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ABSTRACT

Background: Globally, smokeless tobacco use is disproportionately concentrated
in low-and-middle income countries like India and Bangladesh. Despite the growing
evidence base linking smokeless tobacco use with adverse health outcomes, knowledge of
the health effects of smokeless tobacco remains low. Health warnings are a cost-effective
population-level tobacco control strategy, and represent an excellent medium for
communicating health information given their reach and frequency of exposure. Pictorial
warnings have been shown to promote smoking cessation, and increase health knowledge
and perceptions of risk, compared to text-only warnings. Much of this research, however,
is largely based in high-income countries and is specific to cigarette health warnings. The
current study was among the first to experimentally evaluate text and pictorial health
warning labels in India and Bangladesh.

Objectives: This study examined: 1) Patterns of use and perceptions of harm for
different smokeless tobacco products; 2) Awareness of current health warning labeling on
smokeless tobacco, as well as the extent to which respondents supported stronger health
warning labeling; 3) Perceived effectiveness of text and pictorial smokeless tobacco
health warnings, and a potential mediator (negative affect) and moderator (message
credibility) of this association; and lastly 4) The impact of viewing health warnings on
attitudes and beliefs about smokeless tobacco.

Methods: An experimental study was conducted in India (»=1,002) and
Bangladesh (n=1,081), with adult (19+ years) smokeless tobacco users, and youth (16 to
18 years) users and non-users. Respondents were randomly assigned to view smokeless

tobacco health warnings according to one of four experimental conditions: (1) Text-only,
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(2) Pictorial warning with symbolic imagery, (3) Pictorial warning with a graphic health
effect, or (4) Pictorial warning with a personalized graphic health effect and a personal
testimonial. Each respondent viewed five warnings within that condition for the
following health effects: (1) Oral cancer, (2) Mouth disease, (3) Heart disease, (4)
Addiction, and (5) Death. Warnings within each set were shown to respondents and rated
one at a time (in random order) on the following outcomes: perceived effectiveness,
attention, believability (credibility), importance, surprise, fright, disgust, and
unpleasantness.

Results: A majority (88.9%) of smokeless tobacco users reported daily use.
Approximately one-fifth (20.4%) of the sample were mixed-users (used both smoked and
smokeless tobacco), of which about half (54.4%) reported that they primarily used
smokeless over smoked forms like cigarettes or bidis. Gutkha was the most commonly
used smokeless product in India, and pan masala in Bangladesh. The most commonly
reported reason for using pan masala was the belief that it was “less harmful” than other
types. The findings indicate strong support for health warnings in general, and for health
warnings that included pictures in India and Bangladesh. In India—the first country in the
world to carry pictorial health warnings on smokeless tobacco packages—a majority of
respondents still reported that health warnings should have “more health information”.
More than one-third of Indian respondents reported that they made an effort to avoid
smokeless tobacco packages with health warnings on them, indicating that users are

noticing and reacting to warnings.
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With respect to the effectiveness of health warnings with different message themes: text-
only warnings were perceived as less effective than each of the pictorial styles (p<0.001
for all). Graphic warnings were given higher effectiveness ratings than symbolic or
testimonial warnings (p<0.001). Few country differences were observed in the adult
sample. Among youth, Indian respondents tended to give higher effectiveness ratings
than their Bangladeshi counterparts. The findings also indicated that negative affect (a
composite measure of surprise, fright, disgust, and unpleasantness) mediated the
association between viewing health warnings and ratings of perceived effectiveness for
adults and youth. Among adults, moderated-mediation analyses indicated that negative
affect mediated the association between viewing health warnings and ratings of perceived
effectiveness at different levels of the moderator (message credibility). In other words,
the association between negative affect and perceived effectiveness varied as a function
of message credibility; the association was stronger when message credibility was high,
and weaker when it was low. Among youth, message credibility moderated the indirect
effect (mediation) only for those who had viewed warnings with graphic health effects
versus personal testimonials. No differences were observed across message themes with
respect to levels of agreement with negative attitudes and beliefs, or overall ‘bad’
opinions about smokeless tobacco.

Conclusions: This set of findings reinforces the need to implement effective
tobacco control strategies in low- and middle-income countries like India and
Bangladesh. In terms of health warning message content—pictorial warnings depicting
graphic health effects may have the greatest efficacy, consistent with research from high-

income countries on cigarette warnings.
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1.0 INTRODUCTION

Globally, tobacco use remains the leading preventable cause of death (World Health
Organization, 2008b). As tobacco becomes increasingly regulated in high-income
countries, the tobacco industry has increased their attention and allocation of resources to
growing consumer markets in low-and-middle income countries (LMIC’s) (Lee, Ling, &
Glantz, 2012). In fact, about 80% of the world’s one billion smokers live in LMIC’s like
India and Bangladesh (International Institute for Population Sciences (IIPS), 2010; World

Health Organization, 2009).

“We should not be depressed simply because the total free world market appears
to be declining. Within the total market, there are areas of strong growth,
particularly in Asia and Africa...It is an exciting prospect.”

British American Tobacco Chairman, 1990

(Bates no. 502619006/9029)

Compounding the issue even further is the disproportionate concentration of smokeless
tobacco use in India and Bangladesh. Of the approximately 300 million smokeless
tobacco users worldwide, India and Bangladesh account for approximately 80%—well
over 200 million smokeless tobacco users (International Institute for Population Sciences
(ITPS), 2010; World Health Organization, 2009). There are many varieties of smokeless
tobacco available in India and Bangladesh. Popular packaged forms of smokeless tobacco
include pan masala, gutkha and khaini, all of which contain a mixture of ingredients such

as slaked lime and spices, in addition to tobacco. Another popular form of smokeless



tobacco is paan, which is typically hand-made using fresh, green betel leaf to wrap

tobacco and other ingredients.

Prevalence estimates vary regionally, but overall, 32.9% of males and 18.4% of females
use smokeless tobacco in India; among female users, over 85.0% use smokeless tobacco
exclusively (International Institute for Population Sciences (IIPS), 2010). In Bangladesh,
the prevalence of smokeless tobacco use among females is comparable to that of males,
at 27.9% and 25.4%, respectively (World Health Organization, 2009). The prevalence of
smokeless tobacco use reflects high levels of social acceptability within these countries

(Gupta & Ray, 2003; Kakde, Bhopal, & Jones, 2012).

In addition to its widespread use, another unique concern is that Indian and Bangladeshi
smokeless tobacco products contain markedly higher levels of carcinogens compared to
smokeless products popular in the US and Sweden (Stepanov, Hecht, Ramakrishnan, &
Gupta, 2005). This difference may be due to the addition of other ingredients used in the
preparation of smokeless tobacco, such as areca nut, which is carcinogenic in itself (Nair,
Bartsch, & Nair, 2004). Indeed, India has one of the highest incidences of oral cancer in
the world (Khan, 2012). Despite this, knowledge of the health risks of smokeless tobacco
remains so low that it continues to be used for medicinal purposes in many communities

(Gupta & Ray, 2003; Kakde et al., 2012; Khawaja et al., 2006; Rahman et al., 2012).

Communicating the health risks of tobacco use remains a priority for tobacco control,

particularly in LMICs that are often characterized by limited access to health information,



less exposure to mass media campaigns, and lower literacy levels (World Health
Organization, 2008b). Health warnings on cigarette packages are one example of a cost-
effective population-wide tobacco control strategy (Hammond, 2011). The World Health
Organization’s Framework Convention on Tobacco Control (WHO FCTC) established
international standards for packaging and health warnings: Article 11 mandates that
warnings cover at least 30% of tobacco packages and recommends pictorial warnings that
cover 50% or more of the pack (World Health Organization, 2008a). India and

Bangladesh are both signatory countries to the WHO FCTC.

In 2009, India became the first country in the world to require pictorial health warnings
for smokeless tobacco packages. Despite this precedent, the initial Indian warning
depicting a symbolic image of a scorpion was considered ineffective and “diluted”
(Arora, Tewari, Nazar, Gupta & Shrivastav, 2012; Oswal, Raute, Pednekar, & Gupta,
2011). Due to criticism from the public health community, the Indian Ministry of Health
announced a subsequent set of warnings to be implemented in June 2010, this time with
graphic images of oral cancer. Due to industry interference, implementation was delayed
and warnings did not appear on packages until May 2011 (Oswal, Pednekar, & Gupta,
2010; Sankaran, Heikki, & Glantz, 2014). In contrast, smokeless tobacco packages in
Bangladesh will only begin to include pictorial health warnings starting March 2016 (as

per amendments made to the Tobacco Control Act in May 2014).

When compared to text-only warnings, pictorial health warnings on cigarette packages

have been shown to promote smoking cessation, and to increase health knowledge and



perceptions of risk (Hammond, 2011). Further, in a recent meta-analysis of experimental
studies, Noar and colleagues (2015) found that pictorial warnings outperformed text-only
warnings on a number of different outcomes, including: greater negative attitudes
towards smoking, greater negative affect, and lower smoker cravings. This research,
however, is largely based in high-income countries (HICs) and is entirely based on
cigarette package warnings. The limited studies examining LMICs including Mauritius,
China, Malaysia, Thailand, and Mexico (Fathelrahman et al., 2010; Fong et al., 2010;
Green et al., 2014; Thrasher, Hammond, Fong, & Arillo-Santillan, 2007; Yong et al.,
2013), are consistent with evidence from HICs—pictorial health warnings are more

effective in increasing health knowledge and motivation to quit than text-only warnings.

To our knowledge, only two published studies (Adkison, Bansal-Travers, Smith,
O’Connor, & Hyland, 2014; Callery, Hammond, O’Connor, & Fong, 2011)—one from
the US and one from Canada—have experimentally tested attributes of smokeless
tobacco health warnings. Although these two studies show promise for smokeless
tobacco pictorial health warnings, the relevance of these findings to LMICs is unclear,
given their different context of smokeless tobacco use. The limited existing evidence
from an LMIC context includes five studies (observational and focus group) from India
that all demonstrate the ineffectiveness of the 2009 smokeless tobacco health warning
(Arora et al., 2012; Karinagannanavar & Raghavendra, 2011; Oswal et al., 2010, 2011;

Rekha & Anjum, 2012), which has since been updated (Appendix A).



Thus, there is little evidence to guide regulators on selecting content for smokeless
tobacco health warnings in the two countries that bear the greatest burden of smokeless
tobacco use. The current study provides observational data on smokeless tobacco users,
including perceptions of health warnings implemented in India, and is among the first to
experimentally test the perceived effectiveness of novel health warnings in India and

Bangladesh.



2.0 BACKGROUND

2.1 Prevalence and patterns of use

According to the Global Adult Tobacco Survey (International Institute for Population
Sciences (IIPS), 2010; World Health Organization, 2009), approximately 34.6% of adults
in India and 43.3% in Bangladesh use tobacco. Of these tobacco users, about 14.0% of
adults in India, and 23.0% in Bangladesh smoke tobacco in either cigarette or bidi form.
As is the case in many LMIC’s, the prevalence of smoked tobacco is disproportionately
greater among males than females (24.3% vs. 2.9% in India; 44.7% vs. 1.5% in
Bangladesh). Smokeless tobacco use has also been found to be higher among those with
lower education, lower income, and those from rural areas (Bhawna, 2013; Hossain et al.,

2014).

Unlike other LMICs, cigarettes make up a smaller proportion of overall tobacco use—
with only 5.7% of adults in India and 14.2% of adults in Bangladesh who reported
smoking cigarettes. In contrast, approximately one-third of tobacco users in India
(25.9%) and Bangladesh (27.2%) use smokeless tobacco. Also unique to the Indian and
Bangladeshi context is that the gender gap for smokeless tobacco is narrower compared
to smoked forms of tobacco. Prevalence estimates vary regionally, but overall, 32.9% of
males and 18.4% of females use smokeless tobacco in India. In Bangladesh, the
prevalence of smokeless tobacco use among females actually exceeds that of males, at
27.9% and 25.4%, respectively (International Institute for Population Sciences (I1IPS),

2010, World Health Organization, 2009).



This narrowing gender gap is also emerging in youth smoking trends for cigarettes. The
Global Youth Tobacco Survey (GYTS) indicated that in Bangladesh 2.9% of boys and
1.1% of girls smoked cigarettes. Similarly, in India, 5.8% of boys and 2.4% of girls
reported smoking cigarettes. According to GATS data, these figures represent gender-
based differences of only 2% to 3% among youth, compared to adult differences of about

10% (India) and 28% (Bangladesh).

The high prevalence of smokeless tobacco use may be attributed largely to the cultural
and social norms surrounding tobacco use within these countries. The norms surrounding
smokeless tobacco use in these countries are inextricably connected to the history of betel
quid and areca nut. A discussion of social norms surrounding smokeless tobacco in the

present context would be incomplete without first, a historical overview of betel quid.

2.2 History of betel quid and areca catechu nut

Long before the introduction of tobacco in India, the use of betel quid', a two millennia
old custom, was a common cultural practice. Betel quid is made up of the leaf of a piper
betel (commonly referred to as betel leaf), areca catechu nut, and slaked lime (calcium
oxide and calcium hydroxide). It is chewed and than spit out. Other ingredients and
spices are commonly added including cinnamon, cardamom, ginger, cloves, and sugar.
The use of areca catechu nut, also known as betel nut, was also woven into social

customs and cultural rituals (Strickland, 2002). In fact, areca nut is still used in ayurvedic

'Betel nut and betel quid use were also widely prevalent in other regions of Southeast Asia, the Pacific
Islands, and parts of the former Soviet Union. Rudolph Virchow collected skulls from different regions of
the world, including South and Southeast Asia, that show brown and black stains on the remaining teeth of
the maxilla from betel quid/nut chewing (Reichart, Creutz, & Scheifele, 2006).



medicine—it is believed to be a curative agent for many health conditions including
fever, diabetes, ulcers, and abdominal pain to name but a few (Strickland, 2002). In terms
of its social meaning, areca nut and betel quid chewing would be akin to sharing a cup of
coffee with a friend in many Western societies. It was customary to offer betel quid at
significant milestones, including birth, death, and marriage. The Sanskritic tradition
describes the exchange of areca nut and betel quid as a token of love. During marriage
ceremonies in India, an areca nut would be split and shared between the bride and groom
(Gode, 1961). The red-stained lips from chewing betel quid were much desired and often

alluded to in poetry from this era.

“Soft as a bud her betel-scarlet lips,
Skin stained with sandal-paste, and brimming
eyes
Running eye-shadow as the fountain sprays,
Damp hair, flower-scented, dripping dress
that grips
And shows her body all. What charms arise
From Beauty bathing late on summer days!”
From Brough, 1968
Poems from the Sankskrit, verse 191
After the introduction of tobacco in the 1600’s, it soon became a valuable commodity in
trade and it was not long before the collective use of betel quid with tobacco became

engrained in social and cultural traditions.



During Mughal rule in India, tobacco became even more popular as the royals
increasingly used it in various forms, like hookah. It is believed that Queen Noor Jahan
(mother of the fifth emperor, Shah Jahan) made the tradition of chewing tobacco popular
(Eraly, 2007). Tobacco gained even greater popularity during British rule. These early
historical accounts provide context for the social and cultural norms surrounding current
use of smokeless tobacco in India and Bangladesh. Today, the practice of chewing
smokeless tobacco remains embedded in the cultural fabric of both of these countries

(Choudhury, 2007; Kakde et al., 2012).

While cigarette and bidi smoking are regarded as a typically “masculine” and “grown up”
practice (Gupta & Ray, 2003), no such characterization exists for the use of smokeless
tobacco, perhaps due to its association with betel quid, a two millennia old practice.
Additionally, the discreet nature of smokeless tobacco use (i.e., no combustion), may
lend itself particularly well in a patriarchal society where deviation from well-defined
gender roles is discouraged. Widespread normalization of betel quid, coupled with its
addictive nature, has led to misperceptions of harm that encourage the use of smokeless

tobacco, even among children.

This is in stark contrast to the way smokeless tobacco is used and regarded in other
countries with large smokeless tobacco markets. In the US and Sweden, for example,
smokeless tobacco is generally marketed as a harm reduction method, although, this is

not yet a unified argument and much contention still remains (Hatsukami, Lemmonds, &



Tomar, 2004; Zeller & Hatsukami, 2009). Also in contrast to these western markets, the
Indian and Bangladeshi smokeless tobacco market is unregulated and characterized by a

plethora of smokeless tobacco products.

2.3 Forms of smokeless tobacco

Smokeless tobacco is available in a multitude of forms in India and Bangladesh. Among
the more popular varieties in both countries are paan, paan masala, and zarda. Other
products largely popular in India include, gutkha, nasal snuff, mishri, and gudhaku. In
Bangladesh, popular local products include gul, sadapata, and nasshi. Table 1 lists
popular forms of smokeless tobacco and a brief description of each. It is also important to
note regional diversity with respect to the use of smokeless tobacco products in India. For
example, mishri is used commonly among women in the states of Maharashtra and Goa.
Khaini is commonly used by men and popular in Maharashtra, Gujarat, Bihar, and Uttar

Pradesh (Sivaramakrishnan, 2001).
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Table 1. Types of smokeless tobacco in India and Bangladesh

Type of smokeless product Description

Chewing tobacco

Khaini (Khoinee in Sun dried tobacco and slaked lime. The tobacco and

Bangladesh) slaked lime are mixed between the thumb and palm
and typically placed in the lower premolar area.

Gutkha Betel nut mixed with slaked lime, areca catechu nut
and tobacco in granulated form.

Paan Betel leaf with areca catechu nut, slaked lime,
condiments, and sweetening agents

Paan masala Dehydrated preparation of areca catechu nut,
slaked lime, condiments and tobacco. Similar to
paan but non-perishable.

Mawa Thin shavings of areca catechu nut, tobacco, and
slaked lime.

Zarda A mixture of tobacco, slaked lime, spices, and
tobacco.

Sadapata Plain tobacco flakes.

Nasshi A mixture of tobacco, slaked lime, spices, and
tobacco.

Pastes used as dentifrice
Gudhaku or gul A paste made of powdered tobacco and molasses. It
is applied to the teeth and gums.

Mishri Made at home by roasting tobacco flakes until it
turns into a brown paste. It is applied to the teeth
and gums.

Products that are inhaled
Nasal snuff Finely ground flavoured tobacco that is sniffed
through the nostrils.

According to GATS India data, the prevalence of use was highest for khaini (11.6%),

gutkha (8.2%), betel quid with tobacco (6.2%), and oral snuff (4.7%) (International
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Institute for Population Sciences (IIPS), 2010). Based on data from Euromonitor
International (Campaign for Tobacco Free Kids, 2010), gutkha was the most popular
form of chewing tobacco sold in India and estimated to account for approximately 80%
of chewing tobacco total volume sales in 2010. This difference may be due to the fact
that gutkha companies, compared to khaini-producing companies, are larger and able to
more accurately report sales volume. In Bangladesh, the highest prevalence of use was
seen for betel quid with tobacco (24.3%), gul (oral snuff) (5.3%), sadapatta (1.8%),

khoinee (1.5%) (World Health Organization, 2009).

In addition to the array of commercial products, handmade varieties of smokeless tobacco
remain quite popular. Vendors often line the streets in market areas in both India and
Bangladesh. No sales data exists for these handmade variants, making it a challenge to
track, much less to regulate. Both handmade and commercial smokeless tobacco variants

are typically composed of the same ingredients.

Sharan and colleagues (2012) described the different preparations of betel quid (BQ) and

betel nut (BN) and their commercial variants (Figure 1).
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Figure 1. Betel quid preparation and commercial variants

BN 'preparations with tobacco

i Note. From: Sharan, R. N., Mehrotra, R., Choudhury, Y., & Asotra, K. (2012). Association of betel Nut
with carcinogenesis: Revisit with a clinical perspective. PLoS ONE, 7(8), e42759. doi.
10.1371/journal.pone.0042759

The unripe Areca fruit (a), either directly or after short curing is shelled to get wet and soft BN (b) (tambul
or kwai), which after cutting into 4-5 pieces (¢ & 1) is normally consumed with a piece of betel leaf (2) and
slaked lime (3) making a simple BQ (d). The ripe Areca fruit (A), after drying and curing is shelled to get
dry and hard nut (B), which is cut into smaller pieces (C) (supari) for mastication. The dry pieces of BN (4
& 12) are usually masticated with a variety of additives (5-8), all of which usually contain BN, on a betel
leaf (9) supplemented with catechu (10) and slacked lime (11) in a complex BQ (D-1). A variant of the
complex BQ (D-2) may include all of the above plus a variety of chewing tobacco additives (13—15).
Commercialization of this widespread practice of BQ mastication has lead to mushrooming production of
convenient and inexpensive alternate forms of BN preparations without (paan masala) or with tobacco
(gutkha). Few of these products, packages in sachets (shown) or containers of various sizes (not shown),
which are widely available in markets in India are shown here. All these products have no standardized
production frame or declaration of nutritional components.
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The heterogeneity and diversity of products within India and Bangladesh may pose the
greatest challenge to regulation within these countries. Further compounding the issue of

regulation, is the structure of the tobacco market in these countries.

2.4 The tobacco industry in India and Bangladesh

Structure of the tobacco industry in India

Compared to more developed countries, cigarettes make up the smallest proportion of the
tobacco market in India, at approximately 14%. The Indian market is dominated by three
domestic companies, which all have ties to international companies. British American
Tobacco owns about one-third of the Indian Tobacco Company Limited (ITC), the
leading tobacco manufacturer in India, as well as Vazir Sultan Industries (VST)
Industries. Phillip Morris International owns about one-quarter of Godfrey Phillips India,
the second largest manufacturer in India. Overall, ITC holds about 80% of the Indian
market, followed by Godfrey Phillips India (12%), and finally VST Industries (8%)

(Campaign for Tobacco Free Kids, 2010; Sankaran et al., 2014)

Despite being the most popular form of smoked tobacco in the country, the bidi market is
not controlled by large transnational manufacturing companies, but is instead dominated
by household producers, or the “cottage industry”. Bidi manufacturing companies hold
no more than 5% of the Indian market. Similarly, local companies and smaller
manufacturers dominate the Indian smokeless tobacco market. Five larger domestic
companies account for about one-third of smokeless tobacco sales: Dhariwal Industries

Ltd., Dharampal Satyapal Ltd., and Som Sungandh Industries Ltd., Shree Meeankshi
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Food Products Pvt Ltd., and Kothari Products Ltd. (Campaign for Tobacco Free Kids,

2010).

