INDIA 2016-17
REPORT

Ministry of Health & Family Welfar
Government of India



CONTENTS

TABLES
FIGURES

CHAPTER ONE: INTRODUCTION

11
1.2
13
14
15
1.6
1.7
1.8

The Threat from Tobacco use

The Global action against Tobacco

Global Tobacco Surveillance Systems

Tobacco Control Polices in India

Global Adult Tobacco Survey — First Round-2009-2010 India
Policy measures since GATS 1 India 2009-2010

Towards the Second round of GATS India

The Main Objective of GATS India 2

CHAPTER TWO: METHODOLOGY

2.1
2.2
2.3
2.4
2.5
2.6
2.7

Study Population

Sampling Design

Survey Questionnaire

Questionnaire Programming and Preparation of Handheld Computers
Recruitment Training and Fieldwork

Data Processing and Aggregate

Statistical Analysis

CHAPTER THREE: SAMPLE AND POPULATION CHARACTERISTICS

3.1
3.2
3.3
3.4

Sample Coverage, Household and Person-level Response Rates

Sample Coverage, Household and Person-level Response Rates by State/UT
Characteristics of Sampled Respondents

Population distribution by State/UT

CHAPTER FOUR: TOBACCO USE

4.1
4.2
4.3
4.4

Tobacco use

Tobacco smoking

Smokeless tobacco

Change in the prevalence of tobacco use between GATS 1 and GATS 2

CHAPTER FIVE: TOBACCO CESSATION

5.1
5.2
5.3
5.4

Quit attempts amongst Tobacco users

Visit to Healthcare provider by Tobacco users and advice on quitting
Use of cessation methods by Tobacco users

The Intention to quit



5.5
5.6

Duration of stopping Tobacco use
Changes in the Cessation behavior

CHAPTER SIX: SECOND HAND SMOKE

6.1
6.2
6.3
6.4

Exposure to second-hand smoke in indoor workplaces

Exposure to second-hand smoke at home

Exposure to second-hand smoke at various public places

Change in Exposure to second-hand smoke at various places; GATS 1 to
GATS 2

CHAPTER SEVEN: ECONOMIC ASPECT OF TOBACCO USE

7.1
7.2
7.3
7.4
7.5

Source of Last Purchase of Cigarette

Source of Last Purchase of Bidi

Source of Last Purchase of Smokeless tobacco

Expenditure on Smoking and Smokeless tobacco

Change in Average Monthly Expenditure (in Indian Rupees) on
Manufactured Cigarettes and Bidi (GATS 1 to GATS 2)

CHAPTER EIGHT: MEDIA

8.1
8.2
8.3

Anti-tobacco messaging
Exposure to Marketing/Promotion of Tobacco use
Comparison between GATS 1 and GATS 2 on Media related indicators

CHAPTER NINE: KNOWLEDGE, ATTITUTE AND PERCEPTIONS

9.1 Beliefs about Health effects of Smoking

9.2 Beliefs about Health effects of Smokeless tobacco
9.3 Beliefs about Health effects of Second-hand smoke
9.4 Perception on Harm to self; due to Tobacco use
9.5 Changes from GATS 1 to GATS 2

CHAPTER TEN: CONCLUSIONS AND RECOMMENDATIONS

10.1 Main findings of the Survey

10.2 Prevalence and change across states

10.3 Recommendations

REFERENCES

APPENDIX A: GATS 2 APPENDIX TABLES
APPENDIX B: SAMPLE DESIGN

APPENDIX C: SAMPLING ERROR

APPENDIX D: GLOSSARY OF TERMS

APPENDIX E: TECHNICAL AND SURVEY STAFF
APPENDIX F: GATS 2016-17 QUESTIONNAIRE
APPENDIX G: MPOWER SUMMARY INDICATORS






TABLE NO.

CONTENT OF THE TABLES

CHAPTER TWO: METHODOLOGY

PAGE NO.

Table 2.1

Sample size by Gender, Residence and Number of Primary Sampling Units
(PSU) by Residence across states/UTs.

CHAPTER THREE: SAMPLE AND POPULATION CHARACTERTICS

Table 3.1

Table 3.2

Table 3.3

Table 3.4

Table 3.5

Number and percent of households and persons interviewed and
response rates, by residence (unweighted) — GATS India, 2017
Distribution of households by interview completion status and response
rates, according to regions and states/UTs (unweighted), GATS India,
2016-2017

Distribution of selected persons by interview completion status and
response rates, according to regions and states/UTs (unweighted), GATS
India, 2016-2017

Unweighted sample counts and weighted population estimates according
to selected background characteristics, GATS India, 2016-2017
Unweighted sample counts and weighted population estimates according
to regions and states/UTs, GATS India, 2016-2017

CHAPTER FOUR: TOBACCO USE

Table 4.1

Table 4.2

Table 4.3

Table 4.4

Table 4.5

Table 4.6

Table 4.7

Table 4.8

Table 4.9

Percentage of adults age 15 and above by detailed status of tobacco use,
according to gender and residence, GATS 2 India, 2016-2017

Number of adults age 15 and above by detailed status of tobacco use,
according to gender and residence, GATS 2 India, 2016-2017

Current tobacco use among adults aged 15 or above, by states and Union
Territories, GATS 2, India, 2016-17

Classification of states/ UTs according to prevalence of tobacco use
among men/ women, GATS 2, India, 2016-17.

Percent distribution of adults age 15 and above who are current tobacco
users by tobacco use pattern, according to background characteristics,
GATS-2, India, 2016-17

Percent distribution of adults age 15 and above who are current tobacco
users by tobacco use pattern, by states/UTs, GATS-2, India, 2016-17
Percent distribution of ever daily tobacco users age 20-34 by age at
tobacco use initiation, according to selected background characteristics,
GATS-2, India, 2016-2017

Percent distribution of age at initiation among ever daily tobacco users
age 20-34 by age at tobacco use initiation, by states/UTs, GATS-2, India,
2016-2017

Percent distribution of daily tobacco users1 age 15 and above by time in
minutes to first tobacco use after waking up, according to selected
background characteristics, GATS-2, India, 2016-2017



Table 4.10

Table 4.11

Table 4.12

Table 4.13

Table 4.14

Table 4.15

Table 4.16

Table 4.17

Table 4.19

Table 4.20

Table 4.21

Table 4.22

Table 4.23

Table 4.24

Table 4.25

Table 4.26

Table 4.27

Table 4.28

Percent distribution of daily tobacco usersl age 15 and above by time in
minutes to first tobacco use after waking up among daily smokers and
users of smokeless tobacco, by states/UTs, GATS-2, India, 2016-2017
Percentage of adults age 15 and above by detailed status of smoking,
according to gender and residence, GATS-2, India, 2016-17

Numbers of adults age 15 and above by detailed status of smoking,
according to residence and gender, GATS-2, India, 2016-17

Percentage of adults age 15 and above who currently smoke tobacco by
states/UTs, according to gender, GATS-2, India, 2016-17

Classification of states/ UTs according to prevalence of smoking tobacco
use among men/ women, GATS 2, India, 2016-17.

