. There is the possibility of social desirability bias in the study. 

2. The individuals’ tobacco use behaviour was self-reported and the study 

participants were not supervised by the investigator nor from the other 

family members who could have been the supervisor. 

3. The intervention group received more attention from the counselling and 

is might have been more inclined to falsely report abstinence. The 

biochemical verification of abstinence could have been done (exhaled 

carbon monoxide test).  

4. This is a hospital-based study where the patients will be motivated and 

more receptive to counseling, so the results may not be generalized to the 

tobacco users in the community. 

 

 

 

 

 

 

 

 

 



71 
 

 

 

 

 

 

 

REFERENCE 
 

 
 

 

 

 

 

 

 



72 
 

10. REFERENCES 

1.  World Health Organization. WHO report on the global tobacco epidemic, 2017: 

monitoring tobacco use and prevention policies. Geneva, Switzerland: World Health 

Organization; 2017.  

2.  World Health Organization, Control R for IT. WHO report on the global tobacco 

epidemic, 2008: the MPOWER package. World Health Organization; 2008.  

3.  Sinha DN, Palipudi KM, Gupta PC, Singhal S, Ramasundarahettige C, Jha P, et al. 

Smokeless tobacco use: a meta-analysis of risk and attributable mortality estimates for 

India. Indian J Cancer. 2014;51(Suppl 1):S73-7.  

4.  Gupta PC. Mouth cancer in India: a new epidemic? J Indian Med Assoc. 

1999;97(9):370–3.  

5.  Shimkhada R, Peabody JW. Tobacco control in India. Bull World Health Organ. 

2003;81:48–52.  

6.  World Health Organization. fact sheet on Tuberculosis and tobacco. 2009.  

7.  World Health Organization. The WHO framework convention on tobacco control: 10 

years of implementation in the African region. World Health Organization; 2015.  

8.  World Health Organization. WHO framework convention on tobacco control. World 

Health Organization; 2003.  

9.  Tata Institute of Social Sciences MM of H and FW, India G of. Global Adult Tobacco 

Survey: India 2016-17 Report. New Delhi, India; 2018.  

10.  Eriksen M, Mackay J, Schluger N, Gomeshtapeh FI, Drope J. The Tobacco Atlas: Fifth 

Edtion. Am Cancer Soc Inc, Atlanta, GA. 2015;  

11.  Yasin SM, Taib KM, Zaki RA. Reliability and construct validity of the Bahasa Malaysia 

version of transtheoretical model (TTM) questionnaire for smoking cessation and 

relapse among Malaysian adult. Asian Pacific J Cancer Prev. 2011;12:1439–43.  

12.  Cabezas C, Martin C, Granollers S, Morera C, Ballve JL, Zarza E, et al. Effectiveness 

of a stepped primary care smoking cessation intervention (ISTAPS study): design of a 

cluster randomised trial. BMC Public Health. 2009;9(1):1–11.  

13.  Campbell S, Swinbourne A, Cadet-James Y, McKeown D, McDermott R. Stages of 



73 
 

change, smoking behaviour and readiness to quit in a large sample of indigenous 

Australians living in eight remote north Queensland communities. Int J Environ Res 

Public Health. 2013;10(4):1562–71.  

14.  Mishra GA, Pimple SA, Shastri SS. An overview of the tobacco problem in India. Indian 

J Med Paediatr Oncol Off J Indian Soc Med Paediatr Oncol. 2012;33(3):139.  

15.  Cosci F, Pistelli F, Lazzarini N, Carrozzi L. Nicotine dependence and psychological 

distress: outcomes and clinical implications in smoking cessation. Psychol Res Behav 

Manag. 2011;4:119.  

16.  Rafful C, García-Rodríguez O, Wang S, Secades-Villa R, Martínez-Ortega JM, Blanco 

C. Predictors of quit attempts and successful quit attempts in a nationally representative 

sample of smokers. Addict Behav. 2013;38(4):1920–3.  

17.  West R. Assessment of dependence and motivation to stop smoking. Bmj. 

2004;328(7435):338–9.  

18.  Rooban T, Kumar PDM, Ranganathan K. Reach of mass media among tobacco users in 

India: A preliminary report. Indian J Cancer. 2010;47(5):53.  

19.  Zimmerman GL, Olsen CG, Bosworth MF. A’stages of change’approach to helping 

patients change behavior. Am Fam Physician. 2000;61(5):1409–16.  

20.  Stead LF, Hartmann‐Boyce J, Perera R, Lancaster T. Telephone counselling for smoking 

cessation. Cochrane database Syst Rev. 2013;(8).  

21.  Directorate General of Health Services, Ministry of Health and Family Welfare G of I. 

National guidelines for tobacco cessation.  

22.  Zuo L, He F, Sergakis GG, Koozehchian MS, Stimpfl JN, Rong Y, et al. Interrelated 

role of cigarette smoking, oxidative stress, and immune response in COPD and 

corresponding treatments. Am J Physiol Cell Mol Physiol. 2014;307(3):L205–18.  

23.  Martins-Green M, Adhami N, Frankos M, Valdez M, Goodwin B, Lyubovitsky J, et al. 

Cigarette smoke toxins deposited on surfaces: implications for human health. PLoS One. 

2014;9(1):e86391.  

24.  Tobacco N, Programme C. Tobacco Dependence Treatment Guidelines Tobacco 

Dependence Treatment Guidelines.  

25.  Girma E, Assefa T, Deribew A. Cigarette smokers’ intention to quit smoking in Dire 



74 
 

Dawa town Ethiopia: an assessment using the Transtheoretical Model. BMC Public 

Health. 2010;10(1):1–7.  

26.  Heatherton TF, Kozlowski LT, Frecker RC, FAGERSTROM K. The Fagerström test for 

nicotine dependence: a revision of the Fagerstrom Tolerance Questionnaire. Br J Addict. 

1991;86(9):1119–27.  

27.  Fagerstrom K. Time to first cigarette; the best single indicator of tobacco dependence? 

Monaldi Arch Chest Dis. 2003;59(1):91–4.  

28.  D’Souza G, Rekha DP, Sreedaran P, Srinivasan K, Mony PK. Clinico-epidemiological 

profile of tobacco users attending a tobacco cessation clinic in a teaching hospital in 

Bangalore city. Lung India Off Organ Indian Chest Soc. 2012;29(2):137.  

29.  Islam K, Saha I, Saha R, Khan SAS, Thakur R, Shivam S. Predictors of quitting 

behaviour with special reference to nicotine dependence among adult tobacco-users in a 

slum of Burdwan district, West Bengal, India. Indian J Med Res. 2014;139(4):638.  

30.  Wu L, He Y, Jiang B, Zuo F, Liu Q, Zhang L, et al. Additional follow-up telephone 

counselling and initial smoking relapse: a longitudinal, controlled study. BMJ Open. 

2016;6(4).  

31.  Wu L, He Y, Jiang B, Zuo F, Liu Q, Zhang L, et al. Effectiveness of additional follow-

up telephone counseling in a smoking cessation clinic in Beijing and predictors of 

quitting among Chinese male smokers. BMC Public Health. 2015;16(1):63.  