Structure of the tobacco industry in Bangladesh

British American Tobacco Bangladesh and Dhaka Tobacco Industries, a domestic
company, account for most of the cigarette market in Bangladesh (approximately 46%
and 40%, respectively). The remainder of the market is made up of smaller domestic
companies, which account for about 10% to 15% of the market. These smaller companies
include Abul Khair Tobacco Company, Alpha Tobacco Manufacturing Company,
Azizuddin Industries Ltd., Sonali Tobacco Company Ltd., National Tobacco, and Nasir

Tobacco (Barkat et al., 2012).

Similar to India’s cottage industry, bidi production in Bangladesh is dominated by
household producers. With respect to smokeless tobacco, local companies dominate this
market. In their examination of the South Asian smokeless tobacco supply chain,
Siddiqui and colleagues (2015) found that a majority (88%) of smokeless tobacco
products sold by smokeless tobacco vendors in their study, were produced locally, but
only about 13% of these included the manufacturer’s address, which raises questions

about illicit trade in these markets as well.

In summary, the tobacco markets and supply chain in India and Bangladesh are complex
and fragmented. Compounding the issue further is the fact that worldwide, it is estimated
that about 91% of smokeless tobacco products are sold through informal distribution

channels, and are custom-made (National Cancer Institute, 2014). The tobacco industry,
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and specifically the smokeless tobacco industry in India and Bangladesh represent a
significant challenge to regulation. This lack of regulation surrounding production raises
additional concerns with respect to the toxicity of products and the level of tobacco-

specific nitrosamines (TSNA’s) contained within them.

2.5 Toxicity and health effects of smokeless tobacco

In general, smokeless tobacco contains 28 known carcinogens (National Cancer Institute
(U.S.), 1992), including tobacco-specific-nitrosamines, or TSNA’s (Stepanov, Jensen,
Hatsukami, & Hecht, 2006). TSNA’s contain four chemical compounds, two of which,
NNN (N-nitrosonornicotine) and NNK (N-nitrosonornicotine and 4-(methylnitrosamino)-
1-(3-pyridyl)-1-butanone), are classified as Group 1 carcinogens. TSNA’s are produced
during the curing and fermenting process and have been found to cause oral,

oesophageal, liver, pancreatic, and lung cancer (Hecht, 1998; Hecht & Hoffmann, 1988).

Due to the different types and classes of smokeless tobacco products worldwide, high
levels of variability have been found in levels of TSNA’s (Hoffmann, Brunnemann,
Prokopczyk, & Djordjevic, 1994). In North America and Western countries, smokeless
tobacco products, such as Swedish snus have been shown to be less harmful than
cigarettes (Hatsukami, Ebbert, Feuer, Stepanov, & Hecht, 2007; Levy et al., 2004).
Products in Sweden have been shown to contain lower levels of TSNA’s overall
(Osterdahl, Jansson, & Paccou, 2004). In fact, in Sweden, the use of snus has been
associated with a decrease in lung cancer and myocardial infarction and a decrease in

smoking (Foulds, Ramstrom, Burke, & Fagerstrom, 2003). Due to its less-harmful nature,
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there is some support for the use of smokeless tobacco as a harm reduction tool to reduce
population harm from smoking—however, there is much contention surrounding this
issue (Hatsukami et al., 2004; Kozlowski, 2007; Tomar, 2007). In contrast, smokeless
tobacco products in India and Bangladesh do not lend themselves as easily to the harm

reduction debate.

Indian and Bangladeshi smokeless tobacco products contain markedly higher levels of
carcinogenic agents—Ilike TSNA’s—compared to popular smokeless products in the US
and Sweden. The levels of NNN and NNK in Indian smokeless tobacco products have
been found to vary greatly—from 1.74 to 76.9 and 0.08 to 28.4 ng/g, respectively,
compared to average levels of TSNA’s in Swedish snus, which have been found to be
about 0.15 to 3.0 pg/g (Osterdahl et al., 2004; Stepanov et al., 2005). More recently, a
new Indian product—°‘Chaini Khani’—Ilabelled as snus and advertised as a “safer”
alternative to smoked and smokeless tobacco, was found to contain average levels of

NNN, NNK, and NNAL of 22.9, 2.6, and 3.1 pg/g respectively (Stepanov et al., 2014).

These differences may be due to the fact that in India and Bangladesh, tobacco
processing is unregulated and produced in home-based operations and smaller domestic
companies without standards for fermentation and curing—processes which increase the
production of TSNA’s (Brunnemann, Genoble, & Hoffmann, 1985). Also contributing to
the difference in toxicity is the addition of other ingredients used in the preparation of

smokeless tobacco, such as betel nut, which is itself carcinogenic (Garg, Chaturvedi, &
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Gupta, 2014; International Agency for Research on Cancer, 2004; Nair et al., 2004;

Sharan et al., 2012; Warnakulasuriya, Trivedy, & Peters, 2002).

2.5.1 Toxicity and health effects of betel nut (4reca catechu nut)
Betel nut is classified as a Group 1 carcinogen. Appendix B outlines the impact of betel
nut and its different constituents on metabolic and cellular level changes—modifications

that prove carcinogenic in multiple organ systems.

Its highly addictive nature is also cause for concern. After nicotine, alcohol, and caffeine,
betel nut is the fourth most widely used substance in the world (Norton, 1998). Arecoline,
one of the psychoactive alkaloids found in betel nut, works by stimulating the central and
autonomic nervous system. This stimulation increases alertness, relaxation, and also

works to satiate appetite (International Agency for Research on Cancer, 2004).

There is evidence suggesting a link between betel nut chewing and the development of
oral submucous fibrosis (OSMF)—a pre-cancerous condition involving an inflammatory
response which causes thickening of the mucosal lining, and eventual epithelial atrophy
leading to a restricted oral opening (Rajendran, 1994). Prevalence estimates of OSMF
vary regionally in India, but range between 0.2% to 1.2% and can be up to 0.4% in rural
areas (Pindborg, 1972; Pindborg, Mehta, Gupta, & Daftary, 1968). The relative risk of
oral cancer development for tobacco users with precancerous conditions has been
estimated to be 397.3, compared to tobacco users without any precancerous conditions

(Gupta, 1989). It has also been found that commercial variants like gutkha and paan

18



masala contain greater amounts of betel nut compared to handmade varieties (Pandya,
Chaudhary, Singh, Singh, & Mehrotra, 2009; Tilakaratne, Klinikowski, Saku, Peters, &

Warnakulasuriya, 2006).

Given the marked differences in toxicity levels, it comes as no surprise that rates of
oropharyngeal cancer are highest among smokeless tobacco users in developing
countries, compared to those in developed countries (Stewart & Kleihues, 2003). Indeed,
India has one of the highest incidences of oral cancer in the world (Khan, 2012).
Smokeless tobacco use in this context has also been linked with cardiovascular disease
and addiction (Gupta, Pednekar, Parkin, & Sankaranarayanan, 2005; Gupta, Gupta, &
Khedar, 2013; International Agency for Research on Cancer, 2004). There is also a
growing body of evidence supporting the link between smokeless tobacco use and

negative reproductive health effects.

2.5.2 Women and smokeless tobacco

Studies have demonstrated a threefold increase in stillbirths among women who chewed
tobacco during pregnancy compared to those who did not (Krisshna, 1978; Verma,
Chansoriya, & Kaul, 1983). More recent studies have found that mothers who used
smokeless tobacco products had two to three times greater odds of having low birth
weight babies and stillbirths (Deshmukh, Motghare, Zodpey, & Wadhva, 1998; Gupta &
Subramoney, 2006; Gupta & Sreevidya, 2004; Krishnamurthy & Joshi, 1993; Mehta &
Shukla, 1990). Pratinidhi and colleagues (2010) examined the effects of mishri (tobacco

tooth cleaning powder) use on fetal health during pregnancy and perinatal outcomes. The
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findings indicated that current mishri users (compared to non-users and those who had

stopped/reduced use) had more stillbirths, lower birth weight babies (169.9 grams less),
and experienced greater complications during and after pregnancy. Overall, mishri users
were more likely to have an operative delivery—with a relative risk of 2.7 (Pratinidhi et

al., 2010).

Despite the well-documented health effects caused by smokeless tobacco use, knowledge
of the health effects remains low—to the extent that it continues to be used for medicinal
purposes in many communities in the Indian subcontinent (Gupta & Ray, 2003; Kakde et
al., 2012; Khawaja et al., 2006; Rahman et al., 2012), as well as migrant South Asian

communities worldwide (Kakde et al., 2012; Messina et al., 2013).

2.6 Health knowledge and smokeless tobacco

While national estimates based on GATS data indicate that Indians and Bangladeshis
report high levels of awareness that smoked and smokeless tobacco are harmful (levels of
awareness range between 89% and 97%)—knowledge of the specific health effects of
smoking is typically lower. Indians and Bangladeshis report the greatest levels of
knowledge for lung cancer (84.9% and 91.5%, respectively), however levels of
awareness are lower for other health effects, like heart attack (63.9% India; 85.9%
Bangladesh) and stroke (49.4% India; 81.6% Bangladesh) (International Institute for

Population Sciences (IIPS), 2010; World Health Organization, 2009).
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Previous research from Western countries suggests that greater levels of health
knowledge lead to greater intentions to quit, and more successful quit attempts (Borland
et al., 2009; Hammond, Fong, McDonald, Brown, & Cameron, 2004; O’Hegarty et al.,
2006; Romer & Jamieson, 2001). Similarly, one study from India (Raute et al., 2011)
indicated that smokeless tobacco users with greater levels of health knowledge (for
mouth cancer, gum disease, and difficulty with opening the mouth) reported greater
intentions to quit. In this study, 94% of users who had intentions to quit, believed
smokeless tobacco caused mouth cancer, versus 75% of users with no intentions to quit.
Another study based on data from the Tobacco Control Policy (TCP) India Pilot Survey
conducted in the states of Maharashtra and Bihar (Sansone et al., 2012), indicated that
respondents with greater levels of health knowledge reported greater intentions to quit.
Thus, communicating the health risks of tobacco use remains a priority for tobacco

control policy.

2.7 Policy environment in India

Khan and colleagues (2014) reviewed tobacco control policies in India, Bangladesh,
Nepal and Pakistan. The findings indicate that smokeless tobacco policy remains a
neglected area in all four countries. Further, the authors noted that where there is

legislation that includes smokeless tobacco, it is either inadequate or poorly implemented.

2.7.1 Ban on the use of plastic sachets for tobacco products
In March 2011, the Supreme Court of India banned plastic sachets for tobacco products,
as a way to reduce the amount of plastic litter and toxic environmental waste. In Jaipur,

Rajasthan, the switch from plastic to paper packaging increased per unit costs (a tax
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increase also occurred at the same time) of cigarettes, bidi, and smokeless tobacco, and as
a result were found to decrease sales and consumption (Singh, Mangal, Saxena, Sharma,

& Meena, 2012).

The ban on plastic packaging also proved to be a catalyst for initiating the ban on
smokeless tobacco. Shortly after the ban on plastic packaging was implemented, the
Supreme Court requested that the Government of India review the health effects of
smokeless tobacco. The Ministry of Health and Family Welfare (MoHFW) was
commissioned to develop a report on the health effects of smokeless tobacco and areca
nut. In April 2011, a national panel on smokeless tobacco (created by the MoHFW and

WHO) recommended the ban on smokeless tobacco.

2.7.2 Smokeless tobacco ban

In 2011, the production and distribution of gutkha was banned based on the regulations
outlined by the Food Safety and Standards Authority (FSSA): "...food products will not
contain any substance which may be injurious to health: Tobacco and nicotine shall not
be used as ingredients in any food products". Under the Food Safety and Regulation
(Prohibition) Act 2011, gutkha is completely banned. However, paan masala and zarda

for example, are still a legal product under the Act.

To date, all 29 Indian states and six of seven union territories have banned the sale,
manufacture, distribution, and storage of gutkha, by invoking Regulation 2.3.4 of the
FSSA Regulations, 2011 (Prohibition and Restrictions on sales). Although this represents

great strides in India’s fight against tobacco, the spirit of the law is not adhered to in all
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jurisdictions. Gutkha continues to be sold in separate pouches as a way to circumvent the
ban (tobacco sold separately from the flavouring and spices). Further, it has been
observed that despite the ban, shopkeepers will still sell gutkha, albeit only to select
customers (Nair et al., 2012). Few states have also extended the ban to cover other

smokeless tobacco products, like khaini and zarda.

Although limited, there are two published studies based in low-income communities in
Mumbai (state of Maharashtra), which have examined the impact of the ban. One study
conducted two months after the gutkha and paan masala ban, found that these products
were available even after the ban (Nair et al., 2012). Another study conducted four to six
months after the ban, found that non-availability of gutkha led to over one-fifth (23.5%)
of guktha users quitting and over half (55.8%) reducing their consumption (Mishra et al.,

2014).

2.7.3 Advertising and promotion

In 2003, the Indian Parliament passed the Cigarettes and Other Tobacco Products Act
(COTPA). According to the COTPA, any direct or indirect tobacco advertising or
promotion is prohibited (with the exception of point of sale displays). However, the
industry is able to circumvent this ban by using surrogate advertising—smokeless
tobacco companies produce identical products without tobacco, but with the same brand
name. COTPA prohibitions do not apply to non-tobacco products, thereby allowing

smokeless tobacco manufacturers to continue advertising their brands.
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‘Chaini Khaini’—marketed as snus, and as a “safer” alternative to smoking or chewing
tobacco, is one example of this. The ‘Chaini’ brand also produces ‘Chaini Chaini’—
which is essentially the same product, but without the tobacco. ‘Chaini Chaini’
advertisements run rampant in India, and typically feature well-known Indian actors and

actresses.

2.7.4 Mass media campaigns

In 2009, the Government of India, along with the World Lung Foundation, created
India’s first smokeless tobacco campaign. The thirty-second TV ad shows Dr.
Chaturvedi, a head and neck surgeon at the Tata Memorial Hospital in Mumbeai,
presenting some of his patients at different stages of oral cancer (caused by smokeless
tobacco use). An evaluation of this campaign indicated that the TV ad made a majority of
smokeless tobacco users “stop and think”, and made them feel concerned about their

habit (Murukutla et al., 2012).

2.7.5 Health warning labels
In addition to advertising prohibitions, The COTPA also required the implementation of

pictorial health warnings on tobacco packages.

In 2007, the Group of Ministers (GOM) appealed to the Shimla High Court on the basis
that the original set of images proposed in 2006 were “too gory” and “unacceptable”, and
that the ‘skull and cross bone’ hurt religious sentiments (Oswal et al., 2010) (Appendix
A). A subsequent round of warnings was created in 2007 without the ‘skull and cross

bone’ image.
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The GOM was still unsatisfied, and commissioned the Department of Audio Visual
Publicity to produce a new set of warnings to replace the proposed sets from 2006 and
2007. The new set of health warnings included a black and white symbolic image of a
scorpion (for smokeless tobacco packages), a chest X-ray of a tuberculosis patient, and a
graphic image of diseased lungs (both for cigarette packages)—all of which were
considered “weak” and “diluted” (Arora et al., 2012; Oswal et al., 2011). The pictorial
warnings included the message, “Tobacco causes cancer”, along the right hand side of the
warning. For cigarette packaging, the top of the warning label read “Smoking kills”, for

smokeless forms of tobacco, it read “Tobacco kills”.

In 2009, India became the first country in the world to implement pictorial health
warnings for smokeless tobacco packages. These warnings covered approximately 40%
of the front of the pack. Despite this precedent, the public health community criticized the
use of the “diluted” warnings, specifically that of the symbolic image of a scorpion. Thus,
the Indian Ministry of Health announced a subsequent set of warnings to be implemented
in June 2010, this time with graphic images of oral cancer. Due to industry interference
however, implementation was delayed and warnings did not appear on packages until

May 2011 (Oswal et al., 2010; Sankaran et al., 2014).

In September 2012, the Ministry of Health and Family Welfare released a notification
announcing a newer round of graphic health warnings for cigarettes and smokeless
tobacco packages that were implemented in April 2013. Most recently, further

amendments have been made to the COTPA. As of April 2015, requirements for health
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warnings were set to cover at minimum 85% of the principal display area, on both sides

of the pack, however this was indefinitely delayed (Appendix A).

2.8 Policy environment in Bangladesh

India and Bangladesh have drastically different policy environments with respect to
tobacco control measures. For example, despite the fact that Bangladesh’s Tobacco
Control Act (2005) prohibits all advertising and promotion of tobacco, much like the
regulations outlined in the COTPA in India—Bangladesh’s regulations only apply to

cigarettes, not smokeless tobacco.

2.8.1 Health warning labels
The Tobacco Control Act requires only smoked forms of tobacco to carry health
warnings. These warnings are text-only and cover about 30% of the front and the back of

the pack (in contravention of the FCTC).

However, there has been growing momentum towards updated labelling regulations in
Bangladesh. In May 2013, Bangladesh made amendments to their Tobacco Control Act,
to expand all legislation pertaining to smoked forms of tobacco to include smokeless
tobacco (this includes regulations surrounding advertising and promotion). Further, it has
been proposed that beginning in March 2016, all smoked and smokeless tobacco products
will be required to carry a graphic health warning. However, similar to India’s experience
with tobacco industry pushback, it is anticipated that graphic health warnings will be

strongly opposed in Bangladesh as well.
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In summary, the high prevalence of use in India and Bangladesh is largely influenced by
a myriad of factors including cultural and social norms, lack of health knowledge, and
inadequate or poorly enforced tobacco control legislation. Given the global burden of
tobacco use borne by these countries, there is a critical need to implement stronger
tobacco control measures to tackle the growing epidemic of smokeless tobacco use within

India and Bangladesh.
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3.0 STUDY RATIONALE

The global burden of smokeless tobacco use is borne by LMICs, including India and
Bangladesh. Communicating the health risks of tobacco use remains a priority for
tobacco control, particularly in LMICs that are often characterized by limited access to
health information, less exposure to mass media campaigns, and lower literacy levels

(World Health Organization, 2008b).

Emphasis should be placed on implementing policies that have the greatest reach,
frequency of exposure, as well as the potential to benefit tobacco users from
disadvantaged groups, which make up the majority of smokeless tobacco users in India
and Bangladesh (Palipudi et al., 2012; Prabhakar, Pednekar, & Narake, 2012). The WHO
has identified pictorial health warnings on product packaging as among the most cost-
effective policy interventions to communicate the health risks of tobacco use. Health
warnings on smokeless tobacco packages are an excellent medium for communicating
health information given their reach and frequency of exposure, and are unique among
tobacco control policies in that they are delivered at the time of use and at the point of

sale.

There is little evidence to guide regulators on selecting content for smokeless tobacco

health warnings in India and Bangladesh: two countries that bear the greatest burden of
smokeless tobacco use. The central question of whether provocative pictorial depictions
of health effects are the most effective approach for smokeless tobacco health warnings,

and whether this effect is mediated or moderated by other factors, has yet to be
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effectively addressed in low and middle-income countries. The current study was among
the first to examine the perceived effectiveness of a set of novel health warning labels for

smokeless tobacco packages, among adults and youth in India and Bangladesh.
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4.0 CONCEPTUAL FRAMEWORK AND HYPOTHESES

This review was conducted to examine the theoretical and empirical literature to identify
the type of messaging content that may be perceived as most effective among Indian and
Bangladeshi respondents, and possible factors that may mediate or moderate this

relationship.

4.1 Fear appeals and graphic warning labels

Pictorial warnings on cigarette packages have been associated with greater health
knowledge, increased motivation to quit smoking, greater attempts to quit, and have also
been shown to help to de-normalize tobacco use and lower brand appeal (Hammond,
2011). Pictorial warnings often contain graphic, fear-arousing images that elicit negative
emotion. Health communication and advertising theories consider emotional content one
of three core dimensions, along with the ad format and informational content. For
example, Witte and colleagues suggest that emotional content influences affective and
cognitive responses to messages that, in turn, affect attitudes, intentions, and behaviour

(Witte & Allen, 2000).

Overall, there is mounting evidence supporting the use of fear appeals in health
messaging, but less research on the theoretical framework that drives this effect. This
paucity of theory-driven research was also highlighted in a recent meta-analysis
conducted by Noar and colleagues (2015), which examined 35 experimental studies

testing the efficacy of pictorial warnings compared to text-only.
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The following provides an overview of some of the theories that may help explain the

underlying mechanisms of fear appeals.

4.1.1 Inverted U-shaped Model

According to the Inverted U-shaped Model, there is a direct relationship between fear
arousal and message acceptance. The Inverted U-shaped Model (Janis, 1967), derived
from Drive theory, posits that all individuals are driven by basic physiologic and
psychological needs including hunger, thirst, sleep, fear and affection. When these needs
are unmet, individuals are “driven” to make decisions that will restore this balance. In the
context of health communication, when an individual is faced with a message that elicits
fear, they will either be driven to accept or reject the message in order to resolve the
imbalance they have experienced. The U-shaped Model also suggests that there is an
optimal level of fear—that extremely high levels of fear arousal would result in message
rejection and avoidance, whereas extremely low levels of fear arousal would have no

impact on how the message is received.

4.1.2 Protection Motivation Theory

Protection Motivation Theory (PMT) provides another theoretical framework to help
explain fear appeals (Rogers, 1975). Unlike in the Inverted U-shaped Model, fear arousal
is not the sole component that drives attitude and behaviour change. The degree to which
one will be motivated to protect themselves against a threat depends on their judgement

of the threat and their ability to cope with it—that is, the perceived severity of the
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message, perceived vulnerability towards the threat, and their own self efficacy and

response efficacy.

4.1.3 The Extended Parallel Process Model

The Extended Parallel Process Model (EPPM) (Witte, 1992) is perhaps the most
prominent theory in the domain of fear appeals. It expands on the principles of Protection
Motivation Theory (Rogers, 1975), as well as in the original Parallel Response Model—
the first model of fear appeals to include cognitive antecedents of behaviour change
(Leventhal, 1971; Leventhal & Trembly, 1968). The EPPM suggests that people are

motivated to engage in ‘fear control’ or ‘danger control’.