Percentage of adults age 15 and above who are current smokers of
various smoked tobacco products by gender, according to background
characteristics, GATS-2, India, 2016-2017

Number of adults age 15 and above who are current smokers of various
smoking tobacco products, according to residence and gender, GATS-2,
India, 2016-17

Percentage of adults age 15 and above who are current smokers of
various smoked tobacco products, by states/UTs, GATS-2, India, 2016-17
Percent distribution of current daily cigarette smokers age 15 and above
by the number of cigarettes smoked on an average per day, by gender,
according to background characteristics, GATS-2, India, 2016-17

Percent distribution of current daily bidismokers age 15 and above by the
number of bidi smoked on an average per day, by gender, according to
background characteristics, GATS-2, India, 2016-17

Percent distribution of ever daily smokers age 20-34 by age at smoking
initiation, according to selected background characteristics, GATS-2, India,
2016-17

Percentage of adults age 15 and above who were former daily smokers,
percentage of ever daily smokers who were former daily smokers,
according to background characteristics, GATS-2, India, 2016-17

Percent distribution of former daily smokers age 15 and above by time
since quitting smoking, according to selected background characteristics,
GATS-2, India, 2016-2017

Percentage of adults age 15 and above by detailed status of use of
smokeless tobacco, according to gender and residence, GATS-2, India,
2016-17

Numbers of adults age 15 and above by detailed status of use of
smokeless tobacco, according to gender and residence, GATS-2, India,
2016-17

Percentage of adult age 15 and above by detailed status of smokeless
tobacco use, by states/ UTs, GATS-2, India, 2016-17

Classification of states/ UTs according to prevalence of smokeless tobacco
use among men/ women, GATS 2, India, 2016-17

Percentage of adults age 15 and above who are current users of various
smokeless tobacco products by gender, according to background
characteristics, GATS-2; India, 2016-17



Table 4.29

Table 4.30

Table 4.31

Table 4.32

Table 4.33

Table 4.34

Table 4.35

Table 4.36

Table 4.37

Table 4.38

Table 4.39

Number of adults age 15 who are current users of various smokeless
tobacco products, according to residence and gender, GATS-2; India,
2016-17

Percentage of adults age 15 and above who are current users of various
smokeless tobacco products by state/ UTs, GATS-2, India, 2016-17
Percent distribution of ever daily users of smokeless tobacco age 20-34 by
age at use of smokeless tobacco initiation, according to selected
background characteristics, GATS India, 2016-2017

Percentage of adults age 15 and above who were former daily users of
smokeless tobacco, percentage of ever daily users of smokeless tobacco
who were former daily users of smokeless tobacco, according to
background characteristics, GATS-2, India, 2016-2017

Percent distribution of former daily users of smokeless tobacco age 15
and above by time since quitting smokeless tobacco, according to
selected background characteristics, GATS-2, India, 2016-2017

Change in the prevalence of tobacco use,GATS India, 2009-10 and 2016-
17

Change in the prevalence of tobacco use, according to background
characteristics, GATS India, 2009-10 and 2016-17

Change in the prevalence of tobacco use, by states/UTs,, GATS India,
2009-10 and 2016-17

Categorization of states/ UTs * according to significance and magnitude of
relative change in the prevalence of tobacco use, smoking and smokeless
tobacco use between GATS 1 and GATS 2.

Change in the number of cigarettes and bidi smoked on an average per
day, according to background characteristics, GATS India, 2009-10 and
2016-17

Change in the age at initiation of daily tobacco use(among daily smokers
and smokeless tobacco users aged 20-34), according to background
characteristics, GATS India, 2009-10 and 2016-17

CHAPTER FIVE: TOBACCO CESSATION

Table 5.1

Table 5.2

Table 5.3

Table 5.4

Percentage of smokers1 age 15 and above who made a quit attempt,
visited a health care provider (HCP), were asked by the HCP about
smoking and were advised to quit by the HCP in the past 12 months,
according to background characteristics, GATS-2, India, 2016-2017
Percentage of usersl of smokeless tobacco age 15 and above who made
a quit attempt, visited a health care provider(HCP), were asked by the
HCP if using smokeless tobacco and were advised to quit by the HCP in
the past 12 months, according to background characteristics, GATS-2,
India, 2016-2017

Percentage of smokers1 age 15 and above who tried to stop smoking in
the past 12 months by use of different cessation methods during their last
quit attempt, according to background characteristics, GATS-2, India,
2016-2017

Percentage of users1 of smokeless tobacco age 15 and above who tried
to stop use of smokeless tobacco in the past 12 months by use of



Table 5.5

Table 5.6

Table 5.7

Table 5.8

different cessation methods during their last quit attempt, according to
background characteristics, GATS-2, India, 2016-2017

Percent distribution of current smokers age 15 and above by their
interest in quitting smoking, according to background characteristics,
GATS-2, India, 2016-2017

Percent distribution of current users of smokeless tobacco age 15 and
above by their interest in quitting smokeless tobacco, according to
background characteristics, GATS-2, India, 2016-2017

Percent distribution of current cigarette smokers, bidi smokers and users
of smokeless tobacco age 15 and above who made a quit attempt in the
past 12 months by duration of stopping use of tobacco products,
according to background characteristics, GATS-2, India, 2016-2017
Change in the quit attempts made by smokers and smokeless tobacco
users and who were advised to quit by the HCP in the past 12 months,
according to background characteristics, GATS India, 2009-10 and 2016-
17

CHAPTER SIX: SECOND HAND SMOKE

Table 6.1

Table 6.2

Table 6.3

Table 6.4

Table 6.5

Table 6.6

Table 6.7

Percentage of adults age 15 and above who work indoors and are
exposed to second-hand smoke at workl by smoking status, according to
background characteristics, GATS 2, India, 2016-2017

Percentage of adults age 15 and above who reported smoking is allowed
at home and are exposed to second-hand smoke at home by smoking
status, according to background characteristics, GATS-2, India, 2016-2017
Percentage of adults age 15 and above who reported exposer to second-
hand smoke at public places, GATS 2, India, 2016-2017

Percentage of adults age 15 and above who were exposed to second-
hand smoke in public places in the past 30 days, according to background
characteristics, GATS 2, India, 2016-2017

Changes in the exposure to SHS at work1 by smoking status, according to
background characteristics, GATS India, 2009-10 and 2016-2017

Changes in the exposure to SHS at home and are exposed to second-hand
smoke at home by smoking status, according to background
characteristics, GATS India, 2009-10 and 2016-2017

Changes in the exposure to SHS at different public places in the past 30
days, according to background characteristics, GATS India, 2009-10 and
2016-2017

CHAPTER SEVEN: ECONOMIC ASPECT OF TOBACCO USE

Table 7.1

Table 7.2

Percent distribution of current cigarette smokers age 15 and above by
source of last purchase of cigarette, according to background
characteristics, GATS-2, India, 2016-2017

Percent distribution of current bidi smokers age 15 and above by source
of last purchase of bidi, according to background characteristics, GATS-2,
India, 2016-2017



Table 7.3 Percent distribution of current users of smokeless tobacco age 15 and
above by source of last purchase of smokeless tobacco, according to
background characteristics, GATS-2, India, 2016-2017

Table 7.4 Average tobacco expenditures (I
current cigarette smoker, bidi smoker and user of smokeless tobacco,
according to background characteristics, GATS-2, India, 2016-2017

Table 7.5 Average monthly expenditure (in
manufactured cigarettes and bidi, according to background
characteristics, GATS-2, India, 2016-2017

Table 7.6 Change in Average monthly expendit ur e (i n ) inc
of manufactured cigarettes and bidi, according to background
characteristics, GATS India, 2009-10 and 2016-17

CHAPTER EIGHT: MEDIA

Table 8.1 Percentage of adults age 15 and above who noticed anti-tobacco
information during the last 30 days in various places by status of smoking
and use of smokeless tobacco, GATS-2, India, 2016-2017

Table 8.2 Percentage of adults age 15 and above who noticed anti-tobacco
information during the last 30 days at any location by status of smoking
and use of smokeless tobacco, according to selected background
characteristics , GATS-2, India, 2016-2017

Table 8.3 Percentage of current cigarette smokers age 15 and above who noticed
health warning on cigarette package and thought of quitting because of
the warning label on cigarette packages during the last 30 days, according
to background characteristics, GATS-2, India, 2016-2017

Table 8.4 Percentage of current bidi smokers age 15 and above who noticed health
warning on bidi package and thought of quitting because of the warning
label on bidi package during the last 30 days by gender, according to
background characteristics, GATS-2, India, 2016-2017

Table 8.5 Percentage of current users of smokeless tobacco age 15 and above who
noticed health warning on smokeless tobacco products package and
thought of quitting because of the warning label on smokeless tobacco
products packages during the last 30 days by gender, according to
background characteristics, GATS-2, India, 2016-2017

Table 8.6 Percentage of adults age 15 and above who noticed smoking tobacco
marketing during the last 30 days at various places by status of smoking,
GATS-2, India, 2016-17

Table 8.7 Percentage of adults age 15 and above who noticed smoking tobacco
marketing during the last 30 days at various places by status of smoking,
according to background characteristics, GATS-2, India, 2016-17

Table 8.8 Percentage of adults age 15 and above who noticed smokeless tobacco
products marketing during the last 30 days at various places by use of
smokeless tobacco, GATS-2, India, 2016-17