32.  Services USD of H and H. The health benefits of smoking cessation. A Rep Surg Gen 

Off Smok Heal. 1990;  

33.  Arefalk G, Hambraeus K, Lind L, Michaëlsson K, Lindahl B, Sundström J. 

Discontinuation of smokeless tobacco and mortality risk after myocardial infarction. 

Circulation. 2014;130(4):325–32.  

34.  Cohen S, Lichtenstein E, Prochaska JO, Rossi JS, Gritz ER, Carr CR, et al. Debunking 

myths about self-quitting: Evidence from 10 prospective studies of persons who attempt 

to quit smoking by themselves. Am Psychol. 1989;44(11):1355.  

35.  World Health Organization. mpower: Offer help to quit tobacco use [Internet]. 2008. 

Available from: http://www.who.int/tobacco/mpower/offer/en/ 

36.  Whittaker R, McRobbie H, Bullen C, Rodgers A, Gu Y. Mobile phone‐based 



75 
 

interventions for smoking cessation. Cochrane database Syst Rev. 2016;(4).  

37.  DiClemente CC, Prochaska JO, Fairhurst SK, Velicer WF, Velasquez MM, Rossi JS. 

The process of smoking cessation: an analysis of precontemplation, contemplation, and 

preparation stages of change. J Consult Clin Psychol. 1991;59(2):295.  

38.  Prochaska JO, Velicer WF. The transtheoretical model of health behavior change. Am J 

Heal Promot. 1997;12(1):38–48.  

39.  Daoud N, Hayek S, Muhammad AS, Abu-Saad K, Osman A, Thrasher JF, et al. Stages 

of change of the readiness to quit smoking among a random sample of minority Arab-

male smokers in Israel. BMC Public Health. 2015;15(1):672.  

40.  Mbulo L. The process of cessation among current tobacco smokers: A cross-sectional 

data analysis from 21 countries, Global Adult Tobacco Survey, 2009–2013. Prev 

Chronic Dis. 2015;12.  

41.  Sharifirad G, Charkazi A, Berid, Ghourchaei Araz Shahnazi H, Moudi M, M KG. 

Smoking behavior based on stages of change model among Iranian male students in 

2009-2010 academic year. 2012;  

42.  Koyun A, Eroglu K. The transtheoretical model use for smoking cessation. Eur J Res 

Educ. 2014;(Special Issue):130–4.  

43.  Gil KM, Schrop SL, Kline SC, Kimble EA, McCord G, McCormick KF, et al. Stages of 

change analysis of smokers attending clinics for the medically underserved. J Fam Pract. 

2002;51(12):1018.  

44.  Dotinga A, Schrijvers CTM, Voorham AJJ, Mackenbach JP. Correlates of stages of 

change of smoking among inhabitants of deprived neighbourhoods. Eur J Public Health. 

2005;15(2):152–9.  

45.  Sarbandi F, Niknami S, Hidarnia A, Hajizadeh E, Montazeri A. The transtheoretical 

model (TTM) questionnaire for smoking cessation: psychometric properties of the 

Iranian version. BMC Public Health. 2013;13(1):1186.  

46.  DiClemente CC, Nidecker M, Bellack AS. Motivation and the stages of change among 

individuals with severe mental illness and substance abuse disorders. J Subst Abuse 

Treat. 2008;34(1):25–35.  

47.  Bou Khalil R, Aoun-Bacha Z, Hlais S, Richa S. Smokers’ knowledge about smoking-



76 
 

related health problems in Lebanon. Subst Use Misuse. 2014;49(3):270–6.  

48.  Jayakrishnan R, Uutela A, Mathew A, Auvinen A, Mathew PS, Sebastian P. Smoking 

cessation intervention in rural kerala, India: findings of a randomised controlled trial. 

Asian Pac J Cancer Prev. 2013;14(11):6797–802.  

49.  Blebil AQ, Sulaiman SAS, Hassali MA, Dujaili JA, Zin AM. Impact of additional 

counselling sessions through phone calls on smoking cessation outcomes among 

smokers in Penang State, Malaysia. BMC Public Health. 2014;14(1):460.  

50.  Handbook DC. District census handbook. 2011;  

51.  Han YW, Mohammad M, Liew SM. Effectiveness of a brief physician counselling 

session on improving smoking behaviour in the workplace. Asian Pac J Cancer Prev. 

2014;15(17):7287–90.  

52.  Pandey VK, Aggarwal P, Kakkar R. Modified BG Prasad Socio-economic 

Classification, Update-2019. Indian J Community Heal. 2019;31(1).  

53.  Definition of Skilled, Semi Skilled and Unskilled as per Delhi Minimum Wages | HR 

SUCCESS TALK FORUM [Internet]. Available from: 

https://hrsuccesstalk.com/forum/Thread-Definition-of-Skilled-Semi-Skilled-and-

Unskilled-as-per-Delhi-Minimum-Wages 

54.  Organization WH. Toolkit for delivering the 5A’s and 5R’s brief tobacco interventions 

to TB patients in primary care. 2014;  

55.  Girgis S, Adily A, Velasco M-J, Zwar NA, Ward JE, Jalaludin BB, et al. Smoking 

patterns and readiness to quit-a study of the Australian Arabic community. Aust Fam 

Physician. 2009;38(3):154.  

56.  Wewers ME, Stillman FA, Hartman AM, Shopland DR. Distribution of daily smokers 

by stage of change: Current Population Survey results. Prev Med (Baltim). 

2003;36(6):710–20.  

57.  Pawlina MMC, Rondina R de C, Espinosa MM, Botelho C. Depression, anxiety, stress, 

and motivation over the course of smoking cessation treatment. J Bras Pneumol 

[Internet]. 2015 Sep 1 [cited 2020 Nov 28];41(5):433–9. Available from: 

http://dx.doi.org/10.1590/S1806-37132015000004527 

58.  Kaur J, Jain DC. Tobacco control policies in India: implementation and challenges. 



77 
 

Indian J Public Health. 2011;55(3):220.  

59.  Córdoba R, Martín C, Casas R, Barberá C, Botaya M, Hernández A, et al. [Value of 

brief questionnaires in predicting smoking cessation in primary care]. Aten primaria. 

2000 Jan;25(1):32–6.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



78 
 

 

 

 

 

 

ANNEXURES 
 

 
 

 

 

 

 

 



79 
 

Annexure Ⅰ 

Proforma for data collection  

Section A:         Form 

No.: 

1. Name:  

2. Address:  

3. Socio-demographic details  

Age   

Gender   

Education   

Occupation  

Marital status  

Total monthly family income  

Number of family members   

Number of children in the house  

Type of ration card  

Presence of chronic disease  

  

Section B:  

1. Do you currently smoke or chew tobacco products? Yes/No if yes, 

proceed further  

2. What type of tobacco products do you use? Smoke .................... 

Smokeless..................Both........  

3. At what age did you start using tobacco products? smoke........ 

smokeless......   
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4. How frequently do you use tobacco products? Occasionally/few days in 

a week/every day  

5. How do you purchase tobacco products? Single unit / Many units at a 

time / In packets  

6. Do you keep any tobacco products at home or work place to use during 

spare time? Yes/No  

7. Do you know the harmful effects / diseases as a result of tobacco use? 

Yes/No  

  If yes, 

enumerate.................................................................................................. 

