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Tobacco addiction is one of the leading causes of premature mortality. Early and effec-

tive intervention in primary care, though possible and feasible, is seldom done in India.
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Introduction

Tobacco addiction Kkills one in six smokers globally and one
in two in low- and middle-income countries and remains
a major public health concern.'” In India, 42.4% of men,
14.2% of women, and 28.6% (266.8 million) of all adults
currently use tobacco (smoked and/or smokeless tobacco).?
Treatment gap for Tobacco use disorders is 91.8%.4 Only way
to address this huge gap is to integrate management of tobac-
co addiction into primary health care.* Though this is shown
to be possible,> the ground reality is not encouraging.®

One recent effort by the National Institute of Mental
Health and Neurosciences (NIMHANS), Bengaluru, India
toward integrating mental health care into general health
care is an innovative digital driven four module based pri-
mary care psychiatry programs (PCPPs).” This involves men-
toring the primary care doctors (PCDs) at their working
clinic from an academic hospital using digital technology.”
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This case series describes the diagnosis and management of three patients of tobac-
co addiction by a primary care doctor (PCD) who is being trained in digitally driven
four modules based “Primary Care Psychiatry Program” of National Institute of Mental
Health and Neurosciences, Bengaluru, India. This article discusses about the way in
which two modules (telepsychiatric on-consultation training and collaborative vid-
eo consultation) helped a primary care doctor (M.B.P.) working approximately 1,500
miles away from an academic institute to treat tobacco dependence at a rural primary

An primary care adopted all-in-one training tool, name-
ly “clinical schedules for primary care psychiatry” (CSP) is
designed for this 1 year PCPP meant only for practicing PCDs.
This CSP contains screener, primary care adopted taxonomy,
diagnosis, treatment (with brief counseling), as well as fol-
low-up guidelines for highly prevalent six psychiatric disor-
ders at primary care one of which is tobacco addiction.® CSP
has been validated at primary care.® A PCD who is working
at primary health center of Uttarakhand state, India, had an
opportunity to treat three patients with tobacco addiction
with the help of two modules of PCPP, namely, the telepsychi-
atric on-consultation training (tele-OCT; a real time clinical
training while the PCDs is in live consultation of his general
patients in his/her clinic) and the collaborative video con-
sultation (CVC: it is an videoconference based, on-demand,
walk-in clinic for PCDs to obtain consultation) by a telepsy-
chiatrist from NIMHANS, Bengaluru, an academic institute.
CVC is provided to PCDs only after completing at least one
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session of tele-OCT and starts managing cases at the primary
health centre (PHC), particularly for cases that PCD thinks
expert help is required.

Authors describe the way two digital modules of PCPP
from an academic institute based at Bengaluru, India, assisted
a PCD who is working at approximately 1,600 miles away at a
rural primary health center of Uttarakhand, India.

Case Series

A. First Consultation in Tele-OCT Module
Brief baseline clinical descriptions of three consecutive
patients who consulted for tobacco use during their first con-
tact with the PCD during tele-OCT sessions are described here.
A 35-year-old male presented with history of tobacco
use in the form of chewing tobacco for past 10 years. He was
chewing 7 to 8 packs of local tobacco per day. He reported to
have increased intake in the last 3 to 4 years and had many
attempts at abstinence. There were relapses of tobacco use
due to severe craving (case 1). A 45-year-old male with histo-
ry of tobacco use (beedi), at least 20 per day for past 12 years
and alcohol use (once in a month). He reported that he had
multiple attempts of failed abstinence of tobacco addiction
(case 2). A40-year-old male presented with history of alcohol
and tobacco use for past 5 years. He reported to have a binge
pattern of alcohol use and tobacco chewing (9-10 g/day) for
the last 5 to 6 years. He reported that the last intake of alco-
hol was 4 months back and he didn’t want help for his alco-
hol use. He wanted help for his tobacco chewing (case 3).
Above patients were screened with a single screener
question “Do you use beedi/cigarettes/gutka or other tobacco
products within 1 hour of getting up from bed in the early
morning?” of CSP. Subsequent to “Yes” response, diagnosis of
tobacco addiction was confirmed from the diagnostic guide-
lines provided in CSP. There was no history of epilepsy in all
three patients. As per CSP’s management guideline, bupro-
pion 150 to 300 mg after 5 days were prescribed with brief
counseling for tobacco abstinence.

B. Follow-up Consultations (using CVC Module)
Follow-up consultations were done between 2 and
4 months after the initial consultation. The course and prog-
nosis of these patients are briefed below.

Case 1 remained abstinent from tobacco with bupropion
300 mg/day at 2 and 4 months of follow-up.

In case 2, at first follow-up (2 months), tobacco use reduced
to 8 to 10 beedi/day on bupropion 300 mg/day in 1 month,
then relapsed to original tobacco use subsequent to stoppage
of bupropion. It was discussed with him about the need for
another trial of tablet bupropion, for which he agreed and
medications restarted. At the end of 4 months in 2nd CVC
follow-up, patient had decreased tobacco use (3-4 beedi/day)
and continued medication use.

In case 3, at 2 months of follow-up, he had stopped
tobacco chewing for 1 month and had restarted for the last
3 weeks despite on bupropion. The dose of bupropion was
increased to 450 mg. At the end of 4 months of follow-up
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in CVC, patient stopped medications and restarted tobac-
co use. During follow-up, the patient was restarted with
bupropion and subsequently lost to follow-up.

Discussion

This article demonstrates how a PCD can provide treatment
for tobacco addiction in their busy rural PHCs using innova-
tive training and consultation approach of PCPP. This article
emphasizes that early assessment and intervention for tobac-
co addiction can be made at the primary-care level itself. This
also prevents many complications secondary to tobacco use.
Several other community-based models of care in different
parts of India have shown the effectiveness of continued care
in improving outcomes in alcohol and other substance use
disorders.!%-12

In our tele-psychiatric training module, an Indianized
single-screening question of CSP is used, which is prag-
matic in the setting of an Indian PHC, where busy clinics
handle around 100 patients daily. Most of the times, doc-
tors find it difficult to spend even 5 minutes and hence
heavily rely on pharmacotherapy which is also acceptable
to the patient. As seen above, case 1 clearly benefited by
the management at the primary-care level and cases 2 and
3 had their initiation of treatment that paved the path for
their abstinence. As we can observe, the course and out-
come in a primary-care center is similar to a tertiary cen-
ter or quaternary centres.’® The three different outcomes
are (1) complete abstinence, (2) reduction in the quantity
of use, and (3) relapse of tobacco use after abstinence for
some period. Relapse is the part and parcel of the treat-
ment process in tobacco use disorders and focusing on
addressing the reasons for relapse would help in attain-
ing early successful remission. Naturally, the outcome
of all three patients is different and it is important that
the PCDs understand this. However, we acknowledge that
4 months of outcome is a too short period to comment on
the meaningful outcome of persons with tobacco use dis-
orders. In this context, it may be pragmatic for the PCD to
refer patients to higher centers (for further management)
in case patients continued using tobacco in their third or
fourth follow-ups.

Conclusion

To conclude, digitally driven two modules of tele-OCT and
CVC of PCPP is found to be useful in helping a PCD to treat
tobacco addiction in a rural primary health center of India.
This model though requires further evaluation.
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