Table 8.9 Changes in current cigarette, bidi smokers and smokeless tobacco users
age 15 and above who noticed health warning on cigarette, bidi and
smokeless tobacco package and thought of quitting because of the



Table 8.10

warning label during the last 30 days, according to background
characteristics, GATS India, 2009-10 and 2016-17

Changes in the percentages of adults who noticed cigarette, bidi and
smokeless tobacco promotion during the last 30 days, according to
background characteristics, GATS India, 2009-10 and 2016-17

CHAPTER NINE: KNOWLEDGE, ATTITUTE AND PERCEPTIONS

Table 9.1

Table 9.2

Table 9.3

Table 9.4

Table 9.5

Table 9.6

Percentage of adults age 15 and above who believe that smoking causes
serious illness, stroke, heart attack lung cancer and tuberculosis by status
of smoking, according to background characteristics, GATS-2, India, 2016-
2017

Percentage of adults age 15 and above who believe that use of smokeless
tobacco causes serious illness, oral cancer, dental diseases and serious
illness during pregnancy by status of smokeless tobacco use, according to
background characteristics, GATS-2, India, 2016-2017

Percentage of adults age 15 and above who believe that breathing other
people's smoke causes serious illness among non-smokers by gender and
status of smoking, according to background characteristics, GATS-2, India,
2016-2017

Percent distribution of current smokers by perception about the effects of
smoking on health, according to background characteristics, GATS-2,
India, 2016-2017

Percent distribution of current smokers by perception about the effects of
smokeless tobacco use on health, according to background
characteristics, GATS-2, India, 2016-2017

Changes in the percentage of adults age 15 and above who believe that
use of smoking, smokeless tobacco use and breathing other people's
smoke causes serious illness, according to background characteristics,
GATS India, 2009-10 and 2016-17



FIGURE NO.

CONTENT OF THE FIGURES PAGE NO.

CHAPTER FOUR: TOBACCO USE

Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.

Figure No.

Figure No.

Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.
Figure No.

Figure No.

4.1

4.2

4.3

4.4

4.5

4.6

4.7

4.8

4.9

4.10

4.11

4.12

4.13

4.14

4.15

4.16

4.17

4.18

4.19

4.20

Percentage of current tobacco users among states/UTs, GATS India
2016-17

Percentage distribution of tobacco according to gender, GATS India
2016-17

Percentage distribution of tobacco according to residence, GATS India
2016-17

Percentage of current tobacco users by background characteristics,
GATS India 2016-17

Percentage of current tobacco smokers among states/UT,

GATS India 2016-17

Percentage of current tobacco smokers by various smoking products
and gender, GATS India 2016-17

Percentage of current tobacco smokers by various smoking products
and residence, GATS India 2016-17

Percentage of current tobacco smokers by background
characteristics,

GATS India 2016-17

Percent distribution of daily cigarette smokers by number of
cigarettes smoked on an average per day, according to gender, GATS
India 2016-17

Percent distribution of daily bidi smokers by number of bidis smoked
on an average per day, according to gender, GATS India 2016-17
Percentage of current smokeless tobacco users among states/UTs,
GATS India 2016-17

Percentage of current smokeless tobacco by various smoking
products and gender, GATS India 2016-17

Percentage of current smokeless tobacco users by various smoking
products and residence, GATS India 2016-17

Percentage of current smokeless tobacco users by background
characteristics, GATS India 2016-17

Change in prevalence of tobacco use by gender and residence,

GATS India, 2009-10 and 2016-17

Change in prevalence of smoking tobacco by gender and residence,
GATS India, 2009-10 and 2016-17

Change in prevalence of smokeless tobacco by gender and residence,
GATS India, 2009-10 and 2016-17

Change in prevalence of tobacco use by age group,

GATS India, 2009-10 and 2016-17

Change in prevalence of smoking tobacco by age group,

GATS India, 2009-10 and 2016-17

Change in prevalence of smokeless tobacco by age group,

GATS India, 2009-10 and 2016-17



CHAPTER FIVE: TOBACCO CESSATION

Figure No.

Figure No.
Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

51

5.2

53

5.4

5.5

5.6

5.7

5.8

Percentage of tobacco users who made a quit attempt
among states/UTs, GATS India 2016-17

Percent distribution of current smokers by interest in quitting
smoking, GATS India

Percent distribution of current smokeless tobacco users by interest in
quitting smokeless tobacco use, GATS India 2016-17

Percent distribution of current cigarette, bidi and smokeless tobacco
users by duration of stopping cigarette, bidi and smokeless tobacco
use, GATS India 2016-17

Change in smoking quit attempt by current smokers, GATS 2009-10,
2016-17

Change in smokeless tobacco quit attempt by current smokeless
tobacco users,

GATS 2009-10, 2016-17

Change in advice to current smokers by health care provider to quit
smoking, GATS 2009-10, 2016-17

Change in advice to current smokeless tobacco users by health care
provider to quit smokeless tobacco use, GATS 2009-10, 2016-17

CHAPTER SIX: SECOND HAND SMOKE

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

6.1

6.2

6.3

6.4

6.5

6.6

6.7

Exposure to second hand smoke at workplace (for all adults and non
smokers)

among states/UTs, GATS India 2016-17

Exposure to second hand smoke at home (for all adults and non-
smokers)

among states/UTs, GATS India 2016-17

Exposure to second hand smoke at different public places

among all adults, GATS India 2016-17

Exposure to second hand smoke at any public place (for all adults)
among states/UTs, GATS India 2016-17

Change in exposure to second hand smoke at work in the past 30
days among all adults and non-smokers, GATS 2009-10 and GATS
2016-17

Change in percentage of adults who reported smoking is allowed at
home among all adults and non-smokers, GATS 2009-10 and GATS
2016-17

Change in exposure to second hand smoke at home among all adults
and non-smokers, GATS 2009-10 and GATS 2016-17



Figure No.

6.8

Change in exposure to second hand smoke at different public places
among all adults, GATS 2009-10 and GATS 2016-17

CHAPTER SEVEN: ECONOMIC ASPECT OF TOBACCO USE

Figure No.

Figure No.

Figure No.

Figure No.
Figure No.
Figure No.

Figure No.

7.1

7.2

7.3

7.4

7.5

7.6

7.7

Percent distribution of current cigarette, bidi and smokeless tobacco
users by source of their last purchase, GATS India 2016-17

Average expenditure incurred by cigarette, bidi and smokeless
tobacco during the last purchase according to residence, GATS India
2016-17

Average expenditure (in Indian Rupees) incurred by cigarette, bidi
and smokeless tobacco during the last purchase among states/UTs,
GATS India 2016-17

Average expenditure (in Indian Rupees) incurred by cigarette, bidi
smokers by background characteristics, GATS India 2016-17

Average monthly expenditure (in Indian Rupees) incurred by cigarette
and bidi among states/UTs, GATS India 2016-17

Change in monthly expenditure (in Indian Rupees) for cigarette
according to gender and residence, GATS India, 2009-10 and 2016-17
Change in monthly expenditure (in Indian Rupees) for bidi according
to gender and residence, GATS India, 2009-10 and 2016-17

CHAPTER EIGHT: MEDIA

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

Figure No.

