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Tobacco is one of the biggest public health threats the world has ever 
faced, killing more than 8 million people in a year. There is no safe 
level of tobacco, all forms of tobacco are harmful. Cigarette smoking is 
the most common form along with bidi, roll your own, cigar, kreteks, 
pipe others are smokeless forms (such as khaini, gutka, Zardari etc.) 
According to GATS nationalized survey, India is the second largest 
consumer and producer (2016-2017). Most regions of the country have 
reported having a high (typically greater than 50%) rate of male 
tobacco use. Compared to metropolitan regions, it is used more 
frequently in rural areas. [1] In India, there are around 195 million 
individuals (154 million men and 41 million women) either smoking or 
chewing some form of tobacco.[2] 

Tobacco use contributes to health-related risks and poverty by diverting 
the use of money from basic needs such as food and shelter to tobacco. 
India's tobacco problem is complex with large use of a variety of smoking 
and smokeless forms of tobacco. According to the GATS-2 survey, 
khaini is used for 10.4 crores, followed by bidi 7.2 crore adults [3]. 
According to research, just 3% of tobacco smokers who attempt to give 
up succeed. [4],[5] Because tobacco products are addicting, those who 
use them require assistance quitting. Therefore, there is a need for more 
conveniently available community-based tobacco cessation facilities.

Occupation plays a major role in the initiation and continuation of 
tobacco use. Tobacco in the workplace has been a signicant cause of 
concern over the years. Workers exposed to smoke are susceptible to 
health risk and their productivity declines. According to workplace law, a 
safe work environment is essential for both employees and employers, 
regardless of the size of the company to increase productivity and ensure 
the quality of products and services provided by employees. While 
smoking is prohibited in India in public places and indoor workplaces 
there is no recognition of smokeless tobacco use in the workplace as per 
the cigarette and other Tobacco Products Act.

Occupation or employees in a workplace has been classied broadly as 
white-collar, blue-collar occupations, and service providers. The term 
blue collar refers to a classication of people, especially those in the 
workforce. They typically work in manual labor and are compensated 
by the hour or through piecework. 

National Classication of Occupation was rst introduced by the 
ministry of employment and labor government of India, later it was 
amended in the year 1997,2005 and 2015. According to the current 
classication, the 2015 occupation has been divided into 10 divisions.

The risk factors that include the increased consumption of tobacco are 
Lack of access to adequate health care.: it leads to a lack of awareness 
about various tobacco-related health problems.

A combination of a heavy workload, working at odd hours, low pay, 
monotonous nature of work, low educational attainment, and peer 

group pressures cause them to pick up the tobacco habit.

Work environment and its effects:
The environment of the workplace inuences to a great extent the 
employee's rate of error, efficiency, collaboration with their 
employees, absenteeism, innovativeness, and ultimately their 
retention. The workplace environment in which employees operate 
determines whether or not such organizations will prosper or be a 
failure. Herzberg's two-factor principle and Effort – Reward 
imbalance model explains the effect of job dissatisfaction on an 
employee. According to Herzberg's two sectors, principal job 
satisfaction is inuenced by motivator factors such as achievement, 
recognition, responsibility, advancement, and personal growth. 
Whereas job dissatisfaction is inuenced by the hygiene conditions 
such as working environment, co-worker relations, policies, salary, 
etc. [10] The work environment is divided into a workplace 
environment or physical work environment and a work environment or 
psychic environment.[9] The work environment is all the conditions 
that occur related to work relationships, both relationships with 
superiors and subordinates and with colleagues. The work 
environment causes psychological and physiological effects which 
include quantitative overload, underload, lack of control, and social 
support.

Besides the work environment, there are other factors that inuence 
the stress namely workload. Workload increases job stress and when 
stress increases it will cause an increase in tobacco usage.