8. Have you ever thought of quitting smoking? Yes / No   if yes, proceed 

further  

9. Have you discussed with someone that you want to quit tobacco? 

Yes/No  

       If yes, with whom........................  

 10. Do you have a plan to quit tobacco use? Yes / No  

11. Have you set any time frame to quit tobacco use? Yes / No  

 If yes, when: Within a month/Within next 2-3 months/within next 6 

months / beyond  

 

12. How you are planning to cut down the use of tobacco products?  

13. Have you taken any steps to cut down your tobacco use? Yes / No  
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         If yes, enumerate................  

14. Have you ever attempted quitting tobacco use? Yes / No  

        If yes,  

                 Reasons for failed quit attempt...........................................  

                 Reasons for quit attempt.......................................................  
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Annexure Ⅱ 

PROFORMA: Fagerstrom Tobacco Addiction Scale for smokers to know 

the Nicotine Dependency among smokers.  

1. How soon after you awake do you smoke your first cigarette?  

0. After 30 minutes  1. Within 30 minutes  

2. Do you find it difficult to refrain from smoking in places where it is 

forbidden, such as the library, theatre, or doctors' office?  

0. No    1. Yes  

3. Which of all the cigarettes you smoke in a day is the most satisfying?  

0. Any other than the first one in the morning  

1. The first one in the morning  

4. How many cigarettes a day do you smoke? 

0. 1‐15  

1. 16‐25  

2. More than 26  

5. Do you smoke more during the morning than during the rest of the day?  

0. No  

1. Yes  

6. Do you smoke when you are so ill that you are in bed most of the day?  

0. No  

1. Yes  

  7. Does the brand you smoke have a low, medium, or high nicotine 

content?  

0. Low  

1. Medium  

2. High  
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8. How often do you inhale the smoke from your cigarette?  

0. Never 

1. Sometimes 

2. Always 
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Annexure Ⅲ 

PROFORMA: Modified Fagerstrom Tobacco Addiction Scale to know 

the Nicotine Dependency among smokeless tobacco users.  

1. After a normal sleeping period, do you use smokeless tobacco within 

30 minutes of  

waking?  

a) Yes  

b) No  

2. Do you use smokeless tobacco when you are sick or have mouth sores?  

a) Yes  

b) No  

3. How many times do you use tobacco per week?  

a) Less than 2 times  

b) More than 2 times  

c) More than 4 times  

4. Do you intentionally swallow your tobacco juices rather than spit?  

a) Never  

b) Sometimes  

c) Always 

 5. Do you keep a dip or chew in your mouth almost all the time?  

a) Yes  

b) No  

6. Do you experience strong cravings for a dip or chew when you go for 

more than two hours without one?  

a) Yes  

b) No  

7. On average, how many minutes do you keep a fresh dip or chew in 

your mouth?  

a) 10-19 minutes  

b) 20-30 minutes  

c) More than 30 minutes  

8. What is the length of your dipping day (total hours from first dip/chew 

in a.m. to last dip/chew in p.m.)?  
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a) Less than 14.5 hours  

b) More than 14.5 hours  

c) More than 15 hours  

9. On average, how many dips/chews do you take each day?  

a) 1-9 times  

b) 10-15 times  

c) > 15 times 
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ANNEXURE Ⅳ 

PROFORMA: Richmond Test for motivation (Among those who are 

thinking of quitting) to know the level of motivation to quit tobacco 

 

1. Would you like to quit tobacco if you could do it easily?  

                        No   - 0 points 

                        Yes   - 1 point 

2. How interested are you to quit tobacco?  

                      Not at all  - 0 points  

                      A little   - 1 point  

                      A lot   - 2 points  

                      Very interested  - 3 points  

3. Will you try to stop using tobacco in the following two weeks?  

                      Definitely not  - 0 points  

                      Perhaps   - 1 point  

                      Yes   - 2 points  

                      Definitely yes  - 3 points  

4. How likely are you to be a non-tobacco user in the following 6 

months? 

                        Definitely not  - 0 points  

                        Perhaps  - 1 point  

                        Yes   - 2 points  

                        Definitely yes  - 3 points 
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ANNEXURE Ⅴ 

PROFORMA: Tobacco Cessation Follow - Up Survey 

Follow ‐ Up Period:    

Follow-up Date Seconds of counselling 

First   

Second   

Third   

 

1. Have you quit tobacco? Yes / No 

2. Do you have a plan to quit tobacco use? Yes / No 

3. Have you set any time frame to quit tobacco use? Yes / No  

If yes, when:  

a) Within a month 

b) Within next 2-3 months 

c) Within next 6 months  

d) Beyond 
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ANNEXURE Ⅵ 

Institutional Ethical Committee Certificate 
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ANNEXURE Ⅷ 

Modified B G Prasad Classification 

Socio-Economic status: Modified B.G. Prasad classification was used for 

socio-economic status for rural and urban families according to per capita 

income 2019 

Modified BG Prasad classification according to 2019.(52) 

Socio-economic 

classification 

Social 

class 

Per capita monthly income 

In 1961 2019 

Upper class Ⅰ ≥ 100 ≥ 7008 

Upper middle 

class 

Ⅱ 50-99 3504-7007 

Middle class Ⅲ 30-49 2102-3503 

Lower middle 

class 

Ⅳ 15-29 1051-2101 

Lower class Ⅴ <15 1050 and below 
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ANNEXURE VIII a 

ಪ್ರ ಶ್ನಾ ವಳಿ 

ªÀiÁ»w ಸಂಗ್ರ ಹ £ÀªÀÄÆ£É 

ವಿಭಾಗ್ A:      ಫಾರ್ಮ್ ಸಂಖೆ್ಯ : 

1. ಹೆಸರು: 

2. ವಿಳಾಸ: 

3. ಸಾಮಾಜಿಕ-ಜನಸಂಖೆ್ಯ  ವಿವರಗ್ಳು 

ವಯಸ್ಸು   

ಲಿಂಗ್  

ಶಿಕ್ಷಣ     

ಉದೆ್ ೋಗ್  

ವೈವಾಹಿಕ ಸಿ್ಥ ತಿ  

ಒಟ್ಟು  ಮಾಸ್ಥಕ ಕುಟ್ಟಿಂಬ ಆದಾಯ  

ಕುಟ್ಟಿಂಬದ ಸದಸೆ ರ ಸಂಖೆ್ಯ   

ಮನೆಯಲಿರುವ ಮಕಕ ಳ ಸಂಖೆ್ಯ   

ರೇಷನ್ ಕಾರ್ಡ್ ಪ್ರ ಕಾರ  

ದೋರ್್ಕಾಲದ ಕಾಯಿಲೆ ಇರುವಿಕೆ  

  

ವಿಭಾಗ್ ಬಿ: 

1. ನೋವು ಪ್ರ ಸ್ಸು ತ ಧೂಮಪಾನ ಉತಪ ನಾ ಗ್ಳನ್ನಾ  ಧೂಮಪಾನ ಮಾಡುತಿು ೋರಾ 

ಅಥವಾ ಅಗಿಯುತಿು ದದ ೋರಾ?   ಹೌದು / ಇಲಿ  ಹೌzÁzÀgÉ, ಮಿಂದುವರಿಯಿರಿ 

2. ನೋವು ಯಾವ ವಿಧದ ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳನ್ನಾ  ಬಳಸ್ಸತಿು ೋರಿ? ಧೂಮಪಾನ 

.................... ಹೊಗೆರಹಿತ.................. ಎರಡೂ........  