8.1

8.2

8.3

8.4

8.5

8.6

8.7

Percentage of adults who noticed anti-smoking tobacco & anti-
smokeless tobacco information during the last 30 days at various
places, GATS India 2016-17

Percentage of adults who noticed anti-smoking tobacco & anti-
smokeless tobacco information among states/UTs, GATS India 2016-
17

Percentage of adults who noticed warning label on cigarette packages
and adults who thought of quitting cigarette because of warning
labels, GATS India 2016-17

Percentage of adults who noticed warning label on bidi packages and
adults who thought of quitting bidi because of warning labels, GATS
India 2016-17

Percentage of adults who noticed warning label on smokeless
tobacco packages and adults who thought of quitting smokeless
tobacco because of warning labels, GATS India 2016-17

Percentage of adults who noticed smoking and smokeless tobacco
marketing during the past 30 days at various places, GATS India 2016-
17

Percentage of adults who noticed any smoking tobacco advertisment
or promotion among states/UTs, GATS India 2016-17



Figure No. 8.8 Percentage of adults who noticed any smokeless tobacco
advertisment or promotion among states/UTs, GATS India 2016-17

Figure No. 8.9 Change in percentage of adults who noticed warning labels on
cigarette, bidi & smokeless tobacco packages, GATS India, 2009-10
and 2016-17

Figure No. 8.10 Change in percentage of adults who quit because of warning labels on
cigarette, bidi & smokeless tobacco packages, GATS India, 2009-10
and 2016-17

CHAPTER NINE: KNOWLEDGE, ATTITUTE AND PERCEPTIONS

Figure No. 9.1 Percentage of adults who believe that smoking causes various
diseases by smoking status, GATS India 2016-17

Figure No. 9.2 Percentage of adults who believe that smoking causes various
diseases by smoking status and gender, GATS India 2016-17

Figure No. 9.3 Percentage of adults who believe that smoking causes stroke and
heart attack among states/UTs, GATS India 2016-17

Figure No. 9.4 Percentage of adults who believe that smoking causes various
diseases by smoking status, GATS India 2016-17

Figure No. 9.5 Percentage of adults who believe that smoking causes various
diseases by smoking status and gender, GATS India 2016-17

Figure No. 9.6 Percentage of adults who believe that smokeless tobacco use causes
dental diseases and during pregnancy harms foetus among
states/UTs, GATS India 2016-17

Figure No. 9.7 Percentage distribution of current smokers and smokeless tobacco
users by perception of the effects of smoking and smokeless tobacco
use on health, GATS India 2016-17



CHAPTER ONE

INTRODUCTION

1.1 THE THREAT FROM TOBACCO USE

Tobacco use is the leading single preventable cause of deaths worldwide. Each year an estimated
7 million deaths are attributed to the use of tobacco (1). On an average, tobacco users lose 15
years of life. Up to half of all tobacco users will die prematurely due to tobacco related causes by
any year or time estimation. Most of these deaths will be in middle and low-income nations,
which would account for almost 80% of all tobacco related deaths (2).

The economic costs of tobacco use are enormous, totaling more than USS 1.4 trillion in health
care costs and resulting in lost productivity which is about 1.8% of the w 0 r |IGDIP’'ar&l over 40%
of what the world spends on school education (3). Yet tobacco remains the single most widely
available and purchasable addictive substance whose purchase is legal everywhere.

The situation of tobacco use in India is even more of a challenge. India is the third largest tobacco
producing nation and second largest consumer of tobacco world-wide. Mortality due to tobacco
in India is estimated at upwards of 1 million (4). The link between tobacco use and mortality in
India is well established, and is similar to global experience with tobacco use. One feature of
tobacco related mortality 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 (5). Tuberculosis related
mortality too has an increasing link with smoking with some sources attributing a contributory
role of smoking in about half of all TB deaths. If the current trends continue, tobacco will account
for 13% of all deaths by 2002 (6)

All this makes it imperative to accelerate the efforts at tobacco control at both global as well as
national level to contain the epidemic of tobacco use and to effectively address the greatest
public health challenge we are currently facing.

1.2 THE GLOBAL ACTION AGAINST TOBACCO

There has been growing international recognition of the threat posed by tobacco use and the
potential of concerted global action to contain this epidemic. Tobacco Control has also been
included in the United Nations Agenda on Sustainable Development Goals. Controlling the use of
tobacco is also seen as one of the effective means to achieve the SDG target that calls for reduction
of one-third premature mortality from non-communicable diseases (NCDs), including cardiovascular
disease, cancers and chronic obstructed pulmonary disease. Further, an additional target aims at
strengthening the implementation of the WHO Framework Convention on Tobacco Control in all the
countries (7)

The Wor |l d He alFtarhewdbkrCaoneemionodraTbbacoo@dntsol (WHO FCTC) provides a
strong, concerted response to the global tobacco epidemic and its enormous health, social,



environmental and economic costs. It also gives nation the necessary foundation and framework —
both legal and technical to enact comprehensive, effective tobacco control measures spanning all
sectors of government. With close to 180 members, the WHO FCTC covers more than 90% of the
W O r slpabulation (8)

The FCTC have set out price and tax restrictions as well as enacted various regulatory measures
related to product packaging, education, and elimination of tobacco advertising for reducing the
demand for tobacco. Around 180 countries are Parties to this Convention. The Governing Body of
the FCTC is known as the Conference of Parties (COP) consisting of all the parties to the Convention
that undertakes regular reviews and make decisions related to the Convention(8)

The strategy for tobacco control was established in 2008 as what is termed as MPOWER approach
and this promote government action on six tobacco control actions:

. Monitor tobacco use and prevention policies.

. Protect people from tobacco smoke.( action against second-hand smoking)

. Offer help to quit tobacco use.

. Warn people about the dangers of tobacco use.

. Enforce bans on tobacco advertising, promotion and sponsorship.

. Raise taxes on tobacco.

Everyyearon31®*May , the WHO in alliance with its

Theme for the World No Tobacco Day in 2017 is Tobacco-A Threat to Development.! One of the
major goals of the World No Tobacco Day is to highlight the links between the use of tobacco
products, tobacco control and sustainable development as well as to direct efforts at the
implementation of strategies prioritising actions on tobacco control.

One of the important global functions under the FCTC is to monitor both, the prevalence of tobacco
use and the progress on tobacco control using MPOWER strategies world-wide. To do this
monitoring function effectively, a Global Tobacco Surveillance System has been set up at the
international level.

1.3 GLOBAL TOBACCO SURVEILLANCE SYSTEMS

Under the leadership of the World Health Organization(WHO) a Global Tobacco Surveillance System
(GTSS) was established to assist all 192 WHO Member States in collecting data on youth and adult
tobacco use. The Global Adult Tobacco Survey is the global standard for systematically monitoring
the adult tobacco use (smoking and smokeless) and to keep the systematic track of all the key
tobacco control indicators. This is a household survey that will monitor tobacco use among adults as
defined to be those who are aged 15 or above. GATS has been implemented in 33 countries since
2008 and repeated in 11 countries(9).

Complementing GATS is the Global Youth Tobacco Survey (GYTS) which focuses on youth aged 13-15
and collects information in schools. GYTS has been implemented in 173 countries since 1999 and has

! http://www.who.int/campaigns/no-tobacco-day/2017/event/en/ accessed on 7t May 2017
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been repeated at least once in 106 countries. It also generates comparable data within and across
countries because of its standardize, systematic and consistent process for all countries.

In addition, there is a list of tobacco questions for surveys, as a subset of 22 core standardized
guestions from GATS, which can be incorporated into other surveys in any combination. Currently,
73 countries have integrated TQS into their national surveys(10). Other surveys of the GTSS include a
Global School Personnel Survey and a Global Health Professional Students Survey.

India has been an active participant in all the different activities under the WHO-FCTC and the GTSS.

1.4 TOBACCO CONTROL POLICIES IN INDIA

India has been one of the earliest nations to ratify the World Health Organization Framework

Convention on Tobacco Control in2004. The Government of I ndia’s | egal
at tobacco control pre-dates this milestone. The legal action against tobacco began in 2003 with the

enactment of the Cigarettes and Other Tobacco Products (Prohibition of Advertisement and

Regulation of Trade and Commerce, Production, Supply and Distribution) Act, 2003 (COTPA) to

prohibit the consumption of cigarettes and other tobacco products.

In 2007-08, India launched its own National Tobacco Control Programme (NTCP) as a part of the 11th
Five Year Plan to fulfill the given obligations under COTPA & FCTC. One of the main objective of the
programme was to increase the awareness about the deleterious effects of tobacco use. The
programme also aims to raise awareness about laws pertaining to control of tobacco and ensure
effective implementation of the tobacco control laws. The main components of the NTCP are to
setting up the State Tobacco Control Cells and a district tobacco control programme that consists of
training and capacity building of enforcement officials, better monitoring and implementation of
tobacco control laws, health communication efforts within schools and in the general public to
promote awareness of the dangers/hazards of tobacco use and to prevent tobacco use. Apart from
this initiatives, the NTCP also provided for setting up of cessation centers at the district levels and
establishing tobacco product testing laboratories(11)

Recognizing the importance of high quality information on tobacco use to guide its tobacco control
policy and programmes, the Indian government has also been one of the first nation to undertake
the Global Tobacco Surveys. The Global Youth Tobacco Survey was done in 2003, and the same
repeated in 2006 and 2009 and the first round of Global Adult Tobacco Survey was undertaken in the
year 2009-2010. India has also conducted a school personnel survey and a professional students
survey in 2006. Questions on tobacco use have also formed a part of other major national surveys,
notably the National Family Health Surveys 2, 3 and 4.