In other words, threatening information that increases fear arousal will only result in
positive behaviour change (‘danger control’) when response and self-efficacy is high.
With low self-efficacy and/or response efficacy, high fear arousal is predicted to result in
defensive avoidance (‘fear control’) (Witte & Allen, 2000). This concept of ‘fear control’
is not unlike the theory of cognitive dissonance (Festinger, 1962), which refers to the
mental discomfort experienced when confronted with information that is in direct
opposition to one’s beliefs or lifestyle choice. In the context of tobacco use, this theory
suggests that those with a greater dependence on tobacco, and potentially lower self-
efficacy, may attempt to rationalize their behaviour to help overcome the dissonance they
experience when faced with a high fear-arousal message that runs counter to their

lifestyle choice.
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In the context of health warning labels, the effectiveness of a graphic health warning will
depend on its ability to convey perceived threat and severity, as well as its ability to
convey effective cessation messaging. This messaging should not only encourage
cessation, but also provide resources that may help the tobacco user quit—factors that are

critical in promoting self and response efficacy.

4.1.4 Empirical research

Marketing research conducted on behalf of governments suggests that warnings that
arouse greater negative emotion, including fear and disgust, are rated as more effective
(BRC Marketing and Social research, 2004; Elliot & Shanahan Research, 2003;
Environics, 1999, 2000). Similarly, research evaluating anti-tobacco television ads
suggests that emotional content can increase engagement and recall of health messages
(Biener, Ji, Gilpin, & Albers, 2004; Biener, McCallum-Keeler, & Nyman, 2000; Davis,
Nonnemaker, Farrelly, & Niederdeppe, 2011; Terry-McElrath et al., 2005; Wakefield et

al., 2003)

Other negative emotions may also play a role in message acceptance. Disgust represents a
negative emotion related to fear, which may also affect responses to graphic pictorial
health warnings. In theory, disgust might also be expected to influence message
acceptance similarly to fear, however very few persuasion studies have examined the role
of disgust (Dillard & Pfau, 2002; Rozin, Haidt, & McCauley, 2008). Very few studies
within the area of tobacco control found that ads with “disgusting” content were more

effective (Donovan, Jalleh, & Carter, 2006; Leshner, Bolls, & Thomas, 2009).
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To date, population-based surveys have failed to detect any significant adverse outcomes
from pictorial health warnings that might be interpreted as defensive reactions (Borland
et al., 2009; Hammond et al., 2004). Hammond and colleagues (2004), found that
approximately half of smokers reported at least some fear, disgust, or anger in response to
the pictorial health warnings implemented in Canada in 2001, and levels of fear and
disgust were associated with an increase in cessation behaviour at follow-up. In one
experimental study, Peters and colleagues (Peters et al., 2007) also found that pictorial
warnings were associated with greater negative emotions than US style text-only
warnings, and that these emotions were associated with more negative attitudes towards

smoking.

In addition, a growing body of evidence on the efficacy of cigarette health warnings
suggests that symbolic images are significantly less effective than images that depict the
health effects or human suffering from tobacco use (Hammond et al., 2012; Hammond,

2011; Flay and Burton, 1990).

There is reason to believe that health warnings with graphic health effects may work
especially well to overcome literacy barriers (Fong, Hammond, & Hitchman, 2009;
Hammond et al., 2012; Thrasher et al., 2010). However, few studies have examined the
impact of pictorial warnings in LMICs (Hammond et al., 2012; Thrasher et al., 2010,
2012). Generally, the findings from these studies indicate that those with lower education
gave higher effectiveness ratings for pictorial warnings, overall (Hammond et al., 2012;

Thrasher et al., 2010). Thrasher and colleagues (2012) found that individuals with higher
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education perceived warnings with testimonial-style content to be less effective than

warnings with didactic information.

4.2 Transportation Imagery Model

Alongside gruesome images of disease caused by tobacco use, graphic health warnings
may also include narratives, such as personal testimonials from tobacco users. The
Transportation Imagery Model helps explain the potential mechanisms through which
narratives are proposed to work™ (Green & Brock, 2000; Green & Brock, 2002).
‘Transportation’ can be described as the feeling of getting “lost” or “carried away” in a
story, and often involves increased cognitive attention, emotional involvement, and a lack
of awareness of one’s surroundings (Green & Brock, 2005). The transportation imagery
model posits that this concept of ‘transportation’ is among the most important mediating
factors through which a narrative achieves its effectiveness (Larkey & Hecht, 2010). By
becoming cognitively immersed within a narrative, it becomes difficult to refute the
implicitly stated messages and thus limits the extent to which one feels they can counter-
argue the information (Dal Cin, Zanna, & Fong, 2004; Green & Brock, 2000; Hinyard &

Kreuter, 2007; Slater & Rouner, 2002).

Behavior and attitudinal changes can also be mediated by the role of ‘identification’—the
extent to which one perceives the spokesperson of a health message to be similar to

oneself (Hinyard & Kreuter, 2007). Larkey and Hecht (2010) proposed a model of

il The literature in this area is primarily focused on longer narratives than the short quotes that would be
used in health warnings.
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culture-centric narratives in health promotion based on persuasion and health promotion
literature. Their model suggests that the narrative approach, coupled with a culturally

relevant message, may be most efficacious in influencing behaviour change.

The transportation imagery model underscores the importance of message recipients
being able to ‘identify’ with the message itself—as these are the messages that are most
often deemed credible, believable, and least likely to be rejected. In the context of health
warnings, graphic warnings including a narrative (i.e., personal testimonial), may
promote ‘identification’ more than text only warnings, or graphic health warnings

without a narrative.

4.2.1 Empirical research

In the domain of tobacco control, narrative communication on tobacco warning labels
have produced mixed results in LMICs (Hammond et al., 2012; Thrasher et al., 2012).
With respect to narrative communication for anti-tobacco television ads, cross-country
research conducted by Wakefield and colleagues (2013) tested five Australian and US-
based television ads with varying message content (graphic health effects, a personal
testimonial, and symbolic imagery) in ten LMICs, including India and Bangladesh. Ads
depicting graphic health effects were perceived as most effective across all countries,
whereas the personal testimonial ad was given the lowest ratings across all measures of

perceived effectiveness.
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However, it is important to note that the personal testimonial ad showcased an Australian
woman, ‘Zita’. According to Larkey and Hecht’s culture-centric narrative model (2010),
‘cultural embeddedness’ leads to ‘identification’, an important mediating factor without
which ‘transportation’ into the narrative and subsequent behavior change is unlikely.
Tailored health messages may promote greater acceptance and identification (Hawkins,
Kreuter, Resnicow, Fishbein, & Dijkstra, 2008; Noar, Benac, & Harris, 2007). Perhaps if
‘Zita’ instead reflected the ethnic profile of the culture in which the ad was tested, the

personal testimonial ad would have fared better and been perceived as more effective.

Take for example, the first national-level smokeless tobacco mass media campaign in
India. The campaign messages were tailored to an Indian audience and included a real-
life testimonial from a 24-year-old male with advanced-stage oral cancer. According to
an evaluation conducted by Murukutla and colleagues (2012), the campaign made people
“stop and think” and increased concerns about smokeless tobacco use. The success of the
radio ad led to the production of a television ad and billboards with the same testimonial
message. Furthermore, an Australian study that examined testimonial health messages
found that indigenous smokers rated a tailored anti-tobacco (including an indigenous
spokesperson) ad significantly higher on all measures of effectiveness, compared to their

non-indigenous counterparts (Stewart et al., 2011).

Summary

Many of the principles that underlie the effectiveness of cigarette package health

warnings—such as high reach and frequency of exposure—are likely to be fairly

37



universal and apply to smokeless tobacco package health warnings. However, one might
expect pictorial warnings to be more effective than text-only warnings among LMICs

given lower levels of literacy and health knowledge.

Text-only health warnings have little or no effect among those who cannot read them;
this includes illiterate or low-literacy individuals, individuals who are literate in a
language other than that used for text warnings, and young children. The most effective
way to reach low-literacy smokers may be to include pictures, which can be universally
understood. Previous research would suggest that strong fear-arousing messages are most
likely to alter beliefs about health risks, as well as appeal and general acceptability of
tobacco products. Health behaviour theories also underscore the importance of ensuring

that the warnings are credible and believable; otherwise, they are likely to be rejected.

Given the widespread social acceptability of tobacco use in India and Bangladesh, it is
unknown how individuals will perceive graphic depictions of health effects or personal
testimonials related to the health effects caused by smokeless tobacco. From a health
behaviour point of view, the Theory of Planned Behaviour (and the related Theory of
Reasoned Action) identifies intention, which is in part determined by social norms, as the
best predictor of behaviour change (Ajzen, 1991; Ajzen & Fishbein, 1980). The concept
of social norms (Cialdini & Trost, 1998) suggests that individuals have a tendency to
conform to group behaviours. Given the widespread acceptability of smokeless tobacco,
these theories highlight the importance of health warnings that convey the risks of

smokeless tobacco in a manner that undermines social acceptability.
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4.3 Hypotheses

Five primary hypotheses were proposed:

Hypothesis la

Pictorial warnings, including graphic health effects, will be perceived as most effective,
compared to text-only warnings. A growing body of evidence on the efficacy of cigarette
health warnings suggests that symbolic images are significantly less effective than
images that depict the health effects or human suffering from tobacco use. Thus, within
the pictorial styles, warnings with symbolic imagery will be rated as least effective,
compared to warnings with graphic health effects (with and without a personal

testimonial).

Hypothesis 1b
It is hypothesized that there will be no difference in ratings of effectiveness for graphic
health effects compared to personal testimonials, as there is mixed evidence in this

domain.

Hypothesis 2a

Given the longer history of pictorial health warnings on smokeless tobacco packs in
India, it is hypothesized that warnings with graphic health effects will be more novel in
Bangladesh, and thus perceived as more effective than text-only warnings with and

without symbolic imagery, compared to India.
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Hypothesis 2b
Smokeless tobacco users with greater intentions to quit will rate warnings as more
effective than those without any quit intentions, given their need to remove dissonance

and rationalize their behavior.

Hypothesis 2c
Respondents with lower levels of education will rate warnings as more effective than

those with higher levels of education.

Hypothesis 3a

Negative affect (including fear) will mediate the association between viewing health
warnings and ratings of perceived effectiveness, such that warnings that elicit higher
levels of negative affect will in turn elicit higher perceived effectiveness ratings. It is
hypothesized that warnings with graphic health effects will elicit greater levels of
negative affect which will in turn elicit greater perceived effectiveness ratings, than all

other warnings.

Hypothesis 3b

Message credibility will moderate both the direct and indirect effect (mediation) of
viewing health warnings on perceived effectiveness ratings. That is, the association
between negative affect and perceived effectiveness will vary as a function of message
credibility; the association will be stronger when message credibility is high, and weaker

when it is low.
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Hypothesis 4a

Viewing pictorial health warnings will increase: 1) the proportion of respondents
reporting negative attitudes and beliefs, and 2) overall ‘bad’ opinions of smokeless
tobacco. It is expected that pictorial warnings with graphic health effects will increase
overall ‘bad’ opinions to the greatest extent, compared to text-only and symbolic

warnings.

Hypothesis 4b

Health warnings would presumably be more novel in Bangladesh, considering that
smokeless tobacco packages did not include health warnings at the time this study was
conducted. Thus, it is expected that respondents from Bangladesh will report higher
levels of: 1) negative attitudes and beliefs; and 2) overall ‘bad’ opinions of smokeless

tobacco, compared to Indian respondents.

Hypothesis 5a
It is expected that those who view pictorial warnings will report greater levels of
agreement with the health effects caused by tobacco use, compared to those who view

text-only or symbolic warnings.

Hypothesis 5b

Societal norms may be less positive in India given the country’s longer history of tobacco

control. Therefore, it is expected that Indian respondents will report higher levels of
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agreement with the health effects caused by smokeless tobacco use, compared to

Bangladeshi respondents.
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5.0 METHODOLOGY

5.1 Survey Translation
Questionnaires were translated into Hindi and Marathi for India, and into Bengali for
Bangladesh (Appendix C). The committee approach to translation was used (Harkness &

Schoua-Glusberg, 1998), and the following process was followed:

1. Two translators: one from the Indian research team, fluent in Hindi, Marathi, and
English, and one translator from the Bangladeshi research team, fluent in Bengali and
English, independently translated the questionnaire items, providing comments on any

issues or potential problems with the questionnaire in their country/language.

2. The translation coordinator from the University of Waterloo, along with the Primary
Investigator for the current project, and two members of the Canadian research team,

collected the translations and summarized issues for discussion.

3. For each country, a meeting was held with the Canadian research team, and the

translators to discuss any of the issues that arose during translation.

4. Questionnaire items were revised based on these group discussions. Any substantial

question revisions were checked with other languages to ensure comparability of the

final versions.
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5. Two final meetings were held with the translators from India and Bangladesh to

finalize survey revisions. The final survey was pre-tested prior to data collection.

5.2 Sample recruitment

Face-to-face recruitment and interviews took place at 15 sites around Navi Mumbai,
India (April 10 to August 6, 2012), and 6 sites around Dhaka, Bangladesh (May 9 to June
18, 2012). Sites were busy public areas, selected for geographic and demographic
diversity. Interviewers recruited respondents using a standard intercept technique
(Sudman, 1980), whereby a physical landmark was selected and every other person to
pass it was approached in Navi Mumbai; in Dhaka, every third person to pass the
landmark was approached in busy locations, which was increased to every person in

locations with less pedestrian traffic.

Interviews were conducted in the respondents’ preferred language in India (English,
Hindi, or Marathi), and in Bengali in Bangladesh. Interviewers read aloud questions to
respondents and entered their responses into tablets. Interviewers were trained by the
same team members from the University of Waterloo, to increase consistency between
sites, and supervised by local research staff who monitored randomly in the field, to

ensure study protocols were followed.

5.2.1 Eligibility and consent

All respondents had to be at least 16 years of age, and interviewers were instructed to ask

for identification if necessary. The adult sample >19 years of age (no upper age limit)
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consisted of only smokeless tobacco users, whereas the youth sample (16-18 years)
included both smokeless tobacco users and non-users, given the potential for future
tobacco initiation among youth. No restrictions were placed on respondents’ use of other
tobacco products (i.e., cigarettes, bidi, etc.). Interviews were conducted in the
respondents’ preferred language in India (English, Hindi, or Marathi), and in Bengali for

Bangladeshi respondents.

Prior to the interview, all respondents were given information about the study and asked
to provide verbal consent. No personal identifiers were collected; respondents remained
anonymous. Interviews took approximately 20 to 25 minutes to complete. In appreciation
of their participation, respondents in India received refreshments valued at up to 100
Indian rupees (INR), approximately $2.00 CAD. Respondents in Bangladesh were
offered their choice of either a t-shirt or refreshment, valued at an average of 126

Bangladeshi taka (BDT), approximately $1.70 CAD.

The study was reviewed by and received ethics clearance from the Office of Research
Ethics at the University of Waterloo, the ethical review committee at Healis-Sekhsaria
Institute for Public Health, and the Bangladesh Medical Research Council. Figure 2

presents the sample recruitment and Table 2 presents study sites in India.
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Figure 2. Sample flowchart by country, age group, smokeless tobacco use status, and sex
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Study sites (Table 2) included fifteen areas around suburban Mumbai: three malls, three

McDonald’s locations, four market areas, and five areas near schools/colleges.

Interviewers worked in groups of four or five at each site, rotating locations every day or

two. Interviews were conducted on all days of the week, between the hours of 9:00am to

6:30pm.
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Table 2. Study sites in India

Dates Site Interviews
2012.07.04 (43) Bharati Vidyapeeth College of Engineering and 161
2012.07.17 (60) Bharati Vidyapeeth College of Architecture
2012.07.23 (56) Belapur, Navi Mumbai
2012.08.06 (2)
2012.07.03 (24) Sudhagad Junior College, Kalamboli 52
2012.07.11 (28)
2012.07.09 (28) Dr. D.Y. Patil Vidyanagar, Nerul, Navi Mumbai, 28
Thane
2012.07.18 (28) Smt. Indira Gandhi College of Engineering, 28
Kopar Khairane, Navi Mumbai
2012.07.13 (27) C.K.T.College, Panvel 55
2012.07.31 (28)
2012.07.22 (28) McDonald’s, Andheri 28
2012.07.19 (25) McDonald’s, Kalamboli 38
2012.07.28 (13)
2012.07.10 (28) McDonald’s, Vashi 52
2012.08.01 (24)
2012.07.12 (42) D’Mart (mall), Panvel 98
2012.07.24 (56)
2012.07.05 (32) Inorbit Mall, Vashi 63
2012.07.25 (31)
2012.07.16 (20) Little World Mall, Kharghar 60
2012.07.27 (24)
2012.08.02 (16)
2012.06.29 (32) Vashi mini market, Vashi 32
2012.06.28 (31) Nerul market near railway station, Nerul 123
2012.07.26 (40)
2012.08.03 (52)
2012.07.02 (28) Sanpada market 120
2012.07.20 (32)
2012.07.30 (60)
2012.07.06 (28) Dharavi Market area 64
2012.07.21 (36)
TOTAL COMPLETED INTERVIEWS 1,002

Numbers in parenthesis indicate number of completed surveys on that day.

5.2.3 Site selection: Bangladesh

Study sites (Table 3) included six different locations around Dhaka City Corporation: two

bus terminals, two areas near schools/colleges, and two public spaces near market and
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residential areas. Interviewers worked in groups of 6 at each site, rotating locations every
day or two. Interviews were conducted on all days of the week, between the hours of

7:30am and 8:00pm (varied depending on location).

Table 3. Study sites in Bangladesh

Dates Site Interviews
2012.05.09 (50)  Gabtoli Bus Terminal 50
2012.05.10 (65)  Agargaon (low SES area, passport office, shopping mall) 65

2012.05.30 (89);

2012.05.31 (21) Mohakhali Bus Terminal 110

2012.05.12 (109)

2012.05.14 (72)

2012.05.18 (86)

2012.05.19 (69)  Geneva Camp (low SES area, residential) 686
2012.05.20 (57)

2012.05.27 (127)

2012.05.28 (166)

2012.06.18 (23)  Stamford University area, Dhanmondi 23

2012.05.15 (63)

2012.05.16 (34) Viquarunnessa Girls’ School and College, Azimpur Bran: 147

TOTAL COMPLETED INTERVIEWS 1,081

Numbers in parenthesis indicate number of completed surveys on that day.

5.2.4 Screening and background survey

A short introductory script was used to introduce the survey and check basic eligibility
requirements in both countries. After consent was given, eligible respondents completed
a short background survey that included key socio-demographic and smokeless tobacco
use measures (adapted from International Tobacco Control Policy Evaluation Project
Surveys) (ITC Project, 2013; ITC Project, 2011) and included current and past tobacco
use, quit intentions (for smokeless tobacco users), and susceptibility to smokeless tobacco

use (for youth non-users).
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5.2.5 Experimental conditions (message themes)

After completing the background survey, respondents were randomized into one of four
experimental conditions or message themes: 1) text-only warning, 2) pictorial warning
with symbolic imagery, 3) pictorial warning with a graphic health effect, and 4) pictorial

warning with a personalized graphic health effect and testimonial (Figure 3).
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Figure 3. Experimental Conditions (message themes)
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Each respondent was shown a series of five health warnings within that condition, each
depicting one of the following five health effects: 1) oral cancer, 2) mouth disease, 3)
heart disease, 4) addiction, and 5) death. The same five health effects were depicted in
each experimental condition using the designated message theme (text-only, symbolic,
graphic health effect, or personal testimonial). The experimental conditions (message
themes) test four distinct ways of presenting health warnings, across each of the five
health effects caused by smokeless tobacco. Presentation of health warnings was
counterbalanced to minimize order effects and ensure that the effectiveness of message
theme held across all health effects and was not image-specific. Health warnings were

shown as stand-alone warnings, and not on smokeless tobacco packages.

All warnings had the text “TOBACCO KILLS” on the bottom of the image (the text on
Indian smokeless tobacco health warning labels at the time of the study). Condition 1
warnings consisted of five text-only warnings corresponding to each of the five health
effects: “Tobacco causes oral cancer”; “Tobacco causes mouth disease”; “Tobacco causes

heart disease’; “Tobacco causes addiction” and “Tobacco causes death”.

Condition 2 warnings had the same text as Condition 1, accompanied by a symbolic
image (i.e., metaphorical representation of risk) representing danger or caution. One
symbolic image—the black and white scorpion—was the image on pictorial warnings for
smokeless tobacco packages in India from 2009 to 2011 (and still remained on some
packages at the time of the study in 2012). The ‘skull and cross bone’ image was based

on previously proposed (Appendix A) pictorial warnings for smoked and smokeless
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forms of tobacco in India. However, the image was never implemented due to the belief
(as stated by the Group of Ministers) that it hurt “religious sentiments” (Oswal et al.,

2010).

Condition 3 had the same text as Condition 1, and included an image of a graphic health
effect (i.e., physical impact on the body/organs). The image for ‘death’ was based off of a
previously proposed warning for packages of smoking forms of tobacco in India, which
was never implemented due to tobacco industry interference (Oswal et al., 2010)
(Appendix A). The warnings for ‘mouth disease’ and ‘oral cancer’ were among the four
graphic warning labels implemented on smokeless tobacco packages in India on

December 1, 2011.

Condition 4 included a personalized graphic warning, of a “real” person with an
accompanying personal narrative (i.e., lived experience of a smokeless tobacco user or a
loved one suffering from the consequences smokeless tobacco use). Name and age were

also included.

Warnings were adapted for local use to ensure cultural appropriateness. Adaptation of the
warnings included the following: 1) translation into Bengali for Bangladesh, and into
Hindi and Marathi for India, 2) use of ethnically appropriate models in warning label
images, and 3) culturally-appropriate names used for the testimonial warnings, as

suggested by local research teams. Table 4 presents personal testimonials adapted for
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each country. Local research partners finalized and approved all warnings and

translations. Figure 4 outlines the survey protocol followed.

Table 4. Personal testimonial health warnings: Indian and Bangladeshi versions

Personal testimonial

Indian version

Bangladeshi version

Bl Tobacco
causes oral
& cancer
“I lost my jaw to
oral cancer.”
jay, age 38,
00w wooks
after this photo
was taken

Tobacco
wmlcauses heart
disease
“This is my second
heart attack
caused by tobacco
use. It could be

| my last.’
Raj, age 44

Tobacco
is highly
addictive
“I thought | could

quit tobacco any
time | wanted.

| was wrong.”
Rohit, age 45

TOBACCO KILLS

e Tobacco

) kills 2500
| Indians

every day

“Tobacco use killed
husband.

| feel so alone.”