3. ಯಾವ ವಯಸ್ಥು ನಲಿ  ನೋವು ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳನ್ನಾ  §¼À¸À®Ä 

¥ÁægÀA©ü¹¢ÝÃj? ಧೂಮಪಾನ........ ಹೊಗೆರಹಿತ......  

4. ನೋವು ಎಷ್ಟು  ಬಾರಿ ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳನ್ನಾ  ಬಳಸ್ಸತಿು ೋರಿ? ಕೆಲವೊಮೆ್ಮ  / 

ವಾರದಲಿ  ಕೆಲವು ದನಗ್ಳು/ ಪ್ರ ತಿ ದನ 
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5. ನೋವು ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳನ್ನಾ  ಹೇಗೆ ಖರಿೋದಸ್ಸತಿು ೋರಿ? ಏಕ ರ್ಟಕ / ಒಿಂದು 

ಸಮಯದಲಿ  ಅನೇಕ ರ್ಟಕಗ್ಳು / ಪೆಾ ಕೆಟಗ ಳಲಿ  

6. ನೋವು ಯಾವುದೇ ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳನ್ನಾ  ಮನೆಯಲಿ  ಅಥವಾ PÉ®¸À 

ªÀiÁqÀÄªÀ ¸ÀÜ¼ÀzÀ°è 

ElÄÖ CzÀ£ÀÄß ಬಿಡುವಿನ ವೇಳೆಯಲಿ  §¼À¸ÀÄwÛÃgÁ? ಹೌದು / ಇಲಿ  

7. ತಂಬಾಕು ಬಳಕೆಯಿಿಂದಾUÀÄªÀ ಹಾನಕಾರಕ ಪ್ರಿಣಾಮಗ್ಳು / ರೋಗ್ಗ್ಳು 

ನಮಗೆ ತಿಳಿದದೆಯೇ? ಹೌದು /ಇಲಿ  

        ºËzÁzÀgÉ, «ªÀj¹..................... 

8. ನೋವು ಎಿಂದಾದರೂ ಧೂಮಪಾನವನ್ನಾ  ತೊರೆAiÀÄ®Ä ಯೋಚಿಸ್ಥದದ ೋರಾ? 

ಹೌದು / ಇಲಿ  ಹೌದು, ಮಿಂದುವರಿಯಿರಿ 

 

9. ನೋವು vÀA¨ÁPÀÄ ¸ÉÃªÀ£É¬ÄAzÀ ºÉÆgÀ§gÀ®Ä ¨ÉÃgÉAiÀÄªÀgÉÆA¢UÉ 

ಚಚಿ್ಸ್ಥದದ ೋರಾ? ಹೌದು / ಇಲಿ  

        ºËzÁzÀgÉ, AiÀiÁರಿಂದಗೆ ........................ 

 10. ನೋವು ತಂಬಾಕು ಸೇವನೆಯನ್ನಾ  ತೊರೆಯುವ ಯೋಜನೆಯನ್ನಾ  

ಹೊಿಂದದದ ೋರಾ? ಹೌದು / ಇಲಿ  

11. ತಂಬಾಕು ಬಳಕೆಯಿಿಂದ ಹೊರಬರಲು ನೋವು ಯಾವುದೇ ಸಮಯ 

ಚೌಕಟು ನ್ನಾ  ಹೊಿಂದದದ ೋರಾ? ಹೌದು/ ಇಲಿ  

       ºËzÁzÀgÉ, ಯಾವಾಗ್: ಒಿಂದು ತಿಿಂಗ್ಳೊಳಗೆ / ಮಿಂದನ 2-3 ತಿಿಂಗ್ಳುಗ್ಳಲಿ  

/ ಮಿಂದನ 6 ತಿಿಂಗ್ಳೊಳಗೆ / ಅದಕ್ಕ ಿಂತ ಆಚೆ 

12. ನೋವು ತಂಬಾಕು ಉತಪ ನಾ ಗ್ಳ ಬಳಕೆಯನ್ನಾ  ಕಡಿತಗೊಳಿಸಲು ಹೇಗೆ 

ಯೋಜಿಸ್ಸತಿು ದದ ೋರಿ?  
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13. ತಂಬಾಕು ಸೇವನೆಯನ್ನಾ  ಕಡಿತಗೊಳಿಸಲು ನೋವು AiÀiÁªÀÅzÁzÀgÀÆ 

ಕರ ಮಗ್ಳನ್ನಾ  ತೆಗೆದುಕಿಂಡಿದದ ೋರಾ? ಹೌದು/ ಇಲಿ  

        ºËzÁzÀgÉ, «ªÀj¹...................  

14. ನೋವು ಎಿಂದಾದರೂ ತಂಬಾಕು ಸೇವನೆಯನ್ನಾ  ತೊರೆಯಲು 

ಪ್ರ ಯತಿಾ ಸ್ಥದದ ೋರಾ? ಹೌದು / ಇಲಿ  

               ºËzÁzÀgÉ, 

          ¤ªÀÄä ಪ್ರ ಯತಾ  ವಿಫಲವಾUÀ®Ä ಕಾರಣಗ್ಳು...........................................  

           ನೋವು  ತಂಬಾಕು vÉÆgÉAiÀÄ®Ä ಕಾರಣಗ್ಳು .--------------------------- 
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ANNEXURE VIII b 

ಧೂಮಪಾನಗ್ಳಿಗೆ ಫೇಜಸಾು ರ್ರ್ಮ ತಂಬಾಕು ಅಡಿಕ್ಷನ್ ಸ್ಕ ೋಲ್ 

1. ನೋವು ªÀÄÄAeÁ£É ಎಚಚ ರವಾದ JµÀÄÖ¸ÀªÀÄAiÀÄzÀ ನಂತರ  ಮೊದಲ 

ಧೂಮಪಾನªÀ£ÀÄß ಮಾಡುತಿು ೋರಾ?  

30 ನಮಿಷಗ್ಳ ನಂತರ/ 30 ನಮಿಷಗ್ಳಲಿ  

 

2. ಲೈಬರ ರಿ, ಥಿಯೇಟರ್, ಅಥವಾ ವೈದೆ ರ ಕಚೇರಿ ಮಿಂತಾದ ನಷೇಧಿಸ್ಥರುವ 

ಸಿ ಳಗ್ಳಲಿ  ಧೂಮಪಾನವನ್ನಾ  ತಡೆಯುವುದು ಕಷು  ಎಿಂದು ನೋವು 

ಕಂಡುಕಳುು ತಿು ೋರಾ??  

0. ಇಲಿ  

1. ಹೌದು 

3. ನೋವು ದನದ AiÀiÁªÀ ¸ÀªÀÄAiÀÄzÀ°èಧೂಮಪಾನ ªÀiÁrzÀgÉ ಹೆಚ್ಚಚ  

ತೃಪ್ತು ಕರವಾಗಿgÀÄvÀÛzÉ?  