In 2009, when both the GYTS-3 and GATS- 1 were undertaken, the NTCP was still at an early stage of
implementation. By 2009, government had set up the steering committees for the implementation
of COPTA in 21 states. However effectiveness of the restrictions on tobacco sales that the law
mandates was varied across states, and few states had started collecting fines and only half the
states had established tobacco cessation facilities(11). However these two surveys provided a
convenient baseline for the NTCP



Despite the different sources of information, it has been the Global Adult Tobacco Survey which
provided the baseline information on the multiple forms of tobacco use, the varying epidemiology
across states and the diverse determinants of its prevalence and the efforts at tobacco control
across states.

1.5 GLOBAL ADULT TOBACCO SURVEY- FIRST ROUND-2009-10 INDIA

The first round of Global Adult Tobacco Survey, India was carried out in 2009-2010 (12). The Ministry
of Health and Family Welfare, Government of India organized this survey in partnership with
International Institute for Population Sciences, World Health Organization, CDC, USA and others. A
nationally representative probability sample was used to provide national and regional (North, West,
East, South, Central and North-East) estimates by residence (urban and rural) and gender and State
estimates by gender. The survey was designed to produce internationally comparable data on
tobacco use and other tobacco control indicators using a standardized questionnaire, sample design,
data collection and management procedures. GATS 2009 covered 69,296 adults, among which there
were 33,767 males and 35,529 females. By place of residence41,825 samples were from rural areas
and 27,471 were in urban areas. All 29 States and 2 Union Territories of Pondicherry and Chandigarh
were covered.The survey findings were published in 2010 and disseminated systematically through
events organized at National, Regional and State level. The survey results were also widely covered
in the media.

GATS India 2009 revealed that 34.8 percent of adults in India use tobacco in some form or the other.
Out of this reported prevalence 21percent adults were using only smokeless tobacco, 9 percent
reported only smoked one whereas 5 percent reported under both i.e. smoked as well as smokeless
tobacco. The prevalence of overall u tobacco use among males reported 48 percent and of smoking
was 24 percent whereas corresponding figures for females was 20 percent for any tobacco use and 3
percent for smoking. The prevalence of tobacco use was higher in rural areas compare to the urban
counterpart.

Prevalence of tobacco use also varies across States, with a range from 67 percent in Arunachal to 9
percent in Goa. All eight north-eastern States and the five eastern States of West Bengal Bihar,
Jharkhand, Orissa and Chhattisgarh and the central State of Madhya Pradesh had prevalence above
the national average.

A higher prevalence rate for tobacco use was associated with lower levels of education and with
higher age groups. In all the sub-groups studied —that included gender, age, educational level and
residence, the results stated the use of smokeless tobacco was higher than smoking tobacco. Of
those who used tobacco, over 75 percent were daily users.

GATS India 2009 also explored passive smoking in some detail. The survey revealed that 52 percent
of adults were exposed to second-hand smoke (SHS) at home.lt also varied across States; reaching
an almost universal level of 97 percent in Mizoram. Exposure to SHS at any public place ranged from



the highest levels of 54 percent in Meghalaya to the lowest of 11 percent in Chandigarh. Exposure to
passive smoking in different public sites was also investigated and the patterns varied across States.

GATS 2009 also reported on the expenditure incurred on smoking and use of smokeless tobacco. The
survey also studied the exposure to anti-smoking messages in different communication media and
on packages. The experience of efforts at cessation of tobacco use is also part of the information
provided by GATS India 2009-10. Information was also collected and presented on knowledge,
attitudes and practices of tobacco consumers along with information on initiation of age for the use
of tobacco.

1.6 POLICY MEASURES SINCE GATS 1 INDIA 2009-2010

GATS 1 leads to an increasing attention to the challenge of tobacco control and provide a robust
baseline on the many dimensions needed to guide action. At the time of GATS 1, the NTCP was
being piloted in 42 districts of 21 states (with two districts in each state) across India. In 2013, the
programme was expanded and the number of districts covered increased to 53 districts of 29 states.
During the 12th Five Year Plan (2012- 17), the programme was to be extended to all the districts in a
phased manner. In this period, all NTCP activities at the district and below were subsumed under the
National Health Mission (NHM) Flexipool forNon-Co mmu ni cabl e (D). sease (NCD’' s)

One of the big changes brought by GATS 1 India -2 was a sharp recognition of the problem of
smokeless tobacco and the varied prevalence of tobacco use across states. Many states introduced a
total ban on the manufacture and sale of Gutkha and Pan Masala containing tobacco or nicotine, a
form of chewing tobacco. Taxes on cigarettes and many smokeless products were also increased.

Another important development in this period was the emphasis on anti-tobacco messaging in the
media and on tobacco packets. The earlier version of COTPA had provisions for banning the direct
and indirect advertisement of tobacco products (except at point of sale). An amendment in April
2016 increased the size of the warning on tobacco packets to a minimum of 3.5 cms (width) and 4
cms (height). This amounts to covering 85% of both sides of the tobacco package. Additionally, a
2009 set of rules under the Cable Television Networks (Regulation) Act, 1995 (CTNA) disallows direct
advertising of tobacco products on cable networks in India. A subsequent Ministry of Information
and Broadcasting Directive, also disallows indirect advertising of tobacco products.

In addition, government had also started a toll-free Tobacco Cessation Quitline as well as m-
Cessation services under the “Be Healthy Be Mobile Initiative”,2’.Taking into consideration the
definite felt need for tobacco cessation, as revealed by the GATS India, 2010, the Government
undertook capacity building initiatives to expand the tobacco cessation facilities in the country. The
emphasis is being laid on mainstreaming tobacco cessation in the health care delivery system by
encouraging health care institutes to set up tobacco cessation facilities. The Indian Dental
Association, a professional organization has also initiated Tobacco Intervention Initiative (TIl) to train
the dental professionals in tobacco cessation and help to set up cessation clinics(11).

2 http://pib.nic.in/newsite/PrintRelease.aspx?relid=153341 accessed on 10 May 2017
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Considerable investment has also been made in national publicity and awareness building activities
including the observation of the World No Tobacco day on May 31° of every year (11).

In November 2016, Government of India in partnership with the FCTC Secretariat hosted the
Seventh Session of the Conference of Parties in Noida, Uttar Pradesh, India. This was an occasion
where the government reiterated its commitment to strengthen measures at tobacco control
especially the increasing emphasis on regulation of Smokeless tobacco products in India.

Indahas al so e Slbbalknbwlesdhgeed Huhbe f‘or S anNakiopd IestitideofT 0 bacc o
Cancer Prevention and Research (NICPR) which will act as a global repository of knowledge related
to smokeless tobacco(13).

1.7 TOWARDS THE SECOND ROUND OF GATS INDIA

Five years after GATS-1 and the considerable efforts at implementation that it led to the need was
felt to have a second round of the survey. GATS 2009 India had not only contributed significantly to
government efforts at control of tobacco use, it has also raised public awareness of the issue and
triggered a number of scientific articles leading to the generation of new knowledge in this area.

A second round of GATS was felt that it would be able to comment on the effectiveness of tobacco
control measures much better and this could inform course corrections in the programme. Changes
in tobacco use can occur despite active efforts of the government and civil society to curb its use. It
is due to changes in the strategies of promotion of tobacco use by different segments of the tobacco
industry, or passively, in response to cultural changes that are taking place secondary to the patterns
of social and economic development. The latter category includes such varied changes as improved
educational levels, much larger numbers of youth entering higher institutions, increased migration,
and fragmentation of households, growth of urban slums, greater numbers involved in casual labour
and growth of social networking. There are also new technologies like e-cigarettes or at the other
end nicotine replacement therapies whose scope and reach is entirely uncertain.