Tobacco-associated health risks:
Various health risks are associated with tobacco use, including 
cardiovascular diseases, respiratory diseases, cancers, precancerous 
lesions, sexual dysfunction, and bone and muscle diseases, ultimately 
leading to death. In India, tobacco use is responsible for about 27% of 
all malignancies, including cancers of the mouth, lungs, larynx, 
bladder, liver, stomach, pancreas, and acute myeloid leukaemia. [12] 

The employer's role is to safeguard the employee's health at the workplace. The article is an attempt to assess the impact 
and prevalence of tobacco use at workplaces in India. The tobacco epidemic is one of the biggest public health threats 

according to WHO. Its use in the workplace suggests employers' inefciency in creating a safe working environment. There are various factors at 
the workplace responsible for increased use of tobacco products such as heavy workload, odd working hours, low pay, low education, and peer 
group pressure. All these suggest that stress-related job dissatisfaction and Effort-Reward Imbalance are some factors leading to the picking up of 
tobacco habits. It has been shown in various studies that nonusers are far more productive than users i.e., smokers cost around $5816 more per year 
than non-smokers posing economical risks to employers. Such habits not only have economical risks but also health and environmental risks 
leading to tobacco-related menace. Precautionary steps can be taken to control this menace starting with amendments in labor law -1948; ensuring 
effective guidelines for tobacco use in the workplace. Employers should take all necessary steps for creating a positive work environment such as 
organizing counselling and cessation programs, screening tests, posing restrictions, etc.
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The use of smokeless tobacco is to blame for about 90% of mouth 
cancer cases in India [13]. Additionally, it has been discovered that 
Bidi and cigarette smokers pass away 6 to 10 years earlier than non-
smokers [14]. In addition to the health hazards associated with tobacco 
use, it is estimated that secondhand smoke affects about 2 lakh people 
each year at work. In indoor workplaces, secondhand smoke is inhaled 
by 30.2% of adults.[15] A negative work environment is created by 
second-hand smoking, which also damages relationships and raises the 
risk of disease. Per gramme of particle matter, it is three to four times 
more hazardous than traditional tobacco smoke. In conned spaces, 
secondhand smoke is exposed to by about 21% of youth and by 11% of 
them at home.[16]

Third-hand smoking
The smoke residue that clings to materials such as curtains, air lters, 
fans, desks, and windows that can be recycled back into the air is known 
as thirdhand smoking. This increases the risk of lung cancer, and asthma, 
in non-smokers. It also affects the environment and air quality when it 
reacts with oxidants. The nicotine present in the tobacco with nitrous acid 
present in the environment forms NNK causing unpleasant odor. 
Increased tobacco by-products such as cotinine end up in many solid 
waste landlls. The post-consumer waste also causes public nuisance up 
to 2/3 of every smoked cigarette discarded onto the ground, leading to 34 
to 68 million kg of waste product returning into the world each year 
which leads to contamination of groundwater, soil, and wildlife. 
Manufacturing, packing, and transportation of tobacco-related products 
also cause pollution.

Green tobacco sickness is also a health risk seen among the tobacco 
harvesters; it occurs due to nicotine toxicity as it gets absorbed through 
the skin. Symptoms include headache, weakness, giddiness, nausea 
and vomiting, abdominal pain, and breathlessness. The overall 
prevalence of green tobacco sickness is higher than 86.2% among Bidi 
tobacco cultivators.[17]

Economic impact of tobacco industry 
Tobacco industry is a huge market in India. The tobacco business has 
made signicant contributions to the economy through its employment 
creation in manufacturing and agriculture as well as its revenue 
production from exports and taxes. In 2009, India, the third-largest 
tobacco producer in the world, produced 620,000 metric tonnes (MT) 
of tobacco worth 987,513 international dollars. In 2009, India exported 
230,804 tonnes of unprocessed tobacco for a total of $748,553 
($1000). A signicant population is supported by the harvesting of 
tobacco; over 33 million people work in the industry, of which 3.5 
million are in India. The full range of produced tobacco products are 
subject to excise duty, though cigarettes make up the majority of the 
total. Tobacco generated Rs. 81,820 million in economic output for 
India in 2000–01, or roughly 12% of all excise tax receipts.