Gita, age 36

TOBACCO KILLS

“I lost my jaw to oral cancer.”
Ajay, age 38, died two weeks
after this photo was taken.

“Because of using tobacco, I
have this disease in my
mouth.” Deepak, age 40.

“This 1s my second heart attack
caused by tobacco use. It could
be my last.” Raj, age 44.

“I thought I could quit tobacco
any time [ wanted. I was
wrong.” Rohit, age 45.

“Tobacco use killed my
husband. I feel so alone.”
Gita, age 36.

“I lost my jaw to oral cancer.”
Abdur, age 38, died two weeks
after this photo was taken.

“Because of using tobacco, I
have this disease in my
mouth.” Deepak, age 40.

“This 1s my second heart
attack caused by tobacco use.
It could be my last.” Moti, age
44,

“I thought I could quit tobacco
any time [ wanted. I was
wrong.” Golam, age 45.

“Tobacco use killed my
husband. I feel so alone.”
Momtaz, age 36.
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Figure 4. Survey protocol flowchart
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5.3 Measures

5.3.1 Sociodemographics

Socio-demographic variables included sex, age, education, and income. For adults,
education level (highest level completed) was categorized as: ‘Low’ (“Illiterate”),
‘Moderate’ (“Middle school or less” in India; “Secondary school or less” in Bangladesh),
or ‘High’ (“Secondary school” to “Graduate with degree/diploma or more” in India;
“SSC (Secondary school certificate)/HSC (Higher school certificate) (9-12 years)” to
“University degree” in Bangladesh). For Indian youth, education (last year completed)
was categorized as ‘Low’ (“Did not attend school”, and “Primary school” to “Middle
School (up to class VII)”), ‘Moderate’ (“Secondary school”), or ‘High’ (“Class XI
(Higher Secondary)” or “Graduate (degree, diploma) or more”). For Bangladeshi youth,
education was categorized as ‘Low’ (“Illiterate”, “Literate (no formal education)”, and
“Primary (1 to 5 years)”), ‘Moderate’ (“Secondary school (6-8 years)”), or ‘High’

(“SSC”/“HSC” (9-12 years) or more) (Table 5).
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Table 5. Education categories in India and Bangladesh

Adults Youth
Education . .
. India Bangladesh India Bangladesh
Categories
P};i;(:r at;zrﬁgoslc 2)001’ and “Illiterate”, “Literate (no
Low Illiterate Illiterate con - Y v formal education)”, and
Middle School” (up to “Primary (1 to 5 years)”
class VII) Y y
Secondary school, Class
Middle school or Secondary XI (Higher Secondary), or  Secondary school (6-8
Moderate
less school or less Graduate (degree, years)
diploma) or more
Secondary SCh.001 SSC/HSC (9-12 Class XI (Higher Secondary school and
. to Graduate with years) to .
High . . . Secondary), or Graduate High school 9 to 12
degree/diploma or  University .
(degree, diploma) or more  years or more
more degree

To measure average monthly household income, respondents were asked: “In the last

year, on average, how much was the total monthly income of your household?”” Monthly

household income level was categorized as ‘Low’ (<10,000 Indian rupee (INR); <5,000

Bangladeshi taka), ‘Moderate’ (10,000 to <20,000 INR; 5,000 to <10,000 taka), ‘High’

(20,000 INR or more; 10,000 taka or more), or ‘Not stated’. For reference, one CAD

dollar is equivalent to approximately 50 INR, and about 65 taka (Table 6).

Table 6. Average monthly household income categories in India and Bangladesh with
Canadian dollar (CAD) equivalents

Income . Bangladesh
. India (INR)  CAD g CAD
Categories (taka)
“Low” <10,000 <$190.00 <5,000 <$78.00
« » ~$190.00 to 5,000 to 10,000  $78.00 to
Moderate 10,000 to <20,000 <§380.00 ~$155.00
“High” 20,000 or more ~$380.00 or more 10,000 or more ~ ~$155.00 or more

INR=Indian rupees

56



5.3.2 Patterns of use

Smokeless tobacco use

Daily smokeless tobacco use was defined as using smokeless tobacco “every day”, and
non-daily smokeless tobacco use as using “at least once a week”, or “at least once in the
last month”. Among youth non-users, susceptibility to smokeless tobacco use was based
on responses to three questions: 1) “Do you think in the future you might try using
smokeless tobacco?”’; 2) “If one of your best friends were to offer you smokeless tobacco,
would you use it?”; and, 3) “At any time during the next year, do you think you will use
smokeless tobacco?”. Respondents who reported “definitely not” for all three measures
were categorized as non-susceptible, and all others were categorized as susceptible, as per
previous research on smoking susceptibility (Pierce, Choi, Gilpin, Farkas, & Merritt,

1996).

Usual product

Respondents were asked “Do you currently use any smokeless tobacco products at least
once a month?” Response options in Bangladesh included zarda, pan with tobacco leaf,
gul, sadapata, pan masala, and nasshi. In India, response options included mishri, betel
quid with tobacco (pan), plain chewing tobacco, gutkha, khaini, zarda, tobacco
toothpaste, nasal/oral snuff, lal dantmanjan, dokta, gudhaku, and gul. In both countries,
an ‘Other’ option was also available. Respondents were asked the follow-up question
“Which of these products do you use most frequently?” A ‘Usual product’ variable was

created to capture these responses.
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Reasons for use

Smokeless tobacco users were asked “In choosing this type of smokeless tobacco
(referring to their ‘Usual product’), was part of your decision based on any of the
following...1) The price, 2) This type is of high quality, or 3) This type is less harmful to

my health.” Response options included: ‘Yes’, ‘No’, ‘Refused’, and ‘Don’t know’.

Mixed use (smokeless and smoked tobacco)

Respondents were asked, “In the past month, have you used any of the following smoked
tobacco products?” In India, response options included: cigarettes (factory made and roll-
your-own), bidis, hookah/shisha/narghile/water pipe, cigars/small cigars/cigarillos, pipe,
chutta, hooklis, and other. Response options in Bangladesh included: cigarettes (factory
made and roll-your-own), bidis, hookah/shisha/narghile, and other. Smokeless tobacco
users who also selected any smoked tobacco product were classified as mixed users.
‘Mixed users’ were asked the follow-up question: “Which do you use more often?”’
Response options included ‘Smoked tobacco’, ‘Smokeless tobacco’, ‘Use smoked and

smokeless tobacco about the same’, ‘Refused’, and ‘Don’t know’.

Quit intentions

Smokeless tobacco users were asked “Are you planning to quit... 1) Within the next
month, 2) Within the next 6 months, 3) Sometime in the future, beyond 6 months, or 4)
Not planning to quit”. Quit intentions were categorized as ‘Planning to quit’ (first three

response options) or ‘Not planning to quit’.
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5.3.3 Perceptions about smokeless tobacco
Overall opinion about using smokeless tobacco (pre-post measure)

Respondents were asked the following, both before and after the presentation of health
warnings: “What is your overall opinion about using smokeless tobacco? Is it.... ‘Good’,

‘Neither good nor bad’, ‘Bad’?” ‘Refused’ and ‘Don’t know’ were also response options.

Perceptions of harm of smokeless tobacco products

Respondents were asked to rank six popular local smokeless tobacco products available
in their country, and were also given the response option that “all are equally harmful”.
Respondents who reported “all are equally harmful”, did not go on to rank the products
from most to least harmful. Respondents who did not select “all are equally harmful”,
went on to rate six local smokeless tobacco products from most harmful to least harmful

(where 1 was ‘most harmful’ and 6 was ‘least harmful’).

The six products were selected based on previous research and local consultation. In
India, these products included (in no particular order): gutkha, zarda, paan, mishri, snuff,
and gudhaku. In Bangladesh, these products included: gul, zarda, paan, sadapata, paan
masala, and nasshi (Table 1). The order was reverse-coded, and mean ranks for each
product were computed, whereby higher numbers corresponded with greater perceptions

of harm.

Attitudes and beliefs about smokeless tobacco (pre-post measure)
Attitudes and beliefs were assessed both before and after the presentation of health

warnings. Respondents were asked whether they “Agree”, “Disagree”, or “Neither agree
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nor disagree” with each of the following statements: 1) “Indian [Bangladeshi] society
disapproves of using smokeless tobacco”; 2) “Smokeless tobacco is highly addictive”; 3)
“It is acceptable for females to use smokeless tobacco™; 4) “Using smokeless tobacco sets

a bad example for children”; 5) “Smokeless tobacco use is harmful to health”

Item 3 was reverse-coded so that positive and negative responses were consistent with the
direction of the other attitudes and beliefs. An Attitudes and Beliefs Scale was created by

summing the number of ‘agree’ responses across the five items, to yield a score of 0 to 5,

where lower scores indicated more positive attitudes and beliefs towards smokeless

tobacco.

Awareness and support for graphic health warnings

To assess awareness of current labeling regulation” (Appendix A), respondents were
asked “As far as you know, do smokeless tobacco products in [India/Bangladesh] have
health warnings on the packages?” “Yes (including ‘some products’)”, “No”, “Refused”,

and “Don’t know”, were response options.

To assess support for labeling policy, respondents were asked “Do you think that
smokeless tobacco packages should have health warnings?”” and “Do you think that
health warnings should include pictures?” ‘Yes’, ‘No’, ‘Maybe’, ‘Refused’, and ‘Don’t

know’, were response options.

" Since 2009, India had implemented pictorial warnings for smokeless tobacco packages. At the time this
study was conducted, the previous symbolic image of a black and white scorpion was replaced by graphic
health warnings that covered 40% of the front of the pack, depicting oral cancer and mouth disease.
Bangladesh had no health warnings on smokeless tobacco packages. However, pictorial health warnings for
smokeless tobacco have since been legislated and scheduled for implementation in March 2016.
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Health warning labels in India

Indian respondents were asked: “Do you think health warnings on smokeless tobacco
packages should have more health information than they do now, less information, or
about the same amount as they do now?”” Response options included ‘More health
information, ‘Less health information’, ‘About the same’, ‘Refused’ and ‘Don’t know’.
Indian respondents were also asked “In the last month, have you made any effort to avoid
buying smokeless tobacco packages with health warnings on them?”” Response options

included ‘Yes’, ‘No’, ‘Refused’, and ‘Don’t know’.

5.3.4 Perceived effectiveness ratings by message theme (between-experimental
condition)

Respondents were randomly assigned to one of four health warning label experimental

conditions, and asked to rate each health warning individually using a numeric scale,

where 1="not at all”, 5="in the middle”, and 10="extremely”. Warnings within each set

were shown and rated one at a time (in random order) on the following measures: “Please

tell whether this warning message... ‘grabs your attention’; ‘is believable’, ‘is important

to you’"; ‘is surprising’; ‘is frightening’; ‘is disgusting’; ‘is unpleasant’.

Perceived effectiveness of health warnings labels
Perceived effectiveness was assessed by asking respondents the following, while they

viewed each health warning (Figure 5): “On a scale of 1 to 10, where 1 is ‘not at all” and

¥ The original wording read “...is relevant to you”. Local partners in India were concerned that the concept
of “relevance” would not translate well, but that the concept of “importance” would be better understood.
Prior to launching the study, the wording was changed from ‘relevant’ to ‘important’ to address this
concern.
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10 is ‘extremely’, please tell whether this warning message would: 1)...make people
more concerned about the health risks of using smokeless tobacco?; 2)...make people
want to quit using smokeless tobacco?; 3)...help to prevent youth from starting to use
smokeless tobacco?”. Lastly, respondents were also asked: “Overall, how effective is this

health warning?”

Figure 5. Example survey screen, as viewed by respondent

B Tobacco
causes oral
cancer

“I lost my jaw to
oral cancer.”

Ajay, age 38,
lied two weeks
after this fhoto
was taken

TOBACCO KILLS

Overall, on a scale of 1 to 10, how effective is this health warning...

1 2 3 4 5 6 7 8 9 10

Not at all In the middle Extremely

5.3.5 Health warning label recall

Message recall was assessed using an unprompted recall task for the five health warnings
presented during the study. Respondents were asked to list any details of the health
warnings that they viewed. Interviewers had a comprehensive programmed checklist of
possible response options, in addition to an ‘other’ option that could be filled in with any
items not already on the list. The protocol was designed to allow five minutes following
the presentation of the last health warning before the unprompted recall task was
completed. Given discrepancies in how data was collected for this particular measure in

both countries, the data was unusable and not included in the analyses.
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5.3.6 Health knowledge

All respondents were asked to report whether they believed that using smokeless tobacco
caused any of a list of four health effects caused by using smokeless tobacco (oral cancer,
mouth disease, heart disease, and death). A Health Knowledge Scale was created by
summing the number of ‘agree’ responses across the four items, to yield a score of 0 to 4,

where higher scores indicated greater levels of health knowledge.

5.3.7 Perceived effectiveness rankings by health effect (within-experimental
condition)
Respondents were randomly assigned to one of five health effects—oral cancer, mouth
disease, heart disease, addiction, or death—and completed a ranking task in which they
were presented with the four health warnings (Conditions 1 to 4"") specific to that health
effect. Respondents were asked to compare the health warnings to each other (on the
same screen) and rank the warnings from most to least effective (Figure 6). The order
was reverse-coded, and mean ranks for each warning label were computed, whereby

higher numbers corresponded with greater rankings of perceived effectiveness.

¥ Condition 1: text-only, Condition 2: symbolic imagery, Condition 3: graphic health effect, and Condition
4: personal testimonial health warning. Note that the order of presentation was counter-balanced.
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Figure 6. Example set of health warnings viewed by respondent, within the ‘oral cancer’

health effect

Tobacco > b,
Tobacco causes causes G e
oral cancer oral i
cancer cancer

TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS

From left to right: Condition 1: text-only, Condition 2: symbolic imagery, Condition 3:
graphic health effect, and Condition 4: personal testimonial health warning

5.3.8 Ranking task for current Indian health warnings

In India, this ranking task was followed by one last ranking task, in which respondents
were shown five health warning images (Figure 7), including current (at the time of
study) and past Indian health warnings. Respondents were shown the five warning
images on the same screen, and asked to rank them from most to least effective, with the

question: “Overall, which warning do you think is the most effective for discouraging the

use of smokeless tobacco?””. The order was reverse-coded, and mean ranks for each
warning label were computed, whereby higher numbers corresponded with greater

rankings of perceived effectiveness.

Figure 7. Final ranking task of Indian health warnings (with implementation dates*)

Tobacco
causes

£

cancer . r - Sl AOOO Lo 4
TOBAGGO KILLS TOBAGCO KILLS TOBAGCO KILLS TOBAGCO KILLS

SIS

2009 to 2011 2011 to 2013 2011 to April 2015

*Warning A was the first health warning implemented, and although it was being phased out at the time of
study it still remained on some smokeless tobacco packages.

Warnings B through E (implemented December 1, 2011) appeared on smokeless tobacco packages at the
time of study.
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5.4 Analyses
All analyses were conducted using SPSS version 23.0. Unless otherwise noted, statistics

and point estimates shown in tables are for unadjusted values.

5.4.1 Descriptive analyses
Descriptive statistics, including frequencies, chi-square tests (for categorical variables),
one-way ANOVA, and t-tests (for continuous variables), were conducted to examine

differences between the Indian and Bangladeshi samples.

5.4.2 Perceived effectiveness ratings of health warning labels (between
experimental conditions)
Multiple linear regression models were used to examine the effects of message theme,

country and individual-level predictors on the perceived effectiveness of health warnings.

The four measures of perceived effectiveness were highly correlated with one another
(Cronbach’s a=0.97); thus, only the measure of “overall effectiveness” was used in the
analysis. The “overall effectiveness” measure was summed across the five health
warnings within each experimental condition and then divided by five (number of

warnings in each condition), to yield a mean score between 1 and 10 for each condition.

In the model examining adults, message theme, country, age, sex, education, income,
smokeless tobacco use (daily users and nondaily users), mixed use, and quit intentions
were entered as covariates. In the model examining youth, message theme, country, age,

sex, education, and smokeless tobacco use (daily users, nondaily users, susceptible
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nonusers and non-susceptible non-users) were entered as covariates. Two-way interaction
terms for message theme by socio-demographic and smokeless tobacco use variables

were screened individually, and added where significant to the models described above.

5.4.3 Mediation and moderation results

Mediation

To examine whether negative affect mediated the effect of viewing health warnings on
perceived effectiveness ratings, a series of simple mediation tests were conducted using

Ordinary Least Squares (OLS) regression-based path analysis.

The four measures that were conceptualized as ‘negative affect’: ‘fright’, ‘disgust’,
‘surprise’, and ‘unpleasant’, were highly correlated with one another (Cronbach’s
a=0.98); thus, the Negative Affect Scale was created whereby each measure was summed
across the five health warnings within each experimental condition and then divided by
five (number of warnings in each condition), to yield a mean score between 1 and 10 for

each condition. Higher scores indicated greater levels of negative affect.

The bootstrap method was used, and the indirect effect (mediation) was estimated with
bias-corrected (BC) 95% confidence intervals (CI) of 10,000 bootstrapped samples
(Hayes, 2013; Preacher & Hayes, 2004). For statistical inference of indirect effects
(mediation), confidence intervals that do not include zero indicate significance.
Mediation analyses were completed using the SPSS PROCESS macro (Model 4)

developed by Hayes (2013).
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Moderated mediation: Message Credibility

To examine whether message credibility moderated the direct (the association between
message theme and perceived effectiveness, controlling for negative affect) or indirect
effect (the association between message theme and perceived effectiveness, via negative
affect), a moderated mediation model (also known as conditional direct effects) was
specified and included the mediation pathway described in the previous section. This
moderated mediation analysis was completed using the SPSS PROCESS macro (Model
15) developed by Hayes (2013). The model is a direct effect and second stage moderation
model, and included two interaction terms: 1) message theme by message credibility and

2) negative affect by message credibility.

Non-significant interaction terms were removed from final models. Variables were mean-
centered (Aiken & West, 1991) and significant interactions were examined by using the
‘pick-a-point approach’, meaning that the conditional direct and indirect effects of the
moderator were examined at one standard deviation above and below the mean; levels
corresponded to ‘low’, ‘moderate’, and ‘high’ levels of message credibility (Hayes,

2013).

For the mediation and moderated mediation model described, the following covariates
were entered into the adult model: country, age, sex, education, income, smokeless
tobacco use (daily users and nondaily users), mixed use, and quit intentions. In the model

examining youth, country, age, sex, education, and smokeless tobacco use (daily users,
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nondaily users, susceptible nonusers and non-susceptible non-users) were entered as

covariates.

5.4.4 Difference change in attitudes and beliefs and overall opinions of smokeless
tobacco, after viewing health warnings
Attitudes and beliefs about smokeless tobacco and overall opinions about smokeless

tobacco were asked both before and after presentation of health warnings.

McNemar Chi Square tests were conducted to test the difference in: 1) levels of
agreement with the five attitudes and beliefs about smokeless tobacco, and 2) levels of
agreement with the overall opinion that smokeless tobacco is ‘good’, ‘neither good nor

bad’, or ‘bad’, before and after the presentation of health warnings.

Multiple linear regression models were conducted with the Attitudes and Beliefs scale
(Cronbach’s a=0.70), set as the dependent variable. The models conducted for adults
adjusted for message theme, Attitudes and Beliefs at baseline (scale), country, age, sex,
education, income, smokeless tobacco use (daily user, non-daily user), mixed-use, and
quit intentions. The models conducted for youth adjusted for overall opinion at baseline,
country, age, sex, education, and smokeless tobacco use (daily user, non-daily user,
susceptible non-user, non-susceptible non-user). Two-way interaction terms for message
theme by socio-demographic and smokeless tobacco use variables were screened

individually, and added to the final model where significant.
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A set of Generalized linear models were conducted with a binomial distribution and logit
link function, and the overall opinion that using smokeless tobacco is ‘bad’, set as the
dependent variable. The models conducted for adults adjusted for message theme, overall
opinion at baseline (“smokeless tobacco is bad”), country, age, sex, education, income,
smokeless tobacco use (daily user, non-daily user), mixed-use, and quit intentions. The
models conducted for youth adjusted for overall opinion at baseline, country, age, sex,
education, and smokeless tobacco use (daily user, non-daily user, susceptible non-user,
non-susceptible non-user). Two-way interaction terms for message theme by socio-
demographic and smokeless tobacco use variables were screened individually, and added

to the final model where significant.

5.4.5 Health knowledge

To examine whether viewing health warnings with different message themes influenced
levels of health knowledge, multiple linear regression models were conducted with the
Health Knowledge Scale, set as the dependent variable. The models conducted for adults
adjusted for message theme, country, age, sex, education, income, smokeless tobacco use
(daily user, non-daily user), mixed-use, and quit intentions. The models conducted for
youth adjusted for overall opinion at baseline, country, age, sex, education, and
smokeless tobacco use (daily user, non-daily user, susceptible non-user, non-susceptible
non-user). Two-way interaction terms for message theme by socio-demographic and
smokeless tobacco use variables were screened individually, and added to the final model

where significant.
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5.4.6 Perceived effectiveness rankings of health warning labels (within-
experimental conditions)

To examine whether the effect of message theme persisted across all health effects,

respondents were randomly assigned to one of five health effects—oral cancer, mouth

disease, heart disease, addiction, or death—and completed a ranking task in which they

were presented with the four health warnings (text-only, symbolic, graphic health effect,

personal testimonial) specific to that health effect.

Wilcoxon signed-rank tests were conducted to test the differences in perceived

effectiveness rankings between experimental conditions (i.e., text-only vs. graphic health

effects).
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6.0 RESULTS

6.1 Sample characteristics

Table 7 presents the overall characteristics of the adult and youth samples, by country.
Interviews were conducted in the respondents’ preferred language in India: English
(n=33), Hindi (n=456), and Marathi (»=513). In Bangladesh, all interviews were

conducted in Bengali (n=1,081).