0. ಬೆಳಿಗೆಗ  ªÉÆzÀ®£ÉAiÀÄzÀ£ÀÄß ©lÄÖ ¨ÉÃgÉ ¸ÀªÀÄAiÀÄzÀÄÝ 

1. ಬೆಳಿಗೆಗ  ಮೊದಲನೆಯದು 

4. ದನಕೆಕ  ಎಷ್ಟು  ಸ್ಥಗ್gÉÃlÄUÀಳ ಧೂಮಪಾನ ಮಾಡುwÛÃgÀ? 

0. 1‐15  

1. 16‐25  

2. 26 ಕ್ಕಕ  ಹೆಚ್ಚಚ  

5. ದನದ ಉಳಿದ ದನಗ್ಳಿಗಿಿಂತ ಹೆಚ್ಚಚ  ಬೆಳಿಗೆಗ  ನೋವು ಧೂಮಪಾನ 

ಮಾಡುತಿು ೋರಾ?  

0. ಇಲಿ   

1. ಹೌದು 

6. ನೋವು ಅನಾರೋಗೆ್ ದಿಂದ §¼À®ÄwÛzÀÄÝ ಹೆಚಿಚ ನ ¸ÀªÀÄAiÀÄ ಹಾಸ್ಥಗೆಯ  

ªÉÄÃ°gÀÄªÁUÀ®Æ ಧೂಮಪಾನ ಮಾಡುತಿು ೋರಾ?  
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0. ಇಲಿ   

1. ಹೌದು 

 7. ನೋವು ಧೂಮಪಾನ ಮಾಡುವ ಬಾರ ೆ ಿಂರ್ಡ ಕಡಿಮ್ಮ, ಮಧೆ ಮ ಅಥವಾ 

ಹೆಚಿಚ ನ ನಕೋಟಿನ್ CA±ÀªÀ£ÀÄß ಹೊಿಂದರುತು ದೆಯೇ??  

0. ಕಡಿಮ್ಮ  

1 ಮಧೆ ಮ  

2. ಹೆZÀÄÑ 

8. ನೋವು ಧೂಮಪಾನ ಮಾಡುªÁUÀ ಹೊಗೆಯನ್ನಾ   ಎಷ್ಟು  ಬಾರಿ 

¸ÉÃ«¸ÀÄwÛÃj?  

0. ಎಿಂದಗೂ ಇಲಿ  

1. ಕೆಲವೊಮೆ್ಮ  

2. ಯಾವಾಗ್ಲೂ 
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ANNEXURE VIII c 

ಪ್ರ ಶ್ನಾ ವಳಿ 

 

ºÉÆUÉgÀ»vÀ ತಂಬಾಕು ಬಳಕೆದಾರರಿಗೆ ಮಾಪ್್ಡಿಸ್ಥದ 

ಫೇಜಸಾು ರ್ರ್ಮ  

 

 1. ¤ÃªÀÅ ªÀÄÄAeÁ£É JzÀÝ £ÀAvÀgÀ 30 ¤«ÄµÀzÉÆ¼ÀUÉ ºÉÆUÉgÀ»vÀ 

vÀA¨ÁPÀ£ÀÄß ¸ÉÃ«¸ÀÄwÛÃgÀ? 

a. ಇಲಿ   

b. ಹೌದು 

2. ನೋವು ಅನಾರೋಗೆ್  ಅಥವಾ ಬಾಯಿ ಹುಣ್ಣು  ಹೊಿಂದgÀÄªÁUÀ ಹೊಗೆರಹಿತ 

vÀA¨ÁPÀ£ÀÄß ¸ÉÃ«¸ÀÄwÛÃgÀ?  

a. ಇಲಿ   

b. ಹೌದು 

3.  ನೋವು ªÁgÀzÀ°è JµÀÄØ ¨Áj ºÉÆUÉgÀ»vÀ vÀA¨ÁPÀ£ÀÄß 

¸ÉÃ«¸ÀÄwÛÃj? 

a) 2 ಕ್ಕ ಿಂತ ಕಡಿಮ್ಮ 

b) 2 ಕ್ಕಕ  ಹೆಚ್ಚಚ  ಬಾರಿ 

c) 4 ಕ್ಕಕ  ಹೆಚ್ಚಚ  ಬಾರಿ 

4. ನೋವು vÀA¨ÁQ£À gÀ¸ÀªÀ£ÀÄß GUÀÄ¼ÀÄªÀ §zÀ®Ä 

ಉದೆದ ೋಶಪೂವ್ಕವಾಗಿ ನ್ನಿಂಗಿದರಾ?  

a) ಎಿಂದಗೂ ಇಲಿ  

b) ಕೆಲವೊಮೆ್ಮ  

c) ಯಾವಾಗ್ಲೂ 

 5. ನೋವು ಬಹುತೇಕವಾಗಿ ನಮೆ  ಬಾಯಿಯಲಿ  vÀA¨ÁPÀ£ÀÄß 

CVAiÀÄÄwÛÃgÁ?  
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a. ಇಲಿ   

b. ಹೌದು 

6. ನೋವು ಎರಡುಕ್ಕ ಿಂತ ಹೆಚಿಚ ನ WÀAmÉUÀ¼À ಕಾಲ ಹೊೋದಾಗ್ vÀA¨ÁPÀ£ÀÄß 

¸ÉÃ«¸À¢zÁÝUÀ ¸ÉÃªÀ£É ªÀiÁqÀ®Ä §®ªÁzÀ §AiÀÄPÉAiÀiÁVgÀÄªÀ 

C£ÀÄ¨sÀªÀ GAmÉ? ಒಿಂದು ಗಂಟೆ ಇಲಿದೆ?  

a. ಹೌದು  

 b. E®è 

7. ನೋವು ಸರಾಸರಿಯಾಗಿ, ನಮೆ  ಬಾಯಿಯಲಿ  ಎಷ್ಟು  ನಮಿಷಗ್ಳವರೆಗೆ 

vÀA¨ÁPÀ£ÀÄß CVAiÀÄÄ«j? 

a) 10-19 ನಮಿಷಗ್ಳು 

b) 20-30 ನಮಿಷಗ್ಳು  

c) 30 ನಮಿಷಗ್ಳಿಗಿಿಂತ ಹೆಚ್ಚಚ  

8. ದನದಲಿ  ಎಷ್ಟು  ¸ÀªÀÄAiÀÄ vÀA¨ÁPÀ£ÀÄß CVAiÀÄÄ«j (ªÉÆzÀ®Ä 

CVAiÀÄÄªÀÅzÀjAzÀ gÁwæ CVAiÀÄÄªÀªÀgÀUÉ ಒಟ್ಟು  ಗಂಟೆಗ್¼ÀÄ 

CVAiÀÄÄ«j) 

a) 14.5 ಗಂಟೆಗ್ಳಿಗಿಿಂತ ಕಡಿಮ್ಮ 

b) 14.5 ಕ್ಕಕ  ಹೆಚ್ಚಚ  ಗಂಟೆಗ್ಳು 

c) 15 ಗಂಟೆಗ್ಳಿಗೂ ಹೆಚ್ಚಚ  

9. ಸರಾಸರಿ, ನೋವು ದನಗ್ಳಲಿ  ಎಷ್ಟು  vÀA¨ÁPÀ£ÀÄß CVAiÀÄÄ«j?  

a) 1-9 ಬಾರಿ 

b) 10-15 ಬಾರಿ 

c) > 15 ಬಾರಿ 
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ANNEXURE VIII d 

 

ಪ್ರ ೋರಣೆಗಾಗಿ ರಿಚೆಿಂರ್ಡ ಟೆಸ್ಟು  

1. ನೋವು ಸ್ಸಲಭವಾಗಿ ತಂಬಾಕ್ನಿಂದ ಹೊರಬರಲು ಸಾಧೆ ವಾದರೆ 

ಹೊರಬರಲು ಬಯಸ್ಸವಿರಾ?  