While designing GATS 2 a number of principles were kept at the forefront.

a) The design of the survey and its tools had to be consistent with the Global Design of the Survey
as its a part of the Global Surveillance effort. However, India could and did use additional
questions wherever it was needed.

b) The design of the survey and its tools had to be consistent with the design of the GATS India
survey of 2009-10, so that the results of both GATS 1 and GATS 2 would be comparable.

¢)  To make the information more relevant and useful for programme planning and management,
it was essential to have state specific data and this implies that region based sampling would
be replaced by state based sampling. Also since after GATS 1, prevalence rates were known,
indicated that states with lower prevalence rates needed a larger sample size to track change.
Whereas larger states would need a larger sample.

d) Like in GATS-1, the interview schedule of GATS 2 also did not ask for health status with
respect to any confirmed communicable or non-communicable disease. However, GATS 2 did
introduce a question that could relate to tobacco use and exposure to SHS during pregnancy- a
guestion that has considerable importance.



With all these considerations in mind, the main objectives of the Second Round of Global Adult

Tobacco Survey —India that was conducted in year 2016 was set out as follows:

1.8 THE MAIN OBIJECTIVE OF GATS INDIA 2

1) To obtain sufficiently reliable estimates of various dimensions of tobacco use so as to
systematically monitor adult tobacco use and its key tobacco control indicators.

2) To contribute to the understanding of effectiveness of tobacco control measures, based on
observed changes in relevant indicators since 2009-10 when GATS 1 India -2009-2010 was
completed.

3) The indicators measured would include:

a. Prevalence of tobacco use as in smoking and in different forms of smokeless
tobacco use,

b. Prevalence of second hand exposure to tobacco smoking

C. Prevalence of cessation efforts,

d. Economics of tobacco use in terms of monthly expenditures incurred

e. Awareness of measures to control it and exposure to health communication efforts

against tobacco use through different media.

f. Awareness and perception on the harmful effects of tobacco use

The survey would be designed to provide all the critical indicators of tobacco use for males and
females and for rural and urban areas; at national level and at the level of every state and two union
territories. GATS India 2 also aims to observe the changes in these indicators since GATS India 1
conducted in 2009-10.

Ministry of Health and Family Welfare designated the Tata Institute of Social Science (TISS), Mumbai
as nodal implementing agency. With the creation of Telangana State, the total number of States
covered in GATS 2 would go upto 30 as compared to 29 for GATS 1. Coverage of union territories
would be limited to Chandigarh and Puducherry, as was done in GATS 1. Thus only 4 union
territories representing about 0.01% of the Indian population would be excluded.



The Global Adult Tobacco Survey (GATS) is a standardized survey used across nations to monitor the
prevalence of adult tobacco use and to measure changes in key tobacco control indicators. The first
round of this survey was conducted in India in 2009-10. This is the report of the second round of the
Global Adult Tobacco survey in India which was conducted in 2016-2017 , and this survey is referred
to in this report a SGATS 2 India’ ' This survey is a nationally representative household survey of
adults, 15 years of age or older designed to produce internationally comparable data on tobacco use
and other tobacco control indicators. The survey used the internationally standardized
qguestionnaire, sample design, data collection and management procedures. A representative
probability sample was used to provide national estimates of tobacco use and its various dimensions
by urban and rural residence and gender, and state estimates by gender. This chapter describes the
study population and the survey methodology, sampling design, questionnaire, data collection
methods and statistical analysis.

GATS 2 India is a household survey and hence included only household population. The target
population for the survey was defined as all Indian residents, aged 15 or above living in their usual
residence prior to the survey date. The institutional population comprising of those living in
collective living places like students' dormitories, hospitals, hotels, prisons, military barracks etc.,
were not included in the survey.

The respondents eligible for GATS2l ndi a wer e al | non - idnSsatdiadowet i onal i
who resided in the country and agreed to participate in this survey. The eligibility for the individual

interview was based on the age reported in the household interview. However, in the course of

individual interview if the eligible respondent was found out to be younger than age 15, then he/she

was excluded from the survey.

The participation in the survey was purely voluntary. Before starting the interview, interviewer read
the consent form (statements) and proceeded for the interview only after the respondent consented
for it. In case of minor respondent age 15—17, interviewer was required to obtain the consent from
both, parent or guardian of the minor as well as the respondent. Even though, respondent
consented for the interview, he/she could withdraw from the study at any time in the course of the
interview. Respondent also had a right to refuse to answer any question without providing any
reason.

The GATS 2 India covered all the 30 states, including National Capital territory of Delhi and two union
territories (UTs) - Chandigarh and Puducherry, covering about 99.92 percent of the total population



of India-1029 million- according to 2011 Census. For GATS 2 India survey, sampling was done
independently in each state/UT and within the state/UT, independently in urban and rural areas (see
Appendix for details). Prevalence rates by gender in the GATS 1 survey in each state was also
considered when samples for each gender in individual interviews was decided.

In urban areas, three stage sampling was adopted. At first level, the list of all the wards from all
cities and towns of the state/UT formed the urban sampling frame from which a required sample of
wards (PSUs) was selected using probability proportional to size (PPS) sampling. At second level, a
list of all census enumeration blocks (CEBs) in every selected ward formed the sampling frame from
which one CEB was selected by PPS from each selected ward. At the third level, a list of all the
residential households in each selected CEB formed the sampling frame from which a sample of
required number of households was selected.

In rural areas, two stage sampling was adopted. At the first stage of sampling all the villages in the
state/ UT formed the sampling frame. All the small villages having less than five households were
removed from the sampling frame. Villages with five to 49 households as per Census of India, 2011
were linked with the neighboring larger villages. All the villages were first stratified into different
strata by using geographical regions, and further stratified by village size, proportion of scheduled
caste, scheduled tribe population and female literacy. The required number of PSUs (villages) was
selected according to the proportion of population size (PPS) sampling, within each stratum. At the
second stage, a list of all the residential households in each selected village formed the sampling
frame from which a sample of required number of households was selected.

A household listing operation carried out in each sample area provided the necessary frame for
selecting households at the second stage in rural areas and at the third stage in urban areas. The
household listing operation involved, preparing up-to-date location and layout sketch maps,
assigning a GATS 2 India specific number to each structure, recording addresses of the structures,
identifying residential structures, and then listing the names of the head of the households. Listing of
all households in large villages with 300 or more households is a huge task and might involve errors
due to omission or duplication. And hence all the large villages with 300 or more households were
segmented into three or more segments (depending on village size) of almost equal segments each
of about 100-200 households. From all the segments in each large village, two segments were
selected by using PPS sampling. Household listing in the large PSUs was done only in selected two
segments. In all such large villages, sampling design became a three-stage design.

From the list of households 30 households (plus additional three for accounting non-response) were
selected by systematic random sampling. The 33 selected households in a PSU were divided into two
groups as 1) households for interview of a male member and 2) households for interview of a female
member in proportion to the total sample size of male and female interviews in a state. In a selected
household a list of all the males/ females members aged 15+ formed the sampling frame for the
selection of male/ female respondents. The sampling was done at the headquarters of the
implementing agency and whichever household was selected had to be interviewed. From the total
number of male/ female members aged 15 or above in a household, one member was be selected at
random for the interview. This selection was random and done by the handheld device.



2.3 SURVEY QUESTIONNAIRE

GATS 2 India used two types of questionnaire: the household questionnaire, and the individual
questionnaire. The household and individual questionnaires were based on GATS core
guestionnaire, which were designed for use in countries implementing GATS. In consultation with
the Technical Advisory and Monitoring Committee (TAMC) these questionnaires were adapted and
modi fied to reflect the relevant issues applica
was done in consultation with Centers for Disease Control and Prevention (CDC), Atlanta and WHO
South East Asia Regional Office (WHO- SEARO). The Questionnaire was tested in the field during
pretest and based on the pretest experiences the GATS India questionnaire was finalized. The
guestionnaire was developed in English and later translated into 18 Indian languages for
administration in different states/UTs. The questionnaires were back translated to check the quality
of translation. GATS 2 India Questionnaires are given in Appendix A.