Differences between the Indian and Bangladeshi samples were found for age, quit
intentions, and education, for both adults and youth (p<0.001 for all comparisons).
Among adults and youth, qguit intentions were higher among Indian respondents. There
were also differences seen in education levels between India and Bangladesh. More than
half of adults and youth in India reported “high” education levels, whereas a majority of
adults and youth in Bangladesh reported “low” or “moderate” education. Among adults,
between-country differences were found in income level (p<0.001). In addition, mixed-
use was significantly higher in Bangladesh in the adult sample (p=0.002). Among youth,
between-country differences were found for smokeless tobacco use (p<0.001 for all

comparisons).
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Table 7. Overall sample characteristics for adults and youth in Navi Mumbai, India and
Dhaka, Bangladesh (N=2,083)

ADULTS YOUTH
. Test . Test
India Bangladesh statistic’ India Bangladesh statistic’
n=502 n=569 st n=500 n=512 11
(p-value) (p-value)
Age range 20-63 years  19-80 years =3.8 16-18 years 16-18 years =-17.4
(mean; SD) 36.0(9.2) 38.6(12.5) (p<0.001) 17.5 (0.7) 17.1 (0.8) (p<0.001)
Sex (%)
Female 49.8 459  X=1.6 50.0 49.6 X’=0.02
Male 50.2 541  (p=0.22) 50.0 50.4 (»=0.90)
Smokeless tobacco use (%)
Daily user 93.6 94.4 X=0.3 29.0 14.5
Non-daily user 6.4 5.6  (p=0.61) 5.8 11.8
Non-user X’=49.6
susceptible - - 212 154 (p<0.001)
Non-user non- - - 44.0 58.4
susceptible
Mixed use (%) 2 2
(smoked & 16.9 24.8 (p)io_gbgz) 18.4 21.6 (;(:005'3)
smokeless) ) ‘
Quit intentions' (%)
Plans to quit 69.7 50.1  X°=42.5 81.6 49.6 X’=35.3
No plans to quit 30.3 499 (p<0.001) 18.4 50.4 (p<0.001)
Income (%)
Low 38.5 72.8 -- --
Moderate 34.9 180  X’=131.0 - -
High 10.4 3.0  (p<0.001) -- --
Not stated 16.2 6.2 -- --
Education (%)
Low 3.8 31.5 =2472 20.0 36.3 X=277.5
Moderate 44 4 55.6 (p<0.001) 12.8 47.2 (p<0.001)
High 51.8 12.9 ) 67.1 16.5 )

"Test statistic denotes between-country differences (India vs. Bangladesh), within adult or youth sample.
" Only among smokeless tobacco users.

6.2 Patterns of use and perceptions of harm

6.2.1 Smokeless tobacco use

As Table 7 indicates, virtually all adult smokeless tobacco users reported daily use,

compared to approximately half of youth users. Among non-users, about one-third
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(32.5%) of youth in India, and about one-fifth (20.9%) of youth in Bangladesh were
susceptible to smokeless tobacco use. The proportion of smokeless tobacco users

planning to quit was higher in India than in Bangladesh among both adults and youth

(»<0.001).

6.2.2 Usual product and reasons for use
Table 8 presents the usual products reported by adults and youth in Navi Mumbai, India

and Dhaka, Bangladesh.

Table 8. Percentage of smokeless tobacco users reporting their usual product, by country
and age group (n=1,339)

INDIA Adults Youth

n=494 n=174
Gutkha 26.3 51.7
Mishri 21.1 10.9
Paan 16.4 5.2
Plain chewing tobacco 13.6 10.3
Zarda 7.9 4.6
Nasal/oral snuff 6.5 4.6
Khaini 3.0 6.9
Tobacco toothpaste 2.4 1.1
Gul 1.2 0.0
Dokta 0.6 0.6
Lal dantmanjan 0.4 1.7
Gudhaku 0.2 2.3
BANGLADESH Adults Youth

n=556 n=I115
Paan masala 54.6 66.1
Zarda 22.3 3.5
Gul 11.7 7.0
Paan 9.7 21.7
Sadapata 0.9 0.0
Nasshi 0.7 0.9
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In India, more than half (51.7%) of youth, and about one-quarter (26.3%) of adults
reported gutkha as their usual product. Mishri, paan, and plain chewing tobacco were
also among the most popular ‘usual products’ for adults, whereas, youth reported mishri,
plain chewing tobacco, and khaini as their second, third, and fourth most popular ‘usual
products’. More than half of adult and youth users in Bangladesh reporting using paan
masala as their ‘usual product’ (54.6% and 66.1%, respectively). Zarda, Gul, and Paan

were also rated as among the most popular ‘usual products’ for both adults and youth.

Figure 8 presents the percentages of smokeless tobacco users reporting various reasons

for use of their usual product.

Figure 8. Percentage of smokeless tobacco users reporting reasons for using their ‘usual

product’, by country and age group (n=1,338)

B Price B High Quality B ]ess Harm

53.9%

46.6% 46.6% 47.7% 46.9% 49.1%

24.3%

26.1%

Youth Adults Youth Adults
n=174 n=493 n=115 n=556
INDIA BANGLADESH
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To control for multiple comparisons, a sigificance level of p<0.01 was used instead of
p<0.05. Among Indian youth, no differences were found in the proportions of smokeless
tobacco users reporting that they chose their usual product based on the “price’, the
‘qualilty’, and the belief that it was ‘less harmful’ than other types (46.6%, 46.6%, and

47.7%, respectively).

Among Indian adults, significantly lower proportions reported that they selected their
usual product because it was of higher quality (35.5%) compared to those who reported
they selected their usual product because of the price (46.9%, X° @r=1=25.0, p<0.001), or

the belief that it was less harmful (49.1%, X’ @r==32.5, p<0.001, respectively).

Bangladeshi youth reported ‘less harm’ (53.9%) as the primary reason for selecting their
usual product, compared to beliefs about the products ‘high quality’ (26.1%) and “price’
(24.3%) (Xz(df=1)=28.4, p<0.001; Xz(df=1)=28.9,p<0.001). Similarly, ‘less harm’, was the
primary reason Bangladeshi adults reported for selecting their usual product (43.2%),
compared to beliefs about ‘high quality’ (23.4%), and ‘price’ (22.5%) (Xz(df= 1=73.8,

p<0.001; X’ 4—1=66.5, p<0.001).

Few differences between adults and youth were observed. In India, a greater proportion
of youth reported that they chose their usual product based on its ‘high quality’ compared

to Indian adults (X° @r=1=6.6, p<0.01).
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6.2.3 Mixed-use

About one-fifth of Indian adults were mixed-users, of which about half (47.1%) reported
that they used smokeless tobacco more often than smoked forms of tobacco.
Approximately one-quarter of Bangladeshi adults were mixed-users, of which more than
half (55.3%) reported that they used smokeless tobacco more often than smoked forms of

tobacco.

Compared to adults, no differences were found in the proportions of Indian and
Bangladeshi youth who reported mixed-use, at about one-fifth. Among youth, 70.1% in
India, and 45.1% in Bangladesh reported using smokeless tobacco more often than

smoked forms.

6.2.4 Perceptions of harm of local smokeless tobacco products

Respondents ranked (from most harmful to least harmful) six popular local smokeless
tobacco products, and were also given the response option that “all are equally harmful”.
Respondents who reported “all are equally harmful”, did not go on to rank the products

from most to least harmful.

Approximately one-third (32.6%) of youth and 12.9% of adults in India reported that all

products were equally harmful, compared to about 3.7% of youth and only 0.2% of adults

in Bangladesh.
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Table 9 presents the mean rank scores of perceived harm for six popular local smokeless
tobacco product types available in each country, from most to least harmful.

Table 9. Mean rank score* (SD) for perceived harm rankings of six local smokeless
tobacco products, by country and age group (n=1,835)

INDIA
Gutkha Zarda Paan Snuff Mishri Gudhaku
‘:f:;t; 42 (1.6  42(1.4)* 3.9(1.5)° 3.4(1.4)° 32(1.8)° 2.1(1.5°
Gutkha Zarda Paan Mishri Snuff Gudhaku
2{;’;‘?; 45(1.5% 41(1.3)° 41(1.4)° 3.6(1.8)° 28(1.3)% 1.9(1.3)
BANGLADESH
Gul Zarda Paan Sadapata Paan Nasshi
masala
‘:f;’é? 50(1.2° 42(14)° 37@15° 37013)° 2209% 221.7)°
Gul Zarda Paan Sadapata Paan Nasshi
masala
:2;‘;13‘ 49(1.3°  42(1.3)° 40(1.4)° 3.7(1.5° 220.9% 2.0(1.6F

*Higher mean rank scores correspond with greater perceptions of harm. Different letters denote significant
differences of perceived effectiveness rankings between experimental conditions, based on Unadjusted
Wilcoxon Signed-Rank tests with a Bonferroni correction for multiple comparisons, where p<0.01.

Among Indian youth (users and non-users), gutkha was ranked as most harmful
compared to other products. Among adults, guktha and zarda were rated the most
harmful. Bangladeshi adults and youth both ranked gu/ as most harmful. Overall, adults

and youth ranked perceived harm similarly, with few exceptions.

Differences were found in perceptions of harm based on the type of product used by the
respondent. In India, among usual users of gutkha (the most commonly used product),
both adults and youth perceived zarda as most harmful [mean rank=4.4 (SD=1.2) for
adults; mean rank=4.3 (SD=1.2) for youth]. In Bangladesh, among usual users of paan

masala (the most commonly used product), adults perceived gu/ to be most harmful
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[mean rank=4.9 (SD=1.3), while youth perceived sadapata to be most harmful [mean

rank=4.6 (SD=1.3)].

6.3 Awareness and support for pictorial health warning labels

Overall, levels of awareness of labeling regulations were high. In India, 71.1% of adults
and 74.6% of youth correctly reported that health warnings appeared on smokeless
tobacco packs. In Bangladesh, 83.6% and 83.7% of adults and youth surveyed, correctly
reported that no warnings appeared on packs. No differences in the percentage of correct

responses were observed between adults and youth in India or Bangladesh.

Support for health warning labeling policies was also high. More than three-quarters of
adults and youth in India (74.1% and 81.0%, respectively) and Bangladesh (77.5% vs.
86.1%) reported that smokeless tobacco packages should include health warnings.
Support for health warnings with pictorial content was also high: a majority of adults and
youth in India (78.9% and 86.8%) and Bangladesh (85.1% and 92.4%) reported that

smokeless tobacco health warnings should include pictures.
Overall, a greater proportion of youth reported support for health warnings (X @r=1=6.8,
p=0.009 in India; X’=12.7, p=0.001 in Bangladesh), and the inclusion of pictures

(X°=11.04, p=0.001 in India; X° @=1=13.4, p<0.001 in Bangladesh), compared to adults.

Indian respondents were asked if health warnings on smokeless tobacco packages should

have “more health information than they do now, less information, or about the same
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amount as they do now?” A greater proportion of Indian youth (83.0%) reported that
smokeless tobacco packages should have “more health information”, compared to adults
(76.3%) (X° @r=1=6.9, p=0.008). No differences were found in the percentages of adults
and youth who reported “less health information” (13.3% vs. 9.8%) and “about the same

amount of information” (9.6% vs. 7.2%).

Lastly, Indian smokeless tobacco users were asked if they had made any effort to avoid
buying smokeless tobacco packages with health warnings on them. No differences were
found in the proportion of adults (39.4%) and youth (42.5%) in India who reported that

they made an effort to avoid smokeless tobacco packages with health warnings on them.

6.4 Perceived effectiveness ratings of health warnings: Between-experimental
conditions

Respondents were randomly assigned to one of four health warning label experimental

conditions (message themes): 1) text-only, 2) symbolic, 3) graphic health effect, and 4)

personal testimonial. Respondents rated each of the four health warnings in each theme

based on its “overall effectiveness” using a numeric scale, where 1="not at all”, 5="in the

middle”, and 10="extremely”.
Appendix E presents sample characteristics for adults and youth in India and Bangladesh,

by experimental condition. No differences were found between the experimental

conditions, with the exception of quit intentions among Bangladeshi adults: those in the
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symbolic and testimonial conditions reported greater intentions to quit than those in the

text and graphic conditions.

Table 10 presents the overall perceived effectiveness ratings [Mean, (SD)] of health
warnings between each of the four experimental conditions (across all five health

effects), by country, and age group.

Table 10. Overall perceived effectiveness ratings [Mean, (SD)] for health warnings
between- experimental conditions, by age group and country (n=2,083)

EXPERIMENTAL CONDITIONS

INDIA Text Symbolic Testimonial Graphic
Adults a a b .
n=502 5.0(0.9) 5.2(0.9) 6.9 (0.9) 7.4 (1.1)
Youth

o 5.2(0.9)° 52(0.9)" 7.0 (0.9)° 7509
BANGLADESH Text Symbolic Testimonial Graphic
Adults b

=569 5.3(2.2)°" 5.9 (2.3)" 6.7 (1.5) 7.4 (1.7
Youth b b
n=512 4.4 (2.0)" 5.0 (1.6)" 6.8 (1.7) 7.2(1.6)

Different letters denote significant differences of perceived effectiveness ratings between experimental
conditions based on unadjusted one-way ANOVA with a Tukey correction for multiple comparisons, where
p<0.05.

Overall, health warning labels with graphic health effects and personal testimonials were
consistently given the highest perceived effectiveness ratings, compared to text-only and
symbolic health warnings. The only differences found in how adults and youth rated
health warnings were for text and symbolic health warning ratings in Bangladesh.
Compared to adults, youth gave both text and symbolic health warnings lower ratings of

perceived effectiveness (F=11.9, p=0.001; F=14.0, p<0.001, respectively).
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6.4.1 Perceived effectiveness ratings of health warnings (between-experimental
conditions): Adults

Mulitple linear regression models were conducted to examine the effects of message

theme, country and individual-level predictors (age, sex, education, income, smokeless

tobacco use, mixed-use, and quit intentions) on the perceived effectiveness of health

warnings. Two-way interaction terms for message theme by socio-demographic and

smokeless tobacco use variables were screened individually, and added to the model,

where significant.

Among adults (7=1,060), message theme (X° @r=3=406.9, p<0.001), education
(Xz(df=2)217.8,p<0.001), income (Xz(df=3)=3l.6, p<0.001), and quit intentions

X @r==99.6, p<0.001) were associated with ratings of perceived effectiveness. Those
with no quit intentions rated warnings as less effective than those intending to quit (f=-
0.43, p=0.001). Pairwise comparisons were conducted with a Bonferroni correction for
multiple comparisons. Text-only messages were rated as less effective than any of the
pictorial warnings, including symbolic (t=-3.03, p<0.01), graphic (t=-17.7, p<0.001), and
testimonial (t=-13.5, p<0.001). Among the pictorial themes, graphic health warnings
were rated as more effective than symbolic (t=1.5, p<0.001) and testimonial warnings
(t=1.0, p<0.001). Overall, illiterate respondents gave higher effectiveness ratings than
their counterparts with low (t=4.1, p<0.001) and moderate/high (t=2.5, p<0.01) levels of
education. Respondents with low (t=5.8, p<0.001), moderate (t=4.1, p<0.001) (=0.67,
2<0.001) or high (t=3.6, p<0.001) income levels rated warnings as more effective

compared to those who did not state their income.
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The message theme by country interaction (X @r=3=9.7, p=0.02) indicated that the effect
of message theme (graphic warnings perceived as most effective, followed by testimonial
warnings, symbolic warnings, and text-only warnings) held for Bangladesh (»p<0.01 for
all contrasts). In India, the same pattern was found, except text and symbolic warnings
were not rated any differently than one another. Graphic health warnings were not rated
differently between India and Bangladesh, nor were any differences observed in the
ratings of text-only or testimonial warnings. However, respondents from Bangladesh
perceived symbolic warnings to be more effective than their Indian counterparts (t=2.7,

p<0.01)

6.4.2 Perceived effectiveness ratings of health warnings (between-experimental
conditions): Youth

In a model conducted among youth smokeless tobacco users and non-users, country, age,

sex, education, and smokeless tobacco use (daily user, non-daily user, susceptible non-

user, non-susceptible non-user) were entered as covariates. Two-way interaction terms

for message theme by socio-demographic and smokeless tobacco use variables were

screened individually, and added to the model, where significant.

Among youth (n=1,001), message theme (X2(4,£3)=665.3, p<0.001), country (Xz(df=1)=32.4,
p<0.001), education (X u-2=11.4, p=0.003), and age (X’ 4-1=4.3, p=0.04) were
significantly associated with perceived effectiveness. Indian youth gave higher
effectiveness ratings than their Bangladeshi counterparts (f=0.62, p<0.001). Similar to

findings from the adult sample, text-only warnings were rated as less effective than all of
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the pictorial styles, including symbolic (t=-2.6, p<0.01), graphic (t=-21.5, p<0.001), and
testimonial (t=-17.5, p<0.001). Among the pictorial themes, graphic health warnings
were rated as most effective compared to symbolic (t=18.2, p<0.001), and testimonial
health warnings (t=4.0, p<0.001). Also, youth with moderate or high levels of education
(vs. illiterate/low), and who were younger (vs. older) gave higher effectiveness ratings

(»<0.01 for all contrasts).

Significant interactions included message theme by country (X° @=3=9.2, p=0.03) and
message theme by education (X° @r=6=13.6, p=0.04). Although the general pattern was
consistent (graphic warnings perceived as most effective, followed by testimonial
warnings, symbolic warnings, and then text-only warnings), the effect of message theme
was not significant for every level in either country. Bangladeshi youth gave lower
effectiveness ratings for text-only, symbolic and graphic warnings than Indian youth
(»<0.01 for all contrasts), but no country differences were observed in the ratings of

testimonial warnings.

The pattern observed for the main effect of education (described above) did not hold
across any of the four message themes. Among youth who had viewed text-only
warnings, those with high education gave lower ratings than those with illiterate/low or
moderate levels of education (t=-2.2, p<0.01 and t=-1.1, p<0.01). Among those who
viewed graphic warnings, those with moderate education gave higher ratings than those
with either illiterate/low or high levels of education (t=2.2, p<0.01) (t=3.2, p<0.001).

Among those who viewed testimonial warnings, those with moderate education (vs.
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illiterate/low) gave higher ratings (t=2.8, p<0.01). Effectiveness ratings did not differ by

level of education for respondents who viewed symbolic health warnings.

6.5 Mediation and moderation results

6.5.1 Mediation analyses: Negative affect

To examine whether negative affect mediated the influence of viewing health warnings
on perceived effectiveness ratings, a series of simple mediation tests were conducted
using Ordinary Least Squares (OLS) regression-based path analysis. The bootstrap
method was used, and the indirect effect (mediation) was estimated with bias-corrected
(BC) 95% confidence intervals (CI) of 10,000 bootstrapped samples (Hayes, 2013;
Preacher & Hayes, 2004). For statistical inference, confidence intervals that do not
include zero indicate significant indirect effects. Mediation analysis was completed using

the SPSS PROCESS macro (Model 4) developed by Hayes (2013).

Separate models were conducted to test each of the negative affect variables as the
potential mediating variable (fright, unpleasant, surprise, and disgust), as well as the
overall Negative Affect Scale. The results were consistent in direction and statistical
significance (results not shown), indicating no difference in the predictive utility of each
individual negative affect measure compared to the overall Negative Affect Scale.
Furthermore, these variables were highly correlated with one another (a 0.98), thus the

Negative Affect Scale was used for all analyses.
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To examine differences in message theme on ratings of perceived effectiveness, the
following dichotomous predictor variables were created: 1) Text-only vs. Pictorial
(included symbolic, graphic, and personal testimonial warnings); 2) Personal testimonial
vs. Graphic health effects; 3) Symbolic vs. Personal testimonials; and 4) Symbolic vs.
Graphic health effects. The SPSS Process macro can only compute dichotomous or

continuous variables.

In the adult model, country and individual-level predictors (age, sex, education, income,
smokeless tobacco use, mixed-use, and intentions to quit) were added as covariates. In
the youth model, country, age, sex, education, and smokeless tobacco use (daily user,
nondaily user, susceptible nonuser, and nonsusceptible nonuser), were added as

covariates.

Figure 9 presents the proposed conceptual meditation model of the association between

viewing health warnings with different themes (X) and perceived effectiveness (Y) via

the mediating variable, negative affect (M).
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Figure 9. Proposed mediation model

M
NEGATIVE AFFECT
X a b
c’ Y
MESSAGE THEME > PERCEIVED
EFFECTIVENESS

Table 11 presents the results of the OLS regression models examining the direct and
indirect effect of viewing health warnings with different message themes on perceived

effectiveness ratings. Each model corresponds to the four dichotomous predictors (X).
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Table 11. Regression coefficients based on mediation analyses examining the direct and
indirect effect of message theme (X) on perceived effectiveness (Y) through negative
affect (M) (n=2,083)

ADULTS | YOUTH
OUTCOME VARIABLES
M (Negative Affect) :ﬁ(epcet;feel;‘;ii) M (Negative Affect) :ﬁ(epcet;feel;‘;ii)
PREDICTORS _Coeff. SE Coeff.  SE Coeff.  SE Coeff.  SE
Model 1
X: Text (ref) vs.  130%**  0.15  0.70%***  0.08 | 1.60*** 0.4  0.74%**  0.09
Pictorial
M: Negative -- -- 0.56%** 0.17 -- -- 0.60%** 0.02
Affect
Indirect effect ) 74 (Bias-corrected 95% C10.56, 0.91) 0.54 (Bias-corrected 95% CI 0.45, 0.64)
of XonY
Model 2
X: Testimonial ~ 0.87***  0.16  0.29% 0.11 | 0.51* 0.17  0.29% 0.10
(ref.) vs.
Graphic
M: Negative -- -- 0.29%%** 0.03 -- -- 0.39%%** 0.03
Affect
Indirect effect  »5 (Bias-corrected 95% C10.15, 0.38) 0.20 (Bias-corrected 95% CI 0.08, 0.34)
of XonY
Model 3
X: Symbolic 0.80%** 018  0.92%%* 009 | L75%* 015  0.99%** (.11
(ref.) vs.
Testimonial
M: Negative -- -- 0.54%%** 0.02 -- -- 0.47%%* 0.03
Affect
Indirect effect ) 43 (Bias-corrected 95% C10.23,0.62) 0.52 (Bias-corrected 95% CI 0.39, 0.66)
of XonY
Model 4
X: Symbolic L63*** 0.8  LOI*** 011 | 225%* 015  124%* 0.1l
(ref.) vs.
Graphic
M: Negative -- -- 0.53%%** 0.03 -- -- 0.47%%* 0.03
Affect
i}‘;’;’;’ ;ﬂ ! 0.47 (Bias-corrected 95% C1 0.35, 0.61) 0.61 (Bias-corrected 95% CI 0.47, 0.74)

Note. Unstandardized regression coefficients presented in table, *p<0.05, **p<0.01, ***p<0.001.
Confidence intervals that do not contain zero indicate significance of the indirect effect.