                         ಇಲ್    -  0 ಅಿಂಕ 

                        ಹೌದು   -  1 ಅಿಂಕ 

     2. ನೋವು ತಂಬಾ PÀÄ vÉÆgÉAiÀÄ®Ä ಎಷ್ಟು  ಆಸಕ್ು  ಹೊಿಂದದದ ೋರಿ?  

                      ಇಲಿವೇ ಇಲಿ    -                         0 ಅಿಂಕ 

                    ಸವ ಲಪ    -  1 ಅಿಂಕ 

                      ಬಹಳ   -  2 ಅಿಂಕಗ್ಳು 

                      ಬಹಳ ಆಸಕ್ು   -   3 ಅಿಂಕಗ್ಳು 

3. ಮಿಂದನ ಎರಡು ವಾರಗ್ಳಲಿ  ನೋವು ತಂಬಾಕು ಬಳಸ್ಸವುದನ್ನಾ  vÉÆgÉAiÀÄ®Ä 

ಪ್ರ ಯತಿಾ ಸ್ಸತಿು ೋರಾ??  

                      ಖಂಡಿತವಾಗಿಯೂ ಇಲಿ  -  0 ಅಿಂಕ 

                       ಬಹುಶಃ   -  1 ಅಿಂಕ                     

                      ಹೌದು   -  2 ಅಿಂಕಗ್ಳು 

                      ಖಂಡಿತ ಹೌದು   -  3 ಅಿಂಕಗ್ಳು 

4. 6 ತಿಿಂಗ್ಳುಗ್ಳಲಿ  ನೋವು ತಂಬಾಕು ಅಲಿದ ಬಳಕೆದಾರರಾಗ್ಲು ಎಷ್ಟು  

ಸಾಧೆ ತೆಗ್ಳಿವೆ? 

                     ಖಂಡಿತವಾಗಿಯೂ ಇಲಿ   -  0 ಅಿಂಕ 

                        ಬಹುಶಃ    -  1 ಅಿಂಕ 
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ANNEXURE VIII e 

 

ತಂಬಾಕು ನಲುಗ್ಡೆ ಅನ್ನಸರಣಾ ಸಮಿೋಕೆೆ  

ಅನ್ನಸgÀuÉ - ಅವಧಿ:  ದೂರವಾಣಿ ಸಮಾಲೋಚನೆ      

ಅನ್ನಸgÀuÉ ದನಾಿಂಕ ಸಮಯ 

ಮೊದಲನೇ   

ಎರಡನೇ   

ಮೂರನೇ   

 

1. ನೋವು ತಂಬಾಕು ಸೇವನೆಯನ್ನಾ  ತೊರೆದದದ ೋರಾ? ಹೌದು / ಇಲಿ  

2. ನೋವು ತಂಬಾಕು ಸೇವನೆಯನ್ನಾ  ತೊರೆಯುವ ಯೋಜನೆಯನ್ನಾ  

ಹೊಿಂದದದ ೋರಾ? ಹೌದು / ಇಲಿ  

3. ತಂಬಾಕು ಬಳಕೆಯಿಿಂದ ಹೊರಬರಲು ನೋವು ಯಾವುದೇ ಸಮಯ 

ಚೌಕಟು ನ್ನಾ  ಹೊಿಂದದದ ೋರಾ? ಹೌದು/ ಇಲಿ  

ºËzÁzÀgÉ, ಯಾವಾಗ್:  

a) ಒಿಂದು ತಿಿಂಗ್ಳೊಳಗೆ  

b) ಮಿಂದನ 2-3 ತಿಿಂಗ್ಳುಗ್ಳಲಿ   

c) ಮಿಂದನ 6 ತಿಿಂಗ್ಳೊಳಗೆ  

d) ಅದಕ್ಕ ಿಂತ ಆಚೆ 
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ANNEXURE IX 

Information sheet 

Title: Effectiveness of Very Brief Telephonic Counselling on Behavioural 

Change in Quitting Tobacco – A Parallel Design Randomized Controlled 

Trial  

My name is Dr. Sushma. A, Postgraduate in the department of Community 

Medicine, Sri Devaraj Urs Medical College, Kolar. I am carrying out a 

study on quitting tobacco usage by face to face and telephonic counselling 

on behavioral change. The study has been reviewed by the local ethical 

review board and has been started only after their formal approval.  

Tobacco is a leading preventable cause of death; millions of deaths are 

occurring due to its use and also increases the burden of non-communicable 

diseases. In this regard I will help you to quit tobacco usage by giving face 

to face and telephonic counselling to bring in behavioral change. You need 

not have to answer any questions that you do not want to answer, and you 

may end this interview at any time you want to. However, your honest 

answer to these questions will help us to understand the health status. We 

would greatly appreciate your help in responding to the questionnaire. The 

interview will take about half an hour.  

Participation in this study doesn’t involve any cost for you. This study is 

not only beneficial to you but also to the community at large. The results 

gathered from this study will be beneficial in estimating the effectiveness 

of counselling on behavioral change in quitting tobacco 

All the information collected from you will be strictly confidential and will 

not be disclosed to any outsider unless compelled by law. This information 



100 
 

collected will be used only for research.  

There is no compulsion to participate in this study. You will be no way 

affected if you don’t wish to participate in this study. You are required to 

sign only if you voluntarily agree to participate in this study. Further, you are 

at a liberty to withdraw from the study at any time if you wish to do so. Be 

assured that your withdrawal will not affect your treatment by the concerned 

physician in any way. It is up to you to decide whether to participate. This 

document will be stored in the safe locker in the department of Community 

Medicine in the college and a copy is given to you for information. 

 

For any further clarification you are free to contact the principal investigator,  

Dr. Sushma. A Mobile No: 88925816125 
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ANNEXURE Ⅹ 

             ªÀiÁ»w ¥ÀvÀæ 

¥ÀjZÀAiÀÄ: £À£Àß ºÉ¸ÀgÀÄ qÁ|| ¸ÀÄµÀä. £Á£ÀÄ ²æÃ zÉÃªÀgÁeï CgÀ¸ï 

ªÉÊzÀåQÃAiÀÄ PÁ¯ÉÃf£À ¸ÀªÀÄÄzÁAiÀÄ ªÉÊzÀå±Á¸ÀÛç «¨sÁUÀzÀ°è G£ÀßvÀ 

«zÁå¨sÁå¸À ªÀiÁqÀÄwÛgÀÄªÀ «zÁåyð¤. 