Due to the sickness and mortality linked to the use of tobacco products, 
tobacco has signicant direct and indirect costs on society. The Indian 
Council of Medical Research estimates that the entire costs associated 
with tobacco-related illnesses in 1999 were around Rs 277.6 billion, or 
US $6.5 billion. Estimates for cancer were 350,000 rupees, coronary 
artery disease was 29,000 rupees, and chronic obstructive pulmonary 
disease was above 23,000 rupees. [34] Reddy and Gupta predicted a 
total expenditure of Rs 308.33 ($6.6) billion for the three main 
tobacco-related disorders in the years 2002–2003. [8] According to 
John et al., the entire economic cost of tobacco usage in India in 2004 
was estimated to be $1.7 billion, or 16% more than the $1.46 billion in 
excise tax receipts from all tobacco products in the scal year 
2003–2004. Included in this are the direct medical expenses for 
treating disorders caused by tobacco use, which totaled $285 million 
for smokeless tobacco and $907 million for smoked tobacco, 
respectively. The value of caregiver expenses and lost wages as a result 
of illness were included in the indirect morbidity costs of smoking, 
which were also computed. For smoked tobacco, this came to $398 
million and for smokeless tobacco, $104 million. the impact of tobacco 
control measures and the cost-effectiveness of tobacco control.

According to a survey on a pooled sample of all of India, a 10% increase 
in bidi costs might cause a 9.2% drop in rural bidi use and a 3.4% drop in 
rural cigarette usage. Young individuals and lower-income groups have 
been found to be the most price-responsive groups in studies measuring 
the price responsiveness of cigarette demand to cigarette pricing. 
According to a study from Vietnam, rising cigarette pricing may merely 
tempt users to switch to other tobacco products rather than actually 
encouraging them to quit. [41] However, it is anticipated that higher 

tobacco taxes will reduce tobacco use by preventing start, increasing the 
likelihood that current smokers will quit, reducing the likelihood that 
former smokers will relapse, and reducing consumption among current 
smokers. It is obvious that considerable increases in tobacco taxes will 
greatly reduce tobacco use in low- and middle-income countries; as a 
result, this strategy may be the most successful for reducing tobacco use 
in India. To study the cost-effectiveness of various tobacco control 
strategies, further research—both urban and rural—is unquestionably 
necessary in the Indian context. Further study would be required to 
determine the potential effects of tobacco taxation on tobacco smuggling, 
the substitution of other rustic tobacco products, and indigenous local 
tobacco production after taxation in the context of numerous emerging 
economies.

According to numerous research, boosting cigarette taxes causes a 
reduction in consumption that is offset by higher tobacco taxes. By 
lowering tobacco usage, higher tobacco taxes benet public health, 
increase a nation's revenue, and lower healthcare costs associated with 
cigarette-related disorders. According to Indian projections, tax-
induced price increases of 52.8% for bidis and 176% for cigarettes 
would result in lower spending on tobacco-related public health 
expenses as well as an increase in the government's tax revenue 
(estimated to be Rs 36.9 billion or US$ 0.8 billion and Rs 146.3 billion 
or US$ 3.1 billion, respectively).

Tobacco cessation at the workplace 
Providing employees with resources to help them quit smoking has 
been shown to increase both health and productivity in the workplace. 
Studies show that smokers are less productive at work because of their 
habit, are more likely to sustain injuries on the job, and are less likely to 
take sick days due to illnesses caused by their habit.

This article has explained how the workplace affects the use of tobacco 
use. The work-related tobacco use can be curtailed if employers are 
serious about reinforcing anti-tobacco policies not only in smoking 
form but also in a smokeless form. Along with policy implementation 
awareness about the hazardous effects of tobacco should also be done 
through the organization of periodic camps. The employer should pay 
attention to working conditions, pay, hours of work, stress, etc. Special 
preventive programs including Tobacco cessation Counselling (TCC) 
and early detection of diseases; targeting industrial workers should 
also be organized by the government periodically. Major changes in 
the individual will be seen after educating them as well as their family 
members about tobacco-related oral lesions and their impact on health, 
oral health, and lifestyle.
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