As shown in Table 11, there was noticeable consistency in the direction and significance

of the direct and indirect effects, across Models 1 to 4 for both adults and youth. Given
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the consistency in results, descriptive results will only be provided in-text for youth
(Model 1 in Table 11). Appendix F presents the conceptual mediation model (Figure 9)
with corresponding regression coefficients for each of the four models, to visually present

the results from Table 11.

Youth (n=490) who viewed pictorial warnings reported greater levels of negative affect
than those who viewed text-only warnings (path a p=1.60, p<0.001), and greater negative
affect predicted greater levels of perceived effectiveness (path b B =0.60, p<0.001). The
direct effect of viewing pictorial warnings (vs. text-only) on ratings of perceived
effectiveness was reduced, but remained significant when controlling for negative affect
(from path ¢ f=1.71, p<0.001 to path ¢’ f=0.74, p<0.001). Thus, viewing pictorial health
warnings (vs. text-only) both directly (controlling for negative affect) and indirectly (via
negative affect) influenced perceived effectiveness ratings. Bootstrapped analyses

confirmed this mediating effect (path ab $=0.54, 95% CI1 0.45 to 0.64).

As noted above, the same pattern was found for adults and youth for Model 2: Graphic
health effect vs. Personal Testimonial (ref.); Model 3: Personal Testimonial vs. Symbolic

(ref.); and Model 4: Graphic health effect vs. Symbolic (ref.)—Table 11 and Appendix F.

6.5.2 Moderated mediation analyses: Message credibility
To examine whether message credibility moderated the direct (the association between
message theme and perceived effectiveness, controlling for negative affect) or indirect

effect (the association between message theme and perceived effectiveness, via negative
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affect), a moderated mediation model, was specified and included the mediation pathway
described in the previous section. This moderated mediation analysis was completed
using the SPSS PROCESS macro (Model 15) developed by Hayes (2013). The model is a
direct effect and second stage moderation model, and included two interaction terms:

1) message theme by message credibility and 2) negative affect by message credibility.
Non-significant interaction terms were removed from final models. In the adult model,
country and individual-level predictors (age, sex, education, income, smokeless tobacco
use, mixed-use, and intentions to quit) were added as covariates. In the youth model,
country, age, sex, education, and smokeless tobacco use (daily user, nondaily user,

susceptible nonuser, and nonsusceptible nonuser), were added as covariates.

Variables were mean-centered (Aiken & West, 1991) and significant interactions were
examined by using the ‘pick-a-point’ approach. The conditional direct and indirect effects
of the moderator were examined at one standard deviation above and below the mean;
levels corresponded to ‘low’, ‘moderate’, and ‘high’ levels of message credibility (Hayes,

2013).

Figure 10 presents the proposed conceptual moderated-meditation model with message
theme set as the predictor variable (X), negative affect as the mediating variable (M),
perceived effectiveness as the outcome variable (Y), and message credibility as the

moderator (V).
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Figure 10. Proposed direct effect and second stage moderation model

M
NEGATIVE AFFECT
X a b
o Y
MESSAGE THEME S > PERCEIVED

EFFECTIVENESS

MESSAGE
CREDIBILITY

\%

Table 12 presents the results of a series of regression models conducted to examine
whether message credibility moderates the direct or indirect effect of viewing health
warnings on perceived effectiveness ratings. Each model corresponds to the four
dichotomous predictor variables (X) described in the previous section on Mediation

Analyses.
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Table 12. Regression coefficients for the conditional direct and indirect effects of

viewing health warnings on perceived effectiveness ratings (#=2,083)

ADULTS | YOUTH
OUTCOME VARIABLES
M (Negative Y (Perceived M (Negative Affect) Y (Perceived
Affect) effectiveness) effectiveness)
PREDICTORS Coeff. SE Coeff. SE | Coeff. SE Coeff. SE
Model 1
X (Text (ref.) vs. Pictorial) 1.30*** (.15 0.70***  0.09 | 1.60*** 0.13 0.53***  0.10
M (Negative Affect) -- -- 0.44%%** 0.03 | -- -- 0.47%%* 0.03
V (Credibility) -- -- 0.23***  0.02 | -- -- 0.33***  0.03
Neg. affect x Credibility -- -- 0.03%%** 0.01 | -- -- -0.001 0.008
Message theme x Credibility — -- -- 0.14** 0.05 | -- -- 0.13** 0.05
Model 2
X (Testimonial (ref.) vs. 0.87***  0.16 0.19 0.10 | 0.51%** 0.17 0.15 0.09
Graphic)
M (Negative Affect) -- -- -0.03 0.05 | -- -- 0.20%%** 0.05
V (Credibility) -- -- 0.44***  0.03 | -- -- 0.47***%  0.04
Neg. affect x Credibility -- -- 0.14%%** 0.01 | -- -- 0.09** 0.02
Message theme x Credibility — -- -- 0.06 0.06 | -- -- 0.02 0.07
Model 3
X (Symbolic (ref.) vs. 0.80*** (.18 0.84***  0.11 | 1.75%** 0.15 0.47***  0.13
Testimonial)
M (Negative Affect) -- -- 0.44%%** 0.05 | -- -- 0.42%%** 0.05
V (Credibility) -- -- 0.18***  0.03 | -- -- 0.30***  0.05
Neg. affect x Credibility -- -- 0.04%%** 0.01 | -- -- 0.01 0.02
Message theme x Credibility — -- -- 0.17%%* 0.06 | -- -- 0.05 0.09
Model 4
X (Symbolic (ref.) vs. 1.64***  0.18 0.94*** (.13 | 2.25%** 0.15 0.62***  0.15
Graphic)
M (Negative Affect) -- -- 0.38%%** 0.05 | -- -- 0.40%** 0.05
V (Credibility) -- -- 0.19***  0.04 | -- -- 0.31***  0.05
Neg. affect x Credibility -- -- 0.05%%** 0.01 | -- -- 0.001 0.02
Message theme x Credibility — -- -- 0.10 0.11 | -- -- 0.11 0.09

Note. Unstandardized regression coefficients presented in table, *p<0.05, **p<0.01, ***p<0.001.

As shown in Table 12, among adults, the negative affect by message credibility

interaction was significant across all four models (Model 1: f=0.03, p<0.001; Model 2:

=0.14, p<0.001; Model 3: B=0.04, p<0.001; Model 4: =0.05, p<0.001), indicating

moderation of the indirect effect (moderated-mediation). In other words, the effect of
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viewing health warnings on perceived effectiveness ratings, via negative affect, varied as

a function of message credibility.

In terms of moderation of the direct effect (association between viewing health warnings
and perceived effectiveness, controlling for negative affect), the message theme by
message credibility interaction was significant only for Models 1 and 3 (f=0.14, p=0.04
and f=0.17, p<0.001, respectively), indicating that perceived effectiveness ratings varied
as a function of message credibility only for those who viewed any pictorial warning (vs.

text-only), and for those who viewed personal testimonials (vs. symbolic warnings).

Among youth, message credibility moderated the indirect effect for those who had
viewed warnings with graphic health effects (vs. personal testimonial warnings) (Model
2: B=0.09, p<0.001). Moderation of the direct effect (association between viewing health
warnings and perceived effectiveness, controlling for negative affect), was found only
among those who had viewed any pictorial warning (vs. text-only) (Model 1: p=0.13,

p=0.007).

Significant interactions were examined to assess: 1) the conditional direct effect of

message theme on perceived effectiveness ratings, and 2) the conditional indirect effect

of message theme on perceived effectiveness, at three levels of the moderator (message
credibility): the mean, one SD above the mean, and one SD below the mean. These three

levels correspond to ‘low’, ‘moderate’, and ‘high’ levels of message credibility.
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Table 13 presents the results from a series of regression analyses conducted to probe
interaction terms related to moderation of the direct and indirect effects of viewing health
warnings on ratings of perceived effectiveness.

Table 13. Conditional direct and indirect effects of viewing health warnings with

different message themes on perceived effectiveness ratings, at different values of the
moderator (message credibility) (n=2,083)

ADULTS

Conditional indirect effects of message theme
on perceived effectiveness via negative affect
(Moderated mediation)

Coefficient Bias-corrected 95%

Conditional direct effects of message theme on
perceived effectiveness, controlling for negative affect

Message credibility Coefficient (SE) (bootstrapped SE) bootstrapped CI

Model 1: Text (ref.) vs. pictorial

Low (-2.10) 0.39*** (0.08) 0.49 (0.08) 0.35 to 0.66

Moderate (0) 0.70*** (0.09) 0.57 (0.08) 0.42t0 0.73

High (2.10) 1.00*** (0.17) 0.64 (0.08) 0.49 to 0.81

Model 2: Testimonial (ref.) vs. Graphic

Low (-1.75) -- -0.25 (0.08) -0.44 t0 -0.10

Moderate (0) -- -0.03 (0.04) -0.12 to -0.06

High (1.75) -- 0.19 (0.05) 0.11 to 0.30

Model 3: Symbolic (ref.) vs. Testimonial

Low (-2.10) 0.47%* (0.17) 0.27 (0.09) 0.11 to 0.47

Moderate (0) 0.84*** (0.11) 0.35(0.09) 0.17 to 0.53

High (2.10) 1.21%*%* (0.17) 0.42 (0.10) 0.23 t0 0.62

Model 4: Symbolic (ref.) vs. Graphic

Very low (-2.09) -- 0.46 (0.12) 0.24 t0 0.71

Low (0) -- 0.63 (0.12) 0.41 to 0.89

Moderate (2.09) -- 0.79 (0.14) 0.55 t0 0.99
YOUTH

Model 1: Text (ref.) vs. pictorial

Low (-2.10) 0.25%** (0.07) -- --

Moderate (0) 0.53*** (0.10) -- --

High (2.10) 0.82*** (0.19) -- --

Model 2: Testimonial (ref.) vs. Graphic

Low (-1.53) -- 0.03 (0.05) -0.05t0 0.14

Moderate (0) -- 0.10 (0.04) 0.04 t0 0.22

High (1.53) -- 0.18 (0.06) 0.07 t0 0.31

Model 3: Symbolic (ref.) vs. Testimonial

Low -- -- --

Moderate -- -- --

High -- -- --

Model 4: Symbolic (ref.) vs. Graphic

Very low -- -- --

Low -- -- --

Moderate -- --

Note. Unstandardized regression coefficients presented in table, *p<0.05, **p<0.01, ***p<0.001. Confidence
intervals that do not contain zero indicate significance.
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As shown in Table 13, among adults (all models) and youth (Model 2), as levels of
message credibility increased, so too did the indirect effect. The mediating effect of
negative affect on perceived effectiveness varied depending on the extent to which a

respondent believed the message to be credible.

A similar pattern of findings was observed with respect to the conditional direct effect
(Models 1 and 3 for adults and Model 1 for youth), such that where the interaction of
message theme by credibility was significant, as levels of message credibility increased,
so too did the direct effect. Higher levels of message credibility were associated with
higher levels of perceived effectiveness ratings, for adults and youth who viewed any
pictorial warning (vs. text-only), and for adults who viewed personal testimonial

warnings (vs. symbolic warnings).

6.6 Attitudes, beliefs and overall opinions of smokeless tobacco, after

viewing health warnings

6.6.1 The influence of viewing health warnings on ‘Attitudes and beliefs’ about
smokeless tobacco

Attitudes and beliefs were assessed both before and after the presentation of health

warnings. Respondents were asked whether they “Agree”, “Disagree”, or “Neither agree

nor disagree” with five negative attitudes and beliefs about smokeless tobacco. Appendix

G presents the level of agreement (%) with five negative attitudes and beliefs about

smokeless tobacco, before and after presentation of health warnings, across message
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themes. Table 14 presents the percent change in levels of agreement with the five
negative attitudes and beliefs about smokeless tobacco by experimental condition,

country, and age group.
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Table 14. Percent change in agreement with five attitudes and beliefs about smokeless
tobacco, before and after presentation of health warnings, by experimental condition,
country, and age group (n=2,083)

TEXT SYMBOLIC
INDIA BANGLADESH INDIA BANGLADESH

Adults Youth Adults Youth Adults  Youth Adults Youth
Harmful to
health +10.4 +3.4  +12.6***  +9.5%* +7.9 +1.6 +10.7%* +5.2
Society
disapproves +13.6%** 0.0 +14.0%**  +10.0** +9.4 +9.6** +5.0 +2.6
Bad
example for ¢ 5 +3.9 +7.0 +7.9 +6.3 8.9 +10.0%* +8.7%%
children
Not
acceptable 1 ¢ 4 s 77 | 486 +15.7%* +2.8 0.5
for females
Addictive +9.6 +2.4 -2.1 +1.6 -1.6 +6.7 +4.3 +0.9

TESTIMONIAL GRAPHIC
INDIA BANGLADESH INDIA BANGLADESH

Adults Youth Adults Youth Adults  Youth Adults Youth
Harmful to
health +14.3 -3.2 +18.7***  +10.1** +4.9 -4.9 +14.7%** +11.2%%*
Society
disapproves +10.3 +2.4  +22.9%%*%  +11.7%%* +8.9 +8.9 Il 253 +10.4**
Bad
example for g 5 6.4  +188%% 487 2.4 +5.2 +10.4%* +11.9%*
children
Not
acceptable 5 57 {174+ 142 | 1106 3.5 +6.1 +52
for females
Addictive +13.8%* +2.4 -2.7 +2.3 0.6 +3.0 -0.8 +0.8

Numbers in the table represent the difference in the percentages of respondents agreeing with the
attitude/belief about smokeless tobacco before and after viewing health warnings. Positive numbers indicate
an increase in negative attitudes and beliefs. McNemar Chi-Square tests were conducted to assess
differences between percentages.
*Significant difference (at **p<0.01, ***p<0.001) between percentages agreeing before vs. after viewing

warnings.
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Multiple linear models were conducted with the Attitudes and Beliefs scale, set as the
dependent variable. The models conducted for adults adjusted for message theme,
Attitudes and Beliefs at baseline (scale), country, age, sex, education, income, smokeless
tobacco use (daily user, non-daily user), mixed-use, and quit intentions. The models
conducted for youth adjusted for Attitudes and Beliefs at baseline (scale), country, age,
sex, education, and smokeless tobacco use (daily user, non-daily user, susceptible non-
user, non-susceptible non-user). Two-way interaction terms for message theme by socio-
demographic and smokeless tobacco use variables were screened individually, and added

to the final model where significant.

Among adults (n=1,057), Attitudes and Beliefs about smokeless tobacco did not differ
based on message theme, but did differ by country (Xz(df= 1=34.7, p<0.001), age

(X 4p=1=6.5, p=0.011), plans to quit (X’ up-1=25.9, p<0.001), and income (X*(4r-3=8.3,
p=0.04). Those from Bangladesh (vs. India) (B= 0.45, p<0.001), younger adults (vs.
older) (B=0.01, p=0.011), and those not planning to quit (vs. planning to quit) (= 0.33,
p<0.001), reported greater levels of negative Attitudes and Beliefs after viewing
warnings. Adults with ‘Moderate’ levels of income reported greater negative Attitudes
and Beliefs, compared to those with ‘Low’ income levels (t=1.1, p<0.01). No significant

interactions were found.
Among youth (n=998), Attitudes and Beliefs about smokeless tobacco did not differ

based on message theme, but did differ by country (X° @ar==48.9, p<0.001), education

X’ @r=2=8.3, p=0.016), and smokeless tobacco use X @r=3=8.5, p=0.037). Youth from
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Bangladesh reported greater levels of negative Attitudes and Beliefs compared to youth
from India (B= 0.57, p<0.001). Youth with ‘High’ levels of education reported more
negative Attitudes and Beliefs than youth with ‘Illiterate/Low’ levels of education (t=2.8,
p<0.01). With respect to smokeless tobacco use, susceptible nonusers reported more
negative Attitudes and Beliefs than nonsuceptible nonusers (t=2.9, p<0.01). No

significant interactions were found.

6.6.2 The influence of viewing health warnings on the overall opinion that
smokeless tobacco is ‘bad’

Respondents were asked about their overall opinion about using smokeless tobacco, and

whether it was ‘good’, ‘neither good nor bad’, or ‘bad’, both before and after viewing

health warnings. Appendix H presents the proportion of respondents reporting their

overall opinion of smokeless tobacco before and after presentation of health warnings and

Appendix I presents the percent change difference in levels of agreement with

respondents’ overall opinion of smokeless tobacco.

Generalized linear models with a binomial distribution and logit link function were
conducted with the overall opinion that using smokeless tobacco is ‘bad’, set as the
dependent variable. The models conducted for adults adjusted for message theme, overall
opinion at baseline (“smokeless tobacco is bad”), country, age, sex, education, income,
smokeless tobacco use (daily user, non-daily user), mixed-use, and quit intentions. The
models conducted for youth adjusted for overall opinion at baseline, country, age, sex,

education, and smokeless tobacco use (daily user, non-daily user, susceptible non-user,
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non-susceptible non-user). Two-way interaction terms for message theme by socio-
demographic and smokeless tobacco use variables were screened individually, and added

to the final model where significant.

Among adults (n=1,064), the overall opinion that using smokeless tobacco is ‘bad’, did
not differ based on message theme, but did differ with respect to sex (X° @r=1=6.5,
p=0.011), country (X’ —;=4.8, p=0.028), dual use (X’ 4-,=6.0, p=0.014), education

(X’ 4p=2=6.3, p=0.043), and income (X°4-3=36.6, p<0.001). Specifically, males (8= 0.09,
p=0.036), non mixed-users (= 0.09, p=0.025), and those from Bangladesh (f=0.07,
p=0.034) reported greater proportions of ‘bad’ opinions about smokeless tobacco, after
viewing warnings. Adults with either ‘Low’ or ‘Moderate/High’ levels of education
reported greater overall ‘bad’ opinions of smokeless tobacco, compared to ‘Illiterate’
respondents (t=2.2, p<0.01; t=2.5, p<0.01). Those with ‘Moderate’ income reported
greater levels of ‘bad’ opinions, compared to those with ‘Low’ income (t=3.6, p<0.001).

No significant interactions were found.

Among youth (n=1,008), the overall opinion that using smokeless tobacco is ‘bad’, did
not differ based on message theme, but did differ with respect to country (X° @r=1=38.6,
p=0.003), and education (X @r=2=38.6, p=0.014). Similar to findings from the adult
sample, those from Bangladesh (= 0.11, p=0.003) reported greater proportions of ‘bad’
opinions about smokeless tobacco, after viewing warnings. Indian youth with ‘Moderate’

or ‘High’ levels of education reported greater levels of ‘bad opinions’ about smokeless
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tobacco, compared to those with ‘Illiterate/Low’ education (t=3.0, p=0.01; t=2.9,

p=0.01). No significant interactions were found.

6.6.3 Health knowledge

All respondents were asked to report whether they believed that using smokeless tobacco
caused any of a list of four health effects caused by using smokeless tobacco (oral cancer,
mouth disease, heart disease, and death). Levels of agreement (%) with the health effects

caused by smokeless tobacco were high across both countries and age groups.
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Table 15 presents respondents’ level of agreement (%) with beliefs that smokeless
tobacco causes oral cancer, mouth disease, heart disease, and death, by experimental
condition, and age group. Due to the extreme ceiling effect observed in the Bangladeshi
sample, the data was stratified by country so as not to obscure potential differences in the

Indian sample.
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Table 15. Percentage of respondents who believe using smokeless tobacco causes the
health effects of oral cancer, mouth disease, heart disease, and death, by experimental
condition, country, and age group (n=2,083)

TEXT SYMBOLIC
INDIA BANGLADESH INDIA BANGLADESH
Adults Youth Adults Youth | Adults Youth Adults Youth

Oral
cancer 87.2 85.2 97.9 96.2 89.0 91.9 99.3 95.7
Mouth
disease 68.8 79.7 98.6 99.2 77.2 79.0 99.3 99.1
Death 65.6 81.3 93.0 96.9 70.1 79.0 91.4 96.6
Heart

. 62.4 63.3 88.8 96.2 57.5 65.3 85.7 94.9
disease

TESTIMONIAL GRAPHIC
INDIA BANGLADESH INDIA BANGLADESH
Adults Youth Adults Youth | Adults Youth Adults Youth

Oral
cancer 92.1 92.0 98.6 97.7 87.9 88.6 98.6 95.5
Mouth
disease 81.7 77.6 99.3 99.2 78.2 77.2 99.3 98.5
Death 76.2 82.4 93.7 99.2 72.6 86.2 95.8 97.7
Heart

. 69.0 60.8 96.5 92.3 60.5 75.6 90.8 94.0
disease

Multiple linear regression models were conducted with the Health Knowledge Scale, set

as the dependent variable. Data were stratified by country, and the models conducted for

adults adjusted for message theme, age, sex, education, income, smokeless tobacco use

(daily user, non-daily user), mixed-use, and quit intentions. The models conducted for

youth adjusted for message theme, age, sex, education, and smokeless tobacco use (daily

user, non-daily user, susceptible non-user, non-susceptible non-user). Two-way
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interaction terms for message theme by socio-demographic and smokeless tobacco use

variables were screened individually, and added to the final model where significant.

No significant differences were found for Bangladeshi adults (n=563). However, among
Indian adults (n=501), health knowledge differed by message theme (X’ @r=3=8.3,
p=0.04), sex (X’ 4-1=8.4, p=0.004), age (X°4r-1=9.4, p=0.002), and income
(Xz(df=3)=30.5, p<0.001). Specifically, males (vs. females) (B= 0.17, p=0.035), younger
adults (vs. older adults) (B= 0.01, p=0.015), and non-mixed users (vs. mixed users) (f=
0.30, p<0.001) held greater levels of health knowledge. Also, adults who viewed health
warnings with personal testimonials reported greater levels of health knowledge than
adults who had viewed text-only warnings (t=2.6, p=0.01), symbolic warnings (t=1.9,
p=0.01), or graphic health warnings (t=2.5, p=0.01). With respect to income, those with
‘Low’ levels of income reported lower levels of health knowledge than those with
‘Moderate’ (t=-4.5, p<0.001) and ‘High’ (t=-2.3, p=0.01) levels of income. Furthermore,
those who did not state their income, reported lower levels of health knowledge than
those with ‘Moderate’ (t=-4.8, p<0.001) and ‘High’ (t=3.0, p<0.01) levels of income. No
significant interactions were found.