2.3.1 Household questionnaire

The household questionnaire was administered to head of the household or any adult member in
the absence of head. In the household questionnaire, information on the total number of household
members and total number of household members aged 15 or above by sex was collected. In the
households selected for interviewing male respondents, information of all male members about
name, age, month and year of birth (in case of those aged 15-17), smoking status and smokeless
tobacco use status was collected. Similarly in the households selected for interviewing female
respondents; information of female members was collected. The information on age was used to
identify an eligible random respondent for the individual questionnaire. Whether a particular
household was to be interviewed for male or for female respondents was determined during the
household selection process itself and corresponding case management files were loaded in each
handheld device.

2.3.2 Individual questionnaire

The Individual questionnaire was administered to the individual age 15 or above selected randomly
for the interview by the handheld device from the list of male or female members that had been
entered as response to the household questionnaire. The individual interview started with consent
statement. The individual questionnaire consisted of the eight sections:

1. Background characteristics: Questions on sex, age, education, occupations, possession of
household items, religion, caste, marital status and pregnancy status (in case of females
aged below 50) were included in this section.

2. Tobacco smoking: Questions in this section covered patterns of use (daily smoking, less
than daily smoking, not at all), former/past smoking, age of initiation of daily smoking,
daily/weekly smoking of different tobacco products (cigarettes, bidi, hukkah, pipes, cigars
and other smoked tobacco), time to the first smoke of a day after waking up and attempts
to quit. There were in addition two sub-sections added which were as follows:



a. Waterpipe: Though in the sub-section on tobacco smoking information on hukkah
use was collected, in this section information on the use of hukkah (water pipe) was
collected from those who did not report it in the previous section. From all hukkah
users details like duration of hukkah session, number of participants in a hukkah
session, place of hukkah smoking and type of tobacco smoked were collected.

b. Electronic Cigarette: In this sub-section information on the awareness and use of
electronics cigarette was collected.

3. Smokeless tobacco: Questions included patterns of use (daily consumption, less than daily
consumption, not at all), former/past use of smokeless tobacco, age of initiation of daily
use of smokeless tobacco, consumption of different smokeless tobacco products (khaini,
gutkha, tobacco with pan masala, tobacco with betel quid and other smokeless tobacco
products like, mishri, gul, bajjar, gudakhu ), time to the first use of smokeless tobacco of a
day after waking up, attempts to quit. One sub-section added to this section is on the use
of other products that are consumed without tobacco, but have a relationship culturally to
use of smokeless tobacco. These are the use of pan masala without tobacco, betel quid
without tobacco, and use of areca nut was collected.

4. Cessation: Questions related to quit attempts, advice to quit smoking by health care
providers, methods used to quit smoking and future plans to quit smoking. Similar
information was collected for cessation of smokeless tobacco as well.

5. Secondhand smoke: Questions in this section were on whether smoking was allowed in the
home, exposure to secondhand smoke at home, indoor smoking policy at the work place,
exposure in the last 30 days in the work place or in any public place like government
buildings/offices, private offices, health care facilities, restaurants, public transportation,
bars/ night clubs and cinema hall/ theatre. The section also included knowledge about
serious illness among non-smokers and children due to secondhand smoke.

6. Economics: Questions covered type of tobacco product and quantity bought, cost of
tobacco products, and source of last tobacco products purchased.

7. Media: Questions on exposure to advertising: television, radio, billboards, posters,
newspapers/magazines, cinema, internet, public transportation, public walls, others;
exposure to sporting events related to tobacco; exposure to music, theatre, exposure to
tobacco promotion activities; reaction to health warning labels on cigarette packages;
exposure to anti-tobacco advertising and information. Similar questions were included for
smokeless tobacco as well. The reference period for the questions in this section was
previous 30 days.

8. Knowledge, attitudes and perceptions: Questions regarding knowledge about health effects
of both smoking and smokeless tobacco.

2.4 QUESTIONNAIRE PROGRAMMING AND PREPARATION OF HANDHELD COMPUTERS

Data collection for both household and individual questionnaire at national level was electronically
collected using hand-held devices in the form of tablets. General Survey Software, developed by RTI
International was used on the handheld devices to capture survey data. GATS 2 questionnaire was
programmed in the GSS software.



The handheld device used on field for data collection operates on Android 4.4.2 with a Quad-core
1.2 GHz processor and 1.5 GB RAM.

The GSS Software is developed to facilitate the administration, collection, and management of
survey data. It s a dual system with one component de
other component designed to run on Android platform based handheld (portable/mobile) device.

Programming was supported by the international IT partner- RTI International. The programming of
guestionnaire in the GSS software was carried out in collaboration with in-country IT personnel of
the implementing agency.

The GATS India questionnaire was translated into 18 different regional languages and thus the
guestionnaire was programmed using the GSS software in 19 languages including English. All
handheld devices had the questionnaire available in all 19 languages and the interviewer could
switch to any of the 19 languages for the interviews.

Quality control mechanisms were used repeatedly to test the quality of questionnaire programming
foll owing the GAdeSo General gurvaynsyatenn mahual’G Tihe main steps
involved in quality control checks were: version control/verification for household and individual
guestionnaires, date and time verification, verification of skip patterns, and validation checks. The
entire process, including questionnaire administration, data collection using handheld machines,
data transmission, data management and aggregation (preparing a raw data for analysis), was pre-
tested on field between 15" February 2016 and 22" February 2016 at Lucknow, Uttar Pradesh,
India.

Data transmission was carried out using cloud systems and syncing software. A cloud server setup
was established by the national implementing agency. This server system was used to transmit data
to and from the handheld devices. Each handheld device was remotely connected to the central
cloud server using the sync software.

Handheld devices programming for data transmission and final questionnaire for data collection was

uploaded in the form of case management files by the data management team of the implementing

agencyal ong with | T personnel ’inslulyf201@® The e@e@rbhic &se RT | i n
management files used for identifying the selected household addresses and for then entering the

data of that selected household was uploaded in two phases. The case files for phase one- which

was the first set of states that the research agencies were taking up, were uploaded into the

handheld devices during National Traini ng of Tr ai nAugust 216 (whileQhe ases fie Jul y
for phase two, the second set of states, was uploaded into the handheld devices remotely from the

implementing agency office in October-November 2016.

GATS 2 India is the project of the Ministry of Health & Family Welfare (MoHFW), Government of
India. MoHFW designated Tata Institute of Social Sciences (TISS), Mumbai as the nodal implementing
agency for GATS 2. A Technical Monitoring and Advisory Committee (TMAC) of Indian Experts,



constituted by MoHFW provided guidance to GATS 2 at all stages, and on all the aspects of the
project especially on design and questionnaire contents, tabulation, format of the report and
dissemination of the results. The composition of the TMAC is provided in Appendix E. An
international advisory committee and its sub-committees on questionnaire and on sampling and
data management provided guidance and review at the international levels.

GATS 2 survey proposal, protocols and questionnaires were reviewed and approved by the Ethics
Review Committee, Institutional Review Board (IRB) of TISS.

The financial support for GATS India was provided by Ministry of Health and Family Welfare,
Government of India and CDC Foundation. Technical support was provided by the Center for Disease
Control and Prevention (CDC), USA and the World Health Organization and the international IT
partner- RTI International.

For GATS 2, the data collection work was entrusted to 10 reputed research agencies (RAs) across the
country, who worked under the overall guidance and supervision of the nodal implementing agency.
A list of research agencies along with the states in which they worked is attached in Appendix E. The
research agencies recruited the researchers needed for mapping and listing of households and then
for data collection from the PSUs. The Research Officers who supervised the state level work on
behalf of the nodal implementing agency were recruited, trained and deployed by TISS.

The pretest of GATS 2 was conducted in and around Lucknow, a city in Uttar Pradesh in February,
2016. The scope of pretest was much broader than the usual pretest of questionnaires. The pretest
served the objectives of i) identifying the problems encountered in administering the questionnaire,
ii) identifying the gaps in the training manual and in training programs iii) testing field protocol and
iv) achieving standardisation on the IT equipment, data management systems and development of
the IT training manuals.

The Pre-testing was organised with the partnership of the Giri Institute of Development Studies
(GIDS), Lucknow. A team of 20 interviewers and 4 supervisors identified by GIDS were involved in
pretest. Field work had been organised at four sites- each of them similar to a PSU. One was a
relatively remote under-developed village- over 30 km away, another well developed near road
village about 10 km away, the third was an urban slum and the fourth was a urban middle
class/working class area. The questionnaire for pretest was translated into Hindi a language used in
13 out of 32 states/UTs of GATS 2. The field staff was given intense classroom training supplemented
by practical training with demonstration and mock interviews. In pretest 150 interviews were
completed out of them 86 were with males and 64 were with female respondents.