£Á£ÀÄ “vÀA¨ÁPÀÄ vÉÆgÉAiÀÄÄªÀÅzÀgÀ°è ªÀvÀð£ÉAiÀÄ §zÀ¯ÁªÀuÉAiÀÄ §UÉÎ 

§ºÀ¼À ¸ÀAQë¥ÀÛ zÀÆgÀªÁtÂ ¸ÀªÀiÁ¯ÉÆÃZÀ£ÉAiÀÄ ¥ÀjuÁªÀÄPÁjvÀé”zÀ 

§UÉÎ CzsÀåAiÀÄ£À ªÀiÁqÀÄwÛzÉÝÃ£É. F CzsÀåAiÀÄ£ÀPÉÌ PÁ¯ÉÃf£À £ÉÊwPÀ  

¸À«ÄwAiÀÄ ªÀw¬ÄAzÀ ªÀÄ£ÀßuÉ zÉÆgÉwgÀÄvÀÛzÉ. 

¸ÀA±ÉÆÃzsÀ£ÉAiÀÄ PÀÄjvÁzÀ ªÀiÁ»w: vÀA¨ÁPÀÄ ¸ÉÃªÀ£É¬ÄAzÀ C£ÉÃPÀ 

ºÁ¤PÁgÀPÀ ¥ÀjuÁªÀÄUÀ¼ÀÄ GAmÁUÀÄvÀÛªÉ. vÀA¨ÁPÀÄ 

vÉÆgÉAiÀÄÄªÀÅzÀjAzÀ F ºÁ¤PÁgÀPÀ ¥ÀjuÁªÀÄUÀ¼À£ÀÄß §ºÀÄvÉÃPÀ 

vÀqÉUÀlÖ§ºÀÄzÀÄ. vÀA¨ÁPÀÄ vÉÆgÉAiÀÄÄªÀÅzÀgÀ°è ¸ÀAQë¥ÀÛ zÀÆgÀªÁtÂ 

¸ÀªÀiÁ¯ÉÆÃZÀ£É G¥ÀAiÉÆÃUÀPÁjAiÀiÁUÀ§ºÀÄzÀÄ. DzÀÝjAzÀ F 

¸ÀA±ÉÆÃzsÀ£É ̧ ÀAQë¥ÀÛ zÀÆgÀªÁtÂ ̧ ÀªÀiÁ¯ÉÆÃZÀ£ÉAiÀÄ ¥ÀjuÁªÀÄPÁjvÀézÀ 

PÀÄjvÀÄ DVzÀÄÝ, F «µÀAiÀÄªÁV £Á£ÀÄ ¤ªÀÄä£ÀÄß PÉ®ªÀÅ ¥Àæ±ÉßUÀ¼À£ÀÄß 

PÉÃ¼ÀÄvÉÛÃ£É.  

¤ªÀÄUÉ F DzsÀåAiÀÄ£À¢AzÀ AiÀiÁªÀÅzÉÃ ¸ÀªÀÄAiÀÄzÀ°è ºÉÆgÀUÀÄ½AiÀÄÄªÀ 

CªÀPÁ±À«gÀÄvÀÛzÉ. ¤ªÀÄä ¥ÁæªÀiÁtÂPÀ GvÀÛgÀªÀÅ £ÀªÀÄä CzsÀåAiÀÄ£ÀPÉÌ 

§ºÀÄ G¥ÀAiÀÄÄPÀÛªÁVgÀÄvÀÛzÉ. £ÀªÀÄä F CzsÀåAiÀÄ£ÀAiÀÄzÀ°è ¤ªÀÄä 

¨sÁUÀªÀ»¸ÀÄ«PÉAiÀÄ£ÀÄß £ÁªÀÅ ±ÁèX¸ÀÄvÉÛÃªÉ. CzsÀðWÀAmÉAiÀÄ PÁ® F 

CzsÀåAiÀÄ£ÀPÁÌV ¤ÃªÀÅ £ÀªÉÆäqÀ£É PÀ¼ÉAiÀÄ¨ÉÃPÁUÀ§ºÀÄzÀÄ. F 

CzsÀåAiÀÄ£ÀzÀ°è ¤ªÀÄUÉ ¨sÁUÀªÀ»¸À®Ä AiÀiÁªÀÅzÉÃ jÃwAiÀÄ RZÀÄð 

EgÀÄªÀÅ¢®è. ¤ªÀÄUÉ ªÀiÁvÀæªÀ®èzÉ £ÀªÀÄä ¸ÀªÀiÁdPÀÆÌ ¸ÀºÀ 
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G¥ÀAiÀÄÄPÀÛªÁVgÀÄvÀÛzÉ. ¤«ÄäAzÀ ¥ÀqÉAiÀÄ¯ÁzÀ J¯Áè ªÀiÁ»wUÀ¼À£ÀÄß 

UË¥ÀåªÁV EqÀ¯ÁUÀÄªÀÅzÀÄ. PÁ£ÀÆ¤£À ZËPÀnÖ£À ºÉÆgÀUÉ AiÀiÁªÀÅzÉÃ 

PÁgÀtPÀÆÌ ¤ÃªÀÅ PÉÆqÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß §»gÀAUÀ ¥Àr¸ÀÄªÀÅ¢®è. 

¤«ÄäAzÀ ¥ÀqÉ¢gÀÄªÀ ªÀiÁ»wAiÀÄ£ÀÄß PÉÃªÀ® CzsÀåAiÀÄ£ÀPÁÌV ªÀiÁvÀæ 

G¥ÀAiÉÆÃV¹PÉÆ¼Àî¯ÁUÀÄªÀÅzÀÄ. 

F CzsÀåAiÀÄ£ÀzÀ°è vÀªÀÄä ºÁUÀÆ vÀªÀÄä PÀÄlÄA§zÀ ¸ÁªÀiÁfPÀ 

ªÀiÁ»wAiÀÄ£ÀÄß ¥ÀqÉAiÀÄ¯ÁUÀÄªÀÅzÀÄ ªÀÄvÀÄÛ zÉÊ»PÀ ¥ÀjÃPÉë 

ªÀiÁqÀ¯ÁUÀÄªÀÅzÀÄ. 