No significant differences were found for Bangladeshi youth (n=509). Among Indian
youth (n=499), health knowledge did not differ by message theme, but it did differ by age
(Xz(df= 1=5.8, p=0.016) and smokeless tobacco use (X2(4,53)=33.7, »<0.001). Older youth
reported greater levels of health knowledge, compared to those who were younger (B=

0.17, p=0.016). With respect to smokeless tobacco use, nonsusceptible non-users reported
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greater levels of health knowledge than susceptible non-users (t=3.6, p<0.001) and daily

users (t=5.3, p<0.001). No significant interactions were found.

6.7 Perceived effectiveness rankings of health warnings: Within-
experimental conditions
To examine whether the effect of message theme persisted across all health effects,
respondents were randomly assigned to one of five health effects—oral cancer, mouth
disease, heart disease, addiction, or death—and completed a ranking task in which they
were presented with the four health warnings (Conditions 1 to 4) specific to that health
effect. Respondents were asked to compare the health warnings to each other (on the
same screen) and rank the warnings from most to least effective. The order was reverse-
coded, and mean ranks for each warning label were computed, whereby higher numbers
corresponded with greater rankings of perceived effectiveness. Table 16 presents

perceived effectiveness rankings across health effects and message themes.
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Table 16. Perceived effectiveness rankings (Mean rank, SD) of smokeless tobacco health
warnings by health effect, within-experimental conditions (n=2,083)

TEXT SYMBOLIC TESTIMONIAL  GRAPHIC
B Tobacco N
Tobacco causes
ORAL CANCER oral cancer
TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS
India
Adults n=98 1.4 (0.8)° 2.1(0.8)° 3.0 (0.8)° 3.5(0.8)"
Youth n=102 1.4 (0.8)° 2.1(0.8)° 3.0 (0.7)° 3.4 (0.9)
Bangladesh
Adults n=119 1.3 (0.6)" 1.9 (0.6)" 3.0 (0.7)¢ 3.9 (0.3)¢
Youth n=98 1.3 (0.6)" 1.9 (0.4) 3.0 (0.5)¢ 3.9 (0.4)°
Tobacco causes % 1;:1?:
MOUTH DISEASE mouth disease mouth
disease ) " k" /'
TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS
India
Adults n=101 1.5 (0.8)* 2.2 (0.8)° 2.9 (0.8)° 3.4 (0.9)
Youth n=96 1.4 (0.8)° 1.9 (0.6) 3.0 (0.7)° 3.6 (0.6)"
Bangladesh
Adults n=114 1.4 (0.6)° 1.9 (0.7)° 3.6 (0.6)° 3.0 (0.7)"
Youth n=105 1.3 (0.6)" 1.9 (0.5)" 3.4 (0.5)¢ 3.4 (0.8)°
H Tobacco +. | Tobacco
Tobacco causes causes S
8 HEART DISEASE heart disease heart
E TOBACCO KILLS TORACCS KIS
= India
= Adults n=100 1.7 (0.9)* 2.0 (0.9)° 2.8(0.9)° 3.5(0.8)°
S Youth n=102 1.7 (0.9)* 1.9 (0.9)* 2.9 (0.8)° 3.5 (0.8)°
< Bangladesh
E Adults n=107 1.5 (0.7) 1.9 (0.7)° 3.1 (0.5) 3.5(1.0)°
Youth n=103 1.3 (0.6)° 2.0 (0.7)° 3.0 (0.6)° 3.7 (0.8)"
Tobacco is B 'Tsog'agc"c'; :
ADDICTION highly addictive
TOBACCO KILLS T(IBI‘GI:II KILLS
India
Adults n=103 1.6 (0.8)* 1.9 (0.8)° 3.0 (0.8)° 3.5(0.7)"
Youth n=98 1.6 (0.8)" 1.7 (0.8)" 3.0 (0.7)° 3.6 (0.7)°
Bangladesh
Adults n=104 1.4 (0.6)° 1.9 (0.7)° 3.0 (0.5)° 3.8 (0.6)"
Youth n=105 1.4 (0.6)° 1.9 (0.8)" 3.0 (0.5)° 3.7(0.7)"
Tobacco kills Jﬁbaz(;%% 5, N k???;g%% & Tobacco
i ills N o ndiens kills 2500
DEATH zse?’(;rl;?;aa;s Indians e Indians
C every day
TOBACCO KILLS TOBACCO KILLS
India
Adults n=99 1.5 (0.8)* 2.5(1.0)° 3.2 (0.9) 2.8 (1.0)°
Youth n=101 1.5 (0.9)° 2.3(0.9)° 3.3 (0.9) 2.9 (0.8)¢
Bangladesh
Adults n=117 1.5 (0.8)* 2.0 (0.8)° 3.5(0.7) 2.9 (0.8)*
Youth n=95 1.6 (0.8)" 2.2 (1.0)° 3.5 (0.8)° 2.7 (0.9)°

Higher numbers indicate higher perceived effectiveness rankings. Different letters denote significant
differences of perceived effectiveness rankings between experimental conditions, based on Unadjusted
Wilcoxon Signed-Rank tests with a Bonferroni correction for multiple comparisons, where p<0.01.
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Text-only warnings were ranked as least effective for three out of five health effects (oral
cancer, mouth disease, and death) across both countries, and age groups. Across all health
effects, graphic and testimonial-style health warnings were consistently ranked as most
effective, compared to text-only and symbolic warnings. Graphic health warnings were
ranked as most effective against all other message themes (text-only, symbolic, and
personal testimonial), for three out of five health effects (oral cancer, heart disease, and
addiction). For the health effect of ‘death’, adults and youth in both countries ranked the

personal testimonial as most effective.

6.8 Pictorial health warning labels in India

Indian respondents were asked to rank (from most to least effective) four Indian pictorial
health warnings implemented at the time of study (Health warnings B through E, Table
17), as well as the old pictorial health warning (Health warning A). Table 17 presents

perceived effectiveness rankings of these five pictorial health warnings.
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Table 17. Perceived effectiveness rankings (Mean; SD) of Indian health warning labels
implemented on smokeless tobacco packages at the time of study, among adults and
youth (n=995)

At B C D E
2009-2011 2011-2013 2011-April 2015

Implementation
dates

Tobacco Q F ——
.

"’ﬁ' _ RFY et T TS
¢ e s < j " @‘_
! !

N

cancer AN

= g & : \ L e
E— TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS

Adults n=499

1.5 (1) 3.0(1.3)° 3.7(1.2)° 33(1.2)° 33(1.2)°

Youth n=496

1.5 (1.1 3.0(12)° 3.7 (1.3)° 3.5(1.2)° 33 (1.1)°
Higher numbers indicate higher levels of perceived effectiveness. Different letters denote significant
differences in rankings between health warning labels based on unadjusted Wilcoxon Signed-Rank tests with
a Bonferroni correction for multiple comparisons, where p<0.01.
Y Warning A was the first health warning implemented, and although it was being phased out at the time of
study it still remained on some smokeless tobacco packages. Warnings B through E (implemented December
1, 2011) appeared on smokeless tobacco packages at the time of study.

Pictorial health warnings implemented at the time of study on smokeless tobacco
packages in India (Health warnings B through E) included images of graphic health
effects, and were consistently ranked higher on perceived effectiveness compared to the
old health warning label (Health warning A), which included a symbolic image of
scorpion. Adults and youth ranked health warnings consistently, with the exception of
Health warning D, which was given a higher perceived effectiveness ranking by youth

compared to adults (X @==4.9, p=0.027).
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7.0 DISCUSSION

This study examined the perceived effectiveness of novel health warnings for smokeless
tobacco packages among adults and youth in Navi Mumbai, India, and Dhaka,
Bangladesh. This study provides observational data on smokeless tobacco users,
including perceptions of health warnings implemented in India, and is among the first to
experimentally test the perceived effectiveness of message content in two low-and

middle-income countries.

7.1 Patterns of use and perceptions of harm

Several differences in patterns of smokeless tobacco use and perceptions of harm were
observed between the Indian and Bangladeshi sample. With respect to youth, Indian
respondents were more likely to be daily smokeless tobacco users, and non-users were
more likely to be susceptible to smokeless tobacco use, compared to their Bangladeshi
counterparts. These findings may highlight the influential role of the marketing
environment in India, the ease of access, and more permissive cultural and social norms

with regards to the social acceptability of smokeless tobacco (Schensul et al., 2013).

In contrast, Indian users indicated greater intentions to quit than adult and youth users in
Bangladesh. The longer history of tobacco control in India may help explain this
difference. In 2009, India became the first country in the world to implement pictorial
health warnings on smokeless tobacco packages. Also in the same year, the first national
mass media campaign highlighting the harmful effects of smokeless tobacco from real-

life users was aired on radio and television in India (Murukutla et al., 2012). Previous
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research has shown that tobacco control interventions, such as smoking bans and anti-
tobacco mass media campaigns have the potential to impact key outcomes such as
reducing smoking prevalence (Wilson et al., 2012). In recent years, Bangladesh has made
progress with respect to some tobacco control policies; however, these policy changes
may not have had enough time to penetrate the public’s understanding of smokeless
tobacco issues the same way it has in India. Aside from the burden of smokeless tobacco,
Navi Mumbai in India and Dhaka in Bangladesh are quite different with respect to culture
and tobacco control policy environments. Thus, it was not surprising that between-

country differences were observed.

False beliefs about the harmfulness of specific smokeless tobacco products were also
common. Additionally, more than half of users reported that they chose their usual
product on the basis that it was “less harmful” than other types. Perceptions of harm also
differed with respect to a respondent’s usual product. For example, while gutka was rated
as the most harmful smokeless tobacco product in India overall, respondents who
reported gutka as their “usual product” perceived zarda to be most harmful instead. This
is similar to previous research indicating that tobacco users have a tendency to rate their
own product as less harmful (O’Connor et al., 2007). It is important to note that to our
knowledge there are no differences in relative harm across the types of local smokeless

tobacco products assessed in the study.

This set of findings may be explained through Cognitive Dissonance theory (Festinger,

1962). In the context of tobacco use, this theory suggests that those with no intentions to
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quit and perhaps a greater dependence on tobacco may attempt to rationalize their
behaviour to help overcome the dissonance they experience when faced with information
that runs counter to their lifestyle choice. Further, these findings might also indicate an
optimistic bias among smokeless tobacco users, particularly those with a “usual product”,
in which they perceive their own product as “less harmful” than other products (Arnett,
2000; Weinstein, Marcus, & Moser, 2005). Thus, there is a need to communicate the
health effects of smokeless tobacco use within these populations to try and address the
false beliefs found in this and other studies (Gupta & Ray, 2003; Kakde et al., 2012;

Khawaja et al., 2006; Rahman et al., 2012).

7.2 Awareness and support for health warnings

Similar to previous studies (ITC Project, 2011, 2015), the current study found high levels
of support for health warnings, including those with pictures. Even in India—a country
with pictorial health warnings for smokeless tobacco packages—a majority of
respondents still reported that health warnings should have “more health information”.
This is similar to findings for health warnings on cigarette packs—even in countries with
pictorial warnings, like Canada, Australia, Uruguay, and Thailand—support for “more
health information” on packs was still high (Hammond et al., 2004). Most respondents
were also able to correctly identify whether health warning labels were currently
implemented on smokeless tobacco packs in their country. This set of findings suggests a
general sense of awareness of tobacco control policy and perhaps the desire to change
current labeling regulations in both of these countries. However, awareness in this study

was based on a measure of agreement (i.e., yes/no responses). Had unprompted recall
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been used, it is possible that lower levels of awareness may have been observed.

With respect to message avoidance, some neurophysiological data suggests gruesome
images may elicit ‘defensive avoidance’, leading to message rejection (Kessels, Ruiter,
Wouters, & Jansma, 2014; Kessels, Ruiter, & Jansma, 2010). To date, however,
experimental and population-based studies have failed to detect any significant adverse
outcomes from defensive reactions like avoidance (Borland et al., 2009; D. Hammond et

al., 2004; Peters et al., 2007).

The current study found that more than one-third of the Indian sample reported that they
made an effort to avoid the current smokeless health warnings. This may be an
underestimation, given that during the time this study was conducted, some packs still
carried the previous, less effective (Arora et al., 2012) warning (scorpion image:
Appendix A), which may not have elicited the same avoidance. Previous research
examining avoidance behavior in Canada among adult smokers found that those who
reported avoiding health warnings (36%) were just as likely to quit, make a quit attempt,
or reduce their smoking, as smokers who did not avoid warnings (Hammond et al., 2004).
Furthermore, a recent study conducted in Australia, Canada, the United Kingdom, and the
United States, (Yong, 2014) that examined the impact of cigarette warnings on quit
attempts via mediational pathways found that avoidance behavior actually increased the
frequency of thinking about the harmful effects of smoking, which may apply to

smokeless tobacco use as well.
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7.3 Perceived effectiveness by message theme

In support of Hypothesis 1a, pictorial warnings were perceived to have greater efficacy
than text-only warnings, similar to previous research for health warnings on cigarette
packs conducted primarily in high-income (Cameron, Pepper, & Brewer, 2013;
Hammond, 2011) and low-and-middle income countries (Fathelrahman et al., 2010;

Green et al., 2014; Thrasher et al., 2007; Yong et al., 2013).

In addition, pictorial warnings depicting gruesome health effects were perceived as most
effective, even over pictorial health warnings with a personal testimonial. This finding
did not support Hypothesis 1b, which stated that there would be no difference in
perceived effectiveness ratings between warnings with graphic health effects and those
with personal testimonials. Based on the mixed evidence in this domain, it was unknown
whether personal testimonials—a narrative communication strategy suggested as
promising for cancer prevention and control (Kreuter et al., 2007)—would prove more or
less effective than graphic warnings without a personal narrative. Personal testimonials
may be particularly impactful in countries with traditions of sharing knowledge through
storytelling. Indeed, interventions to address pressing public health issues in LMICs, such
as HIV/AIDS in Africa, have often included narrative approaches in their interventions

(Vidanapathirana, Abramson, Forbes, & Fairley, 2006; Wei et al., 2011).

Given that smokeless tobacco use is concentrated among the rural poor in India and
Bangladesh, the most effective way to reach these low-literacy populations may be to

include pictures, which can be universally understood. However, it is possible that people
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can “read” pictures in different ways. For example, pictures of diseased organs may or
may not be recognized, and further, cultural groups may also vary in their focus on
different organ systems as responsible for illness, as well as in the anxiety that they
associate with different kinds of bodily symptoms (Good & Good, 1981; McElroy, 1990).
The current study found that warnings with graphic health effects for all health effects but
‘death’ were ranked the highest overall, perhaps suggesting that respondents were able to

“read” the pictures of diseased body parts consistently.

A possible explanation for the lower effectiveness of the ‘death’ warning may be that the
visual portrayal of ‘death’ as a graphic health effect was not successful. For example,
warnings depicting ‘oral cancer’, ‘mouth disease’, ‘heart disease’, and ‘addiction’, all
included external and visceral graphic images of diseased and damaged body parts,
whereas the ‘death’ warning included an image that might be considered more symbolic
rather than graphic. Thus, the ‘death’ warning may not have had the same initial hard-
hitting impact as the more gruesome and graphic images for ‘oral cancer’, ‘mouth
disease’, ‘heart disease’, and ‘addiction’. Death by its very nature is inherently symbolic,
abstract, and difficult to portray. Symbolic representations of death may even differ
across cultures. A grave or tombstone, for example, may be poorly understood in cultures

with different traditions surrounding death, such as cremation.

7.4 Perceived effectiveness by individual-level factors
The current study also found differences in ratings of perceived effectiveness as a

function of individual-level factors.
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According to Hypothesis 2a, it was expected that health warnings on smokeless tobacco
packages would be more novel in Bangladesh and thus perceived as more effective,
compared to in India. In contrast to what was hypothesized, overall, no differences were
found in how adult respondents rated health warnings, with the exception of symbolic
warnings, which Bangladeshi respondents tended to rate higher. Among youth, Indian
respondents tended to rate health warnings higher than their Bangladeshi counterparts.
This is particularly interesting in light of the longer history of tobacco control in India,
and may imply that Indian respondents may not have become habituated to the existing

pictorial health warnings.

In support of Hypothesis 2b, the results indicated that adults intending to quit rated
warnings as more effective than those without any quit intentions. According to the
Transtheoretical Model of Behavior Change, (Prochaska & DiClemente, 1983)
respondents with no quit intentions, or “pre-contemplators”, may be attempting to
rationalize their behavior by discounting information that is in direct opposition to their

lifestyle choice, and thus giving lower effectiveness ratings (Festinger, 1962).

Previous research suggests that pictorial warnings with graphic health effects may be
especially beneficial in communicating health risk among disadvantaged populations
with low literacy rates (Fong et al., 2009; Hammond et al., 2012; Thrasher et al., 2010).
However, findings from the current study were mixed with respect to educational
attainment. Among adults, those who were illiterate tended to give higher effectiveness

ratings than those with higher education levels, similar to previous studies (Hammond et
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al., 2012; Thrasher et al., 2010). This finding has particular importance given the lower
literacy rates in both India and Bangladesh (~60%), (UNESCO Institute for Statistics,
2013) and reinforces the importance of pictorial warnings. Among youth, the opposite
pattern was observed, in that youth with moderate or high levels of education (vs.
illiterate/low) gave higher effectiveness ratings. Furthermore, the interaction effect
indicated that this pattern did not hold across the different message themes. Thus,
Hypothesis 2c was supported in the adult sample, but not among the youth sample. Future
research should examine the impact of different design elements and message content
across educational attainment, as well as smokeless tobacco use dependence, to ensure

that warning messages reduce, rather than exacerbate, disparities in tobacco use.

7.5 Mediation and moderation

Negative affect was found to mediate the association between viewing health warnings
and ratings of perceived effectiveness, such that viewing any type of pictorial warning
elicited greater levels of negative affect, which in turn increased ratings of perceived

effectiveness, supporting Hypothesis 3a.

In support of Hypothesis 3b, message credibility moderated the indirect effect of negative
affect, meaning that the strength of the association between negative affect and perceived
effectiveness varied as a function of message credibility. In this case, higher message
credibility strengthened the association between affect and effectiveness across all
models, but only for adults. Among youth, message credibility moderated the indirect

effect only among those who had viewed warnings with graphic health effects versus
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those who had viewed warnings with personal testimonials. In other words, graphic
health warnings elicited greater message credibility. That personal testimonials included
images of ‘lived experiences’ featuring older individuals, may have rendered the health
effects of smokeless tobacco as too remote for youth. These younger respondents may
have not have been able to identify with the depicted individual (Kreuter et al., 2007;

Larkey & Hecht, 2010), nor with the experience conveyed (i.e, the death of a spouse).

These findings support the broader literature suggesting that negative emotions like fear
underlie the effectiveness of warnings (Hammond et al., 2004; Borland et al., 2009;
Peters et al., 2007; Witte and Allen, 2000; BRC Marketing and Social Research, 2004;
Elliot & Shanahan Research, 2003; Environics, 1999, 2000; Kees, Burton, Andrews, &
Kozup, 2010). In the domain of anti-tobacco ads, health messages that produce strong
negative emotional arousal, such as graphic depictions of health effects, are perceived as
more effective, more likely to be recalled, and generate more thought and discussion
(Biener et al., 2004, 2000; Biener, Wakefield, Shiner, & Siegel, 2008; Davis et al., 2011;
Pechmann & Reibling, 2006; Terry-McElrath et al., 2005; Wakefield et al., 2003). These
findings highlight the importance of not only selecting imagery that will elicit negative
emotional reactions, but also imagery that is believable and perceived as credible with its

target audience.
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7.6 The influence of viewing health warning on attitudes and beliefs and health
knowledge

7.6.1 Attitudes and beliefs

According to Hypothesis 4a, it was expected that viewing pictorial health warnings

would increase the proportion of respondents reporting negative attitudes and beliefs and

the overall opinion that smokeless tobacco is bad. However, no differences were

observed between message themes in levels of negative attitudes and beliefs or in the

overall opinion that “smokeless tobacco is bad”, after viewing health warnings, thus

Hypothesis 4a was not supported.

With respect to negative attitudes and beliefs, this may partly be due to an observed
ceiling effect, in which baseline levels of attitudes and beliefs were high across both
countries and age groups. Additionally, for both the negative attitudes and beliefs
measure, and the overall opinion that “smokeless tobacco is bad”, it is possible that the
study design did not provide appropriate content that might influence these general
attitudes and beliefs. For example, while every warning label contained information
about the specific health effects caused by smokeless tobacco use, the questions asked
about smokeless tobacco in general (i.e., “What is your overall opinion of smokeless
tobacco?”’). Had the health warnings been presented so that they appeared on actual
smokeless tobacco products (instead of as stand-alone warnings), and had the questions
asked about these specific products (instead of general attitudes and beliefs towards
smokeless tobacco), the results may have been more reflective of the differences between

message themes (i.e., text-only vs. graphic health effects).
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However, Hypothesis 4b was supported, such that respondents from Bangladesh reported
greater levels of negative attitudes and beliefs, as well as a greater proportion reporting
that “smokeless tobacco is bad”, compared to Indian respondents. Presumably, health

warnings may be more novel in Bangladesh compared to India.

7.6.2 Health knowledge

Similar to Hypothesis 4a, Hypothesis 5a stated that levels of health knowledge will differ
based on the type of warning viewed, such that those who viewed text-only and symbolic
warnings would report lower levels of health knowledge, than those who viewed

warnings with graphic health effects or personal testimonials.

This hypothesis was partially supported, as differences were observed between message
themes for levels of health knowledge, but only among adults. Similar to the ceiling
effect observed in the measure of negative attitudes and beliefs, levels of agreement for
all health effects were generally high across both countries and age groups, but especially
for Bangladesh. This ceiling effect may be indicative of social desirability. Had
unprompted recall been used rather than a measure of agreement (i.e, yes/no response

options), differences may have been observed as a function of message theme.

Due to the nature of the data (extreme ceiling effect observed in the Bangladeshi sample),
the analyses of health knowledge was stratified by country so as not to obscure potential

differences in the Indian sample. As a result, Hypothesis 5b was unable to be tested.
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It was hypothesized that Indian respondents would report higher levels of health
knowledge compared to Bangladeshi respondents, given India’s longer history of tobacco

control.