The pre-test achieved its main objectives. It ensured that the questionnaire was thoroughly
reviewed under field conditions, that the IT system was checked out, that the IT team was provided
with a comprehensive capacity building — both the skills needed and the confidence for carrying out
its function. The resource persons of the implementing agency were exposed to many issues in



training, supervision, manual preparation and integration with the IT component. But over and
above these targeted objectives the pre-test also served to forge the personnel into a leadership
team and provide them with the encouragement, confidence and motivation to work together to
implement GATS 2 in a time bound manner without any compromise in quality.

For the standardization of survey protocol and procedures across the survey areas and to minimize
non-sampling errors following different instruction manuals were prepared.

1. Fi el d Il ntervi ewer's Manual: t his manu al

data collection work effectively. The manual included general guidelines and tips to conduct
interview and minimize non-response.

2. Question-by-Question Specifications: this manual was intended to help investigators while
interviewing the respondent. The manual discusses each question included in the
guestionnaire question by question; its purpose was guidance on how to ask the question
and record the response.

3. Field Supervisor’'s Manual : thi s smsupetvising
data collection work. The manual describes the roles and responsibilities of the Field

Supervisor.

4. Mapping and Listing manual: this manual was intended to guide mapping and listing team to
perform the mapping and listing of households operation effectively. It discusses each step
involved in drawing ‘Location and Layout’ maps of each ultimate sampling area and listing all
the structures and households. This provides the lists from which the implementing agency
would draw the household sample, and also has enough detail to subsequently help the data
collection team to locate the household selected.

5. Training Manual: the manual was intended to guide the senior staff of research agencies in
conducting training programme for all the staff involved in GATS India. It describes the
expected schedule and contents of an ideal training programme.

As GATS 2 was to be implemented by 10 different research agencies in 30 states and two Union
Territories, training of field staff was to be conducted at 32 different locations by officials of 10
research agencies. To train these trainers from different research agencies and TISS personnel
involved in GATS 2 three centralized training workshops were organized by TISS.

this was intended to equip personnel from regional agencies to
conduct training in their state/UT and coordinate and supervise mapping and house-listing
operation. The training was of three days duration during April 13-15, 2016. On the first two days,
there were classroom lectures followed by practice session on the third day. The practice session
involved mapping and house listing in one urban area and one village. The resource persons for the
training program were TISS faculty and experts from our national and international partners.

this was intended to equip personnel from regional
agencies to train field interviewers and supervisors in their state/ UT. The Training of Trainers
workshop program was organized during July 21 to August 3™, 2016. The programme began with a
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language review and then setting up of the tablets and uploading with the case files needed for
training and the first phase of states and their distribution. In parallel, from July 27*" to August 3",
three senior persons from each research agency were introduced to GATS 2 objectives, sampling,
mapping, house listing, interviewing techniques. They were also provided with background
information on different tobacco products used in India, the Gov er n ment of |
initiative and policy banning media advertisement of tobacco etc. The training program emphasized
a systematic discussion of each question on the questionnaire. Experts in the area of tobacco control
gave special lectures. The training program also included demonstration interviews, mock
interviews, as well as practice interviews in nearby urban slum. The resource persons for the training
program were TISS faculty and Officials from MoHFW, WHO, CDC, RTI. The personnel from regional
agencies trained at TISS imparted training to field staff in their respective state/UT.

Five TISS faculty and one doctoral student of the school of health systems studies of TISS and the
field research officers and the headquarters research staff of GATS 2 project also attended the
relevant training programs, enabling them to provide the required support and guidance to the
teams in the next stage.

A special training program for IT professionals from research agencies
was organized as a parallel session during the National TOT. The IT professionals were trained in the
use of the handheld device in data collection, trouble-shooting common problems and in data
transfer. For this purpose the research agencies had been asked to bring along one IT professional as
part of their team. In the subsequent stage these IT professionals assisted the research agencies in
data management.

The fieldwork took place from August 2016 to February 2017. Over 90% of the data collection was
completed by November 2016. Data collection for only three states extended to mid January- and
for one state to early February. The first part of field work was mapping and listing operation in all
the selected PSUs. Upon completion of this work in each of the states, all the maps and listing of
households in each sample area were uploaded on GATS 2 cloud. TISS data management team made
the randomized selection of 33 households in each PSU, and its allocation into male and female
households according to the distribution decided upon for that state, and then the case
management files of these households were uploaded into the handheld devices of male and female
interviewers respectively. All households which had to list and interview females were necessarily
interviewed only by female interviewers.

Each field data collection team comprised of 2 male interviewers, 2 female interviewers and one
supervisor. It was mandatory for field team to visit each selected PSU for at least for two days. For
assuring quality data, TISS assigned one Research Officer to every state/ UT, who supervised the
mapping, listing of households and data collection work. During fieldwork period TISS employed as
many as 23 research officers to provide technical support and quality assurance at all levels of the
data collection work. .
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In addition to TISS Research Officers, faculty of the school of health systems studies who were part
of the training and support team for GATS 2 also monitored field work.

On the field, data collected from interviews were entered into the tablet on the case management
system. At the end of each day of data collected the completed data files from each and every tablet
for each state was transmitted to the cloud server using wireless interne. These data files received
were then securely collated from cloud server to a work station by the TISS data management team.
After collating the data files, these files would be aggregated, using the aggregation module in GSS
to generate a master data file. On this master data file, checks were performed to ensure data
quality. The checks performed included data validation and skip patterns, interview time &
duration, and inspection for any unusual pattern from any particular team or investigator. If there
are any issues/problems found then these were reported back to the respective teams and field
coordinators by the faculty coordinator, through the agency coordinator and research officers to
ensure appropriate action has been implemented. The process of data aggregation and quality
checking was carried out on a daily basis. On completion of field work, all the tablet exported data
files were aggregated to generate the master data file which includes all the interviews recorded.
Then using the master data file and Master FileMerge module of GSS, data files were generated in
various statistical software formats (SPSS, STATA, etc) for further analysis and reporting.

For the tabulation purpose GATS national data file in SPSS format was used. Data used for the
tabulation included only cases where respondent reported their smoking status and status of
smokeless tobacco use and allowed to continue interview for at least first four sections of the
individual interview.

To improve representativeness of the sample in terms of the size, distribution and characteristics of
the study population, the data was suitably weighted. The weights were derived considering design
weight (reciprocal of the probability of selection), household response rate and individual response
rate. The post stratification calibration was done for age-sex-residence distribution on survey period
in each state/UT. Details of weighting procedure are provided in Appendix B on Sample design.

All the statistical analysis was done using SPSS-20 software.



Table 2.1: Sample size by Gender, Residence and Number of Primary Sampling Units (PSU) by Residence

across states/UTs.

Allocation of total sample size by gender Allocation of sample : Number of PSUs by
residence residence
State Total Male Female | % Urban | Rural Total Urban | Rural
Urban
North
Jammu & Kashmir 2,500 1,000 1,500 27 685 1,815 83 23 60
Himachal Pradesh 2,500 | 1,000 1,500 10 250 2,250 83 8 75
Uttarakhand 2,500 | 1,000 1,500 30 755 1,745 83 25 58
Punjab 2,500 | 1,000 1,500 38 938 1,563 83 31 52
Haryana 2,500 | 1,000 1,500 35 873 1,628 83 29 54
Chandigarh 2,500 | 1,000 1,500 97 2,433 68 83 81
Delhi 2,500 | 1,000 1,500 98 2,438 63 83 81
Central
Rajasthan 3,000 | 1,500 1,500 25 747 2,253 100 25 75
Uttar Pradesh 3,500 1,750 1,750 22 781 2,720 117 26 91
Madhya Pradesh 3,000 | 1,500 1,500 28 828 2,172 100 28 72
Chhattisgarh 2,000 | 1,000 1,000 23 464 1,536 67 15 52
East
Bihar 3,000 | 1,500 1,500 11 339 2,661 100 11 89
Jharkhand 2,000 | 1,000 1,000 24 480 1,520 67 16 51
West Bengal 3,000 |