F CzsÀåAiÀÄ£ÀzÀ°è ¨sÁUÀªÀ»¸À¯ÉÃ¨ÉÃPÉA§ PÀqÁØAiÀÄªÉÃ¤®è, ¤ÃªÀÅ F 

CzsÀåAiÀÄ£ÀzÀ°è ¨sÁUÀªÀ»¸ÀzÉÃ EzÀÝgÀÆ ¤ªÀÄUÉÃ£ÀÄ 

vÉÆAzÀgÉAiÀiÁUÀÄªÀÅ¢®è. ¤ÃªÀÅ ¸ÀéEZÉÑ¬ÄAzÀ ¨sÁUÀªÀ»¹zÀgÉ ªÀiÁvÀæ 

¤ªÀÄä ¸À»AiÀÄ£ÀÄß F ¸ÀªÀÄäw ¥ÀvÀæzÀ°è vÉUÉzÀÄPÉÆ¼Àî¯ÁUÀÄªÀÅzÀÄ. F 

CzsÀåAiÀÄ£ÀzÀ°è AiÀiÁªÀÅzÉÃ ºÀAvÀzÀ°è ºÉÆgÀUÀÄ½AiÀÄÄªÀ C¢üPÁgÀ 

¤ªÀÄVgÀÄvÀÛzÉ. ¤ÃªÀÅ CzsÀåAiÀÄ£À¢AzÀ ºÉÆgÀUÀÄ½zÀgÀÆ ¸ÀºÀ ¤ªÀÄä 

aQvÉìUÉ AiÀiÁªÀÅzÉÃ jÃwAiÀÄ zÀÄµÀàjuÁªÀÄUÀ¼ÁUÀÄªÀÅ¢®èªÉAzÀÄ F 

ªÀÄÆ®PÀ zsÀÈrüÃPÀj¸ÀÄvÉÛÃ£É. F CzsÀåAiÀÄ£ÀzÀ°è ̈ sÁUÀªÀ»¸ÀÄªÀ ¤zsÁðgÀ 

vÀªÀÄUÉ ©nÖzÀÄÝ. F ªÀiÁ»wAiÀÄÄ PÁ¯ÉÃf£À ̧ ÀªÀÄÄzÁAiÀÄ ªÉÊzÀå ±Á¸ÀÛç 

«¨sÁUÀzÀ ¸ÀÄgÀQëvÀ ¯ÁPÀgï£À°è EqÀ¯ÁUÀÄªÀÅzÀÄ ºÁUÀÆ MAzÀÄ 

¥ÀæwAiÀÄ£ÀÄß vÀªÀÄUÉ ¤ÃqÀ¯ÁUÀÄªÀÅzÀÄ. 

ºÉaÑ£À ªÀiÁ»wUÁV ªÀÄÄRå CzsÀåAiÀÄ£ÀUÁgÀgÀ£À£ÀÄß ¸ÀA¥ÀQð¸À§ºÀÄzÀÄ. 

qÁ|| ¸ÀÄµÀä. J 

                      zÀÆgÀªÁtÂ ¸ÀASÉå: 8892581625 
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ANNEXURE ⅩⅠ 

INFORMED CONSENT 

Sl. no:  

TITLE OF THE STUDY: Effectiveness of Very Brief Telephonic 

Counselling on Behavioural Change in Quitting Tobacco – A Parallel 

Design Randomized Controlled Trial  

I, the undersigned, agree to participate in this study and to undergo 

counselling and disclosure of my personal information and as outlined in this 

consent form. 

 I have been read out/ explained in my local language i.e. in _____________ 

and understand the purpose of this study and the confidential nature of the 

information that will be collected and disclosed during the study. I have had 

the opportunity to ask questions regarding the various aspects of this study 

and my questions have been answered to my full satisfaction. The 

information collected will be used only for research. 

I understand that I remain free to withdraw from this study at any time. 

Participation in this study is under my sole discretion and does not involve 

any cost to me. 

Subject’s name and signature /thumb impression                               

Name and signature of witness   

1.        Date: 

2.                                                                       Date: 
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Name and signature of interviewer:  

        Date: 

 

Name and signature of Principal Investigator: Dr. Sushma. A 

 

 

Contact No: 8892581625                                             Date: 
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ANNEXURE XII 

M¦àUÉ ¥ÀvÀæ 

PÀæªÀÄ ¸ÀA.                               

 

²Ã¶ðPÉ: “vÀA¨ÁPÀÄ vÉÆgÉAiÀÄÄªÀÅzÀgÀ°è ªÀvÀð£ÉAiÀÄ §zÀ¯ÁªÀuÉAiÀÄ §UÉÎ §ºÀ¼À 

¸ÀAQë¥ÀÛ zÀÆgÀªÁtÂ ¸ÀªÀiÁ¯ÉÆÃZÀ£ÉAiÀÄ ¥ÀjuÁªÀÄPÁjvÀé” §UÉÎ ¸ÀA±ÉÆÃzsÀ£É. 

F PÉ¼ÀUÉ ¸À» ªÀiÁrgÀÄªÀ £Á£ÀÄ F ¸À«ÄÃPÉëAiÀÄ°è ¨ÁUÀªÀ»¹, ªÉÊzÀåQÃAiÀÄ 

¥ÀjÃPÉëUÉ M¼À¥ÀqÀ®Ä £À£Àß ¸ÀA¥ÀÆtð ¸ÀªÀÄäwAiÀÄ£ÀÄß ¤ÃqÀÄwÛzÉÝÃ£É. 

£À£ÀUÉ F ¸ÀA±ÉÆÃzsÀ£ÉAiÀÄ GzÉÝÃ±À ºÁUÀÆ E¤ßvÀgÀ ªÀiÁ»wUÀ¼À£ÀÄß ¸ÀàµÀÖªÁV 

£À£ÀUÉ CxÀðªÁUÀÄªÀ ¨sÁµÉAiÀÄ°è w½¹gÀÄvÁÛgÉ ºÁUÀÆ £À£ÀUÉ F §UÉÎ 

AiÀiÁªÀÅzÉÃ ¸ÀAzÉÃºÀUÀ½gÀÄªÀÅ¢®è. EzÀgÀ°è ¨ÁUÀªÀ»¸À®Ä §®ªÀAvÀ«®è ªÀÄvÀÄÛ 

AiÀiÁªÀÅzÉÃ ¸ÀªÀÄAiÀÄzÀ¯ÁèzÀgÀÆ £Á£ÀÄ EzÀjAzÀ ºÉÆgÀG½AiÀÄ®Ä §AiÀÄ¹zÀ°è 

£À£ÀUÉ ¸ÀA¥ÀÆtð ¸ÁévÀAvÀæöå«gÀÄvÀÛzÉAzÀÄ w½¢zÉÝÃ£É.  

F ¸À«ÄÃPÉëAiÀÄ°è ¨ÁUÀªÀ»¸ÀÄªÀÅzÀÄ £À£Àß ¸ÀéAiÀÄA¥ÉæÃjvÀ ¤tðAiÀÄªÁVzÀÄÝ 

EzÀgÀ°è ¨ÁUÀªÀ»¸À®Ä £À£ÀUÉ AiÀiÁªÀÅzÉÃ RZÀÄð vÀUÀÄ®ÄªÀÅ¢®è JAzÀÄ 

w½¢zÉÝÃ£É. 

 

ºÉ¸ÀgÀÄ: ………………………………… 

¸À»:   ………………………………… 

¢£ÁAPÀ: ……………………………… 
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ANNEXURE XIII 

Data acquisition images 

 

Investigator preparing chits for consealing the randomization sequence in 

brown opaque envelop after randomization 
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Investigator giving baseline face-to-face counselling for the study 

participants.  
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ANNEXURE XIV 
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Topic search 
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2 
Synopsis 
submission 

                

3 
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Proforma 

Preparation 
and validation 
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Review of 

literature 

                

7 
CTRI 

Registration 

                

8 
Data 
collection 

                

9 
Follow Up                 

10 Data analysis                 
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Dissertation 

writing 
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Submission of 
dissertation 

                

 

 

 

 

 