7.7 Limitations

The current sample was not a probability-based or nationally representative, although
study sites were selected to capture demographic diversity within the sampling areas.
Overall, the patterns of use observed in the present study are similar to findings from the
Global Adult Tobacco Survey (GATS), a nationally-representative household survey of
adult smokeless tobacco users (15 years and older) in India and Bangladesh (International

Institute for Population Sciences (IIPS), 2010; World Health Organization, 2009).

It is important to note that the adult sample in the current study was made up of entirely
smokeless tobacco users, so prevalence of smokeless tobacco use cannot be estimated.
However, it is possible to compare prevalence of use in the study’s youth sample against
national estimates, as it is made up of both smokeless tobacco users and nonusers
between the ages of 16 and 18. According to GATS data from India (which defines
“adult” as those 15 years of age and above), the overall prevalence of smokeless tobacco
use was 8.2% among females aged 15 to 24 years and 23.1% among males of the same
age range. The sample in the current study followed a similar pattern, with 13.0% of
females and 21.8% of males aged 16 to 18 years reporting smokeless tobacco use. In
Bangladesh, GATS data estimates the overall prevalence of smokeless tobacco use for

those 15 to 24 years of age, at 4.0% among females, and 9.3% among males. Smokeless
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tobacco use in the current study sample was 6.2% of females and 19.9% of males aged 16
to 18 years, in Bangladesh. Although the general patterns were consistent with nationally
representative data, estimates from the current study were generally higher, which could
be due to a variety of factors, the most likely of which was the sampling method.
Overall, the current sample reflects similar patterns to those of national estimates;
however, caution is still advised when generalizing the results from the present study to
other regions. With respect to India, it is also important to note its regional diversity.
According to GATS data from India, the prevalence of current smokeless tobacco use
varies dramatically by state, ranging from approximately 5% in Goa to approximately
49% in Bihar. The current study was conducted in the state of Maharashtra, where the
prevalence of smokeless tobacco use was around 28% (International Institute for

Population Sciences (IIPS), 2010).

Another significant challenge in conducting cross-country research is translation.
Although a systematic committee-approach was followed, it is possible that some survey
measures may not have maintained conceptual equivalence after translation. This was
observed with the measure of ‘importance’. The original wording read: “Please tell me
whether this warning message is relevant to you”. Local partners were concerned that the
concept of ‘relevance’ would not be understood, but that the concept of ‘importance’
would be. Even after revision, it seems the concept of ‘importance’ was not well
understood in Bangladesh, and was confirmed with a test of Cronbach’s alpha. When the
measure of ‘importance’ was removed from an index that included other similar measures

(i.e., credibility and attention), the alpha increased substantially in Bangladesh. Similar to
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the moderating role of message ‘credibility’ on ratings of perceived effectiveness,
theoretically, the ‘importance’ of a message may also drive evaluations of perceived
effectiveness. However, due to issues with translation and conceptual equivalence of this
measure, ‘importance’ was not included in the analysis. It is also possible there were
other issues in translation and conceptual equivalence, therefore caution is also advised

when interpreting direct comparisons between India and Bangladesh.

Furthermore, measuring ‘attention’ through self-report tends not to be an accurate
representation of actual visual attention paid. Instead, standard market research methods
such as eye-tracking, are increasingly being used to better understand visual processing
and attention (Wedel & Pieters, 2008). As eye-tracking becomes the standard for
measuring visual attention in the literature surrounding tobacco health warning labels and
advertisements (Fischer, Richards, Berman, & Krugman, 1989; Maynard, Munafo, &
Leonards, 2013; Munafo, Roberts, Bauld, & Leonards, 2011; Strasser, Tang, Romer,
Jepson, & Cappella, 2012), ‘attention’, as it was measured in the current study was not

included in the current analysis.

The present study also has limitations common to survey research, including social
desirability. Bangladeshi respondents agreed with more statements about negative
attitudes and beliefs, a pattern that persisted across different levels of income, mixed-use,
age, and quit intentions, possibly highlighting an increased level of social desirability in
responding when compared to their Indian counterparts. An extreme ceiling effect was

also observed in the measure of Health Knowledge in the Bangladeshi sample. One
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explanantion for this tendency towards agreement in both countries might be cultural
orientation. For example, India and Bangladesh can be defined as having a collectivist
orientation and previous research suggests that social desirability tends to be highest in
these collectivist cultures, which value maintaing good relationships with group members
and putting group interests before their own. Individualistic cultures on the other hand—
which typically represent ‘Western’ societies—value freedom of opinion and the

attainment of one’s goals (Lalwani, Shavitt, & Johnson, 2006; Middleton & Jones, 2000).

Alternatively, it is possible that Bangladeshi respondents did in fact have higher levels of
negative attitudes and beliefs, and health knowledge, particularly given the trend towards
strengthened civil society action on tobacco control. Although this is possible, it might be
more plausible that social desirability did exist to some extent as it would in any survey
using a face-to-face format. Furthermore, there may have been additional issues with
interviewer bias in Bangladesh. The data for the recall measure (in which respondents
were asked to recall any details of the health warnings they had just viewed) was
unusable as it came to our attention that the protocol was not followed in Bangladesh.
The recall was meant to be unprompted; respondents were asked to list any details they
remembered and interviewers were to select the correctly recalled items on pre-
programmed checklists. Interviewers instead turned their tablets to face respondents and
had the respondent read the checklist and select the items they recalled viewing. Thus, in
addition to social desirability, high levels of agreement observed in Bangladesh could be

the result of a variety of factors.
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It is also important to note that social desirability tends to be highest for agree/disagree
questions, thus not all measures would have been prone to this bias. For example, it is
likely that social desirability would would have had less impact on measures of negative

affect and perceived effectiveness, given that they were assessed with a Likert scale.

Given the experimental nature of the study, it was not possible to mimic the effects of
“real-world” exposure to health warnings, where users see the warnings multiple times
over prolonged periods of time, rather than viewing it once. Exposure to health warnings
in real-world settings tends to be more passive than in the context of an experimental
study. This immediate, forced exposure may have led to stronger reactions to warnings,
particularly those with graphic health effects. However, studies using similar
methodology, displaying health warnings on computer screens and on mock cigarette
packs have found similar results (Hammond et al., 2012; Thrasher et al., 2012).
Additionally, warnings with personal testimonials might not have the same initial hard-
hitting impact as warnings with graphic health effects. The images used for personal
testimonial warnings depicted a ‘lived-experience’ with an accompanying narrative,
rather than a gruesome image. It is possible that warnings with personal testimonials may
take longer to process, and may have greater long-term impacts. The true efficacy of
personal testimonials may have been underestimated, or perhaps could not be captured

with the current study design.

The current study findings are cross-sectional. Given time and budget constraints, it was

not possible to employ a longitudinal design to follow up with respondents, nor was it
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feasible to use more objective outcome measures (i.e., eye-tracking) to measure
‘attention’, for example. However, it is important to note that previous research indicates
that perceived effectiveness ratings have been shown to predict actual effectiveness (i.e.,
attitude and behavioural changes) in the domains of drug use, seatbelt use, and drunk
driving (Dillard, Shen, & Vail, 2007; Dillard, Weber, & Vail, 2007), and more recently in
the domain of anti-smoking advertisements (Brennan, Durkin, Wakefield, & Kashima,

2014; Davis, Nonnemaker, Duke, & Farrelly, 2013).

7.8 Future research

Regulators often desire local evidence to justify policy decisions. In the case of health
warnings, the evidence base is primarily from high-income Western countries. Future
studies should continue to focus on the systematic evaluation of health warning content in

diverse cultures, to ensure the ‘domestic’ evidence base is strengthened.

The consistency in findings across India and Bangladesh from the current study is notable
with respect to warnings with graphic health effects out performing all other message
themes. However, as personal testimonials are increasingly used in mass media
campaigns worldwide, future research should examine the efficacy of this approach in
greater detail. Care should also be exercised when developing warnings to fit into
message themes, such as “graphic health effects” or “personal testimonials”. These
categories do not have to be mutually exclusive; warnings with graphic health effects can
also contain a personal testimonial. Future research should examine the potential

interactions and synergistic effects of message theme and message content.
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In addition to message theme (i.e., personal testimonial or graphic health effects), it is
also important to note that some message content presents a greater challenge than others.
For example, health effects such as ‘death’ and ‘addiction’, which by their very nature
may be inherently symbolic, abstract, and difficult to visually portray. Symbolic
representations of death may even differ across cultures. A grave or tombstone, for
example, may be poorly understood in cultures with different traditions surrounding
death, such as cremation. Furthermore, it is quite clear that the warning for ‘death’ as a
graphic health effect did not perform in the same manner as the other warnings within
this theme. It is likely that the depiction of ‘death’ in the current study was more
symbolic than graphic. The ‘death’ warning was most effective in the form of a personal
testimonial, suggesting that some health effects might be better represented as a personal
testimonial than others. Asides from message content, other aspects of warning label
content might also be driving efficacy, for example, the production quality, the message
source, or other cues (Niederdeppe, Davis, Farrelly, & Yarsevich, 2007), which may be
harder to examine. Future studies should pre-test warning label content to examine how
well individual warnings execute a particular theme or style. Perhaps involving a
qualitative component, such as focus group testing, to better understand how message

content is perceived within the population it will be tested in.

In addition to examining the message characteristics that were explored in the current
study (i.e., message theme and health effects), future research should also examine other
design and content elements that may impact efficacy, such as gain and loss-framed

messaging. Prospect Theory (Kahneman & Tversky, 1979) helps explain decision making
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under conditions of risk: when presented with gain-framed messaging, people tend to be
risk-averse, and when confronted with the same factually-equivalent information, but
framed as a loss, they are instead risk-seeking. According to Prospect Theory, decisions
can be influenced by changing the way in which the information is presented (i.e.,

framing), but not changing the factual information.

Applying Prospect Theory to the study of health messaging, Rothman and Salovey
(1997) suggest that the health behaviour in question will dictate whether the message
should be framed as a gain or a loss. Previous research has shown that gain-framed
messaging is more effective for health behaviours that have a certain outcome, such as
applying sunscreen, because this behaviour will prevent skin cancer (Detweiler, Bedell,
Salovey, Pronin, & Rothman, 1999). Similar to skin cancer prevention, smoking
cessation is associated with outcomes that have a high degree of certainty, and little risk
(i.e., quitting smoking will reduce the risk of many health effects), thus according to
Prospect Theory, gain-framed messaging for tobacco-cessation would be more persuasive

than messages framed as a loss.

In fact, a meta-analytic review by Gallagher and Updegraff (2011) found gain-framed
messaging to be effective in promoting illness prevention behaviour, like smoking
cessation. Loss-framed messaging has been shown to work best in illness detection, such
as mammography utilisation (O’Keefe & Jensen, 2009), breast self-examination
(Meyerowitz & Chaiken, 1987), and HIV testing (Kalichman & Coley, 1995), which are

all associated with outcomes of greater uncertainty and higher levels of risk (i.e., cancer
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diagnosis, HIV-positive). Contrary to this, anti-tobacco messaging is typically loss-
framed, as these are the messages that have been shown to increase evoked fear, and
when coupled with adequate self-efficacy, have been shown to increase healthy
behaviours (Witte & Allen, 2000). Future research should examine the multiple ways
with which to frame health messages, particularly in diverse cultural contexts. This would

provide the evidence base to inform message content in greater detail.

Asides from message characteristics and framing, future research might also consider
mediators, moderators, and outcomes that were not assessed in the current study. While
care was taken to conceptualize mediation and moderations models based on both theory
and empirical research, the analysis contained in this dissertation focused on basic
mediation and moderation models with only one mediator and one moderator. In this
study, credibility was conceptualized as a moderator of the association between negative
affect and perceived effectiveness. Certainly, credibility might also be conceptualized as
a mediator, or even as an outcome in itself. Additionally, other cognitive measures like
attitudes and beliefs could also be conceptualized as mediators. Attitudes and beliefs are
believed to be precursors to behaviour change, and thus it would be worthwhile for future
research to examine whether attitudes and beliefs mediate the association between
viewing warnings and perceived effectiveness. In addition, although the analysis
surrounding mediation in this study focused on one mediator, negative affect, it is
possible that different warnings might impact affective and cognitive measures
differently. Conducting complex mediational analyses with several mediators, both

affective and cognitive, would address this issue. Furthermore, it would also be

127



interesting to examine the interaction between negative affect and credibility, and

whether more emotionally engaging images are perceived as more credible.

Future studies should also seek to understand other aspects of the policy environment that
allow for greater efficacy of health warning messages. For example, Brennan and
colleagues (2011) found that the introduction of pictorial warnings for cigarette packs in
Australia alongside anti-tobacco television ads with the same message content proved to
increase levels of awareness of the health effects included in the warning label and TV
ad. In the context of low and middle income countries, while a TV ad may not be feasible
due to limited financial resources, other mediums could be explored, for example radio

ads.

Finally, in addition to the continuing experimental evaluation of health warnings,
opportunities may also exist to conduct observational studies. In particular, Bangladesh
has proposed a set of large, graphic, pictorial warnings to replace the current text-only
warnings found on cigarette packs and will be the first warnings to ever be implemented
for smokeless tobacco packs. The warnings are expected to be implemented in March
2016. Although implementation delays are expected, this provides an opportunity to
evaluate health warnings in a real-world setting, as they are implemented (and over-time)
in a low-and-middle income country that did not previously have warnings for smokeless

tobacco packages.
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7.9 Policy implications

The context surrounding smokeless tobaccco use in India and Bangladesh is unique.
Chewing betel quid is a two-milennia old tradition passed down from the Mughal
emperors, and is deeply embedded within the culture. Given these long standing cultural
and social norms, it was not surprising that the current study found a high prevalence of
daily use of smokeless tobacco, as well as the high prevalence of false beliefs about the
harms associated with its use. In light of this, there remains a critical need to effectiveley
communicate the health effects of smokeless tobacco use in these countries, which are

arguably populations that may benefit greatly from effective health messaging.

Given that smokeless tobacco use in these countries is concentrated among those with
lower education and income, health warnings with pictorial images may help overcome
literacy barriers and convey health information in a way that text-only warnings cannot.
As evidenced by the fact that this study found high levels of support for implementing
stronger warnings with “more health information” in the case of India, and for
implementing health warnings on smokeless tobacco packages in Bangladesh, it seems as
though the general public would be receptive to and encouraging of strengthening policy

around these issues.

In terms of message content, warnings with graphic health effects performed the best

against all other message themes. Meaning that if existing graphic images are able to

used, this may save on development costs as novel images will not need to be created or
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culturally adapted. This is of utmost importance in developing country contexts, where

financial resources for public health initiatives may be scarce.

While the focus of this dissertation was on health warning labels for smokeless tobacco
packages, it is important to note that health warnings on product packging should be
viewed as one component of a comprehensive tobacco control strategy. Tackling the
issue of smokeless tobacco, or tobacco more generally, in any context is difficult, but is
especially challenging in countries with positive social norms towards tobacco use.
Trying to warn the population of the dangers of tobacco use with large, graphic health
warnings may not be enough. A multi-pronged approach is needed to tackle this issue.
The evidence, although limited, suggests that tobacco control mass media campaigns can
be used to address the burden of inequality among these vulnerable populations,
particularly in rural areas. Thus, it is recommended that health warnings be implemented
alongside mass media campaigns with the same message content to keep the message

“top of mind” (Brennan et al., 2011; Turk et al., 2012).
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8.0 CONCLUSIONS

India and Bangladesh bear the greatest burden of smokeless tobacco use, and
furthermore, India has the highest incidence of oral cancer in the world. The findings
from this dissertation reinforce the need to implement effective tobacco control strategies
in low- and middle-income countries like India and Bangladesh. This set of findings add
to the limited evidence base in low-and-middle income countries that graphic, fear-
arousing images have the potential to be an effective tool for health communication

within tobacco control.

This set of findings suggest that health warnings depicting the graphic health effects
caused by tobacco use are perceived as most effective, when compared to health
warnings with text-only, symbolic, or personal testimonial messages. Of particular
importance is that these findings mirror patterns found in high-income countries with
respect to cigarette warnings, and suggest that the ways in which individuals respond to

different types of message content may be similar across diverse cultural environments.
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APPENDIX A. Health warning implementation timeline in India

2006: Proposed health warnings for cigarettes (‘smoking kills’) and smokeless tobacco
(“tobacco kills”)

b ¥ Tobacco

.| smoking 2500 causes

Lo | ks ~ 0% Indians , mouth
N babies - U7 everyday % i cancer

2007: Proposed health warnings for cigarettes (‘smoking kills’) and smokeless tbacco
(‘tobacco kills”)

2009 to 2011: Health warnings that were implementedfor cigarettes (‘smoking kils’) and
smokeless tobacco (‘tobacco kills)

Tobhacco
causes
cancer

&. 2 Y

R
LY 4 N

TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS TOBACCO KILLS

*These warnings (implemented December 1, 2011) appeared on smokeless tobacco packages at the time of study.
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APPENDIX A continued. Health warning implementation timeline in India

2011 to 2013: Graphic health warnings for cigarettes

' *«'ﬁ( D

AS>_M &2 A .‘g J )
SMOKING K SMOKING KILLS

N ¥ % % :
| ;

1 * X Ly
April 2013 to April 2015: Graphic health warnings for cigarettes
- =
e - “

April 2015: Proposed set of health warnings (new warnings are required to cover 85% of the
front and back of the pack)

= ] : \ " 4
WARNING WARNING WARNING WARNING
Smoking causes Smoking causes Tobacco causes Tobacco causes
throat cancer throat cancer mouth cancer mouth cancer
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APPENDIX B. Flow chart of the main events of betel but (BN) induced carcinogenesis

Auto-oxidation o Cu increases
polyphenols generates lysyl oxidase
ROS, tannins induce activity leading
ene conversion to OSF

)

Inhibits protein synthesis, stimulates collagen production,
DNA . . . . L.
dad d increases fibroblast proliferation, cytotoxicity, cytostaticity,
adducts an induces neoplastic changes in mice and hamsters, decreases
DNA strand hepatic GSH, induces MN, CA, SCE, decreases BRCAI
breaks expression in HGF

/ROS generated by BNE at)
pH > 9.5 induces SCE,
MN and CA types of
mutagenic cells, causes
DNA SSBs and DSBs,
reduces glutathione
synthetase level, lowers
poly-ADP ribosylation of
proteins in mice & men,
lowers p53, BRCA1 and
BRCA2 proteins in mice,
induces mutation in

\mmouse BRCA1 gene J

Il e

Note. From: Sharan, R. N., Mehrotra, R., Choudhury, Y., & Asotra, K. (2012). Association of betel Nut with

carcinogenesis: Revisit with a clinical perspective. PLoS ONE, 7(8), e42759. doi: 10.1371/journal.pone.0042759
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APPENDIX C. Study questionnaire and codebook (India)

INTRODUCTION/SCREENER

HINDI

MARATHI

Introduction:

“Hi, we're from the Healis-Sekhsaria Institute
for Public Health and we are conducting a
survey about different types of health
warnings on smokeless tobacco packaging,
in conjunction with the University of Waterloo
in Canada. The survey takes about 20
minutes. You will receive a small gift (valued
at 100 INR)as a token of our thanks. Do you
think you might be interested in hearing more
about participating in the study?”

Screening Script:

[INTERVIEWER NOTE: Only ask if
respondent appears less than 30 years of
age.

“Are you 19 years of age or older?”

Yes 2IF YES: Continue to past month
smokeless tobacco use question

No—->IF NO: “Are you 16 years of age or
older?”

1 Yes 2IF YES: Invite participant to
continue on iPad.

2 No~>IF NO (age<16) -
“Unfortunately, we can only
include people age 16 and older
in this study. Sorry, you are not
eligible to participate, but thank
you for your time.”
TERMINATE.

THE, 20 Rew- g sfeeege Wi
TecAieh go i qCh & AT g 3T g0 FAST %
TAeg AT At afed] F A1 daTE F Tohe T
ST FATETE et AqTAAIT § I AT H
I T T g | T8 20 Taefie w7 geer
ST, ATTHT AAHIA F<h & o [oIT ATTRT
T TTF | ¢ oo &I T T [ree foar
STTARTT | 39T T =6 A eq0 & a1 H S[fah
SITARTLT Y THH QT T AT |

Screening Script:

[INTERVIEWER NOTE: Only ask if
respondent appears less than 30 years of
age.]

ATTHT IY 19 AT AT IHH 1T 2 t

Yes 2 IF YES: Continue to past month
smokeless tobacco use question

No-> IF NO: 31T T, FT 39! 39 16
T T IHH ATT & ?

1 Yes > 3T g1, AgATI &I 31T 9T F
qTHA AT Fa87 9% FX |

2 No-> 3T 7%l, ( IH 16 °TA T FH )-
AL |, TH ATTRT TH TAA § AqTHIA
TET T T, T 16 T AT IAH ATAT 3T F
FRTIHT TH H AT FT T 5 | ATTRT THA
T & o 70 gH ATTeh STATE The Fd 2l

THE, AT R T-HFaTIRAT Sfeeede wiT Taei® god
IqT HEATA ATAT ATGI SATCOT FAST =47 IAeg et AE
Fled HIad daTE=AT ITiheia< el aTaRTBAT ThTT=a1
"ALRATATTE AT T % T Fd g, AT
FaAuTETSr 20 fofee AnTdte. a1 At gEreT
ArH=ATHREA 100 FTAT THTHT 9 07T T, Tral AT
FIATT ATAF ATl ST TUATH T=g AgId ?

Screening Script:

[INTERVIEWER NOTE: Only ask if respondent
appears less than 30 years of age.]

T T 19 T AT ATIEAT STTeq olrg &1 ?

Yes > IF YES: Continue to past month smokeless
tobacco use question

No-> IF NO: ST AT&r: T+ a7 16 a9 fahar amaer
SITET g FT?

1 Yes 2>IF YES: Invite participant to continue on
iPad.

2 No-> ST ATEr: (FT AT 16 TeAT FY) - TaaTH, SFT
T<F 99 99 16 Ao e AfE reur-aiET 4T

AT AEATHT % e l. AT HIT, ATT07 T
BIOITH TS ATl Tq AT STIAT ST THe qb (&7
I ATATL TG HAAUTHAT e Tl
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~>IF REFUSED: “Unfortunately, we need to
know your age to determine your eligibility for
the study.” IF STILL NO RESPONSE,
TERMINATE.

- R AT FFAT: ATF FY, 9T TH AL

orT st € AT AEt g q9E & o g9 sraeht
IY SATAAT ST g | TR ot & stare 42y, ar
LT THTT FL |

> ST A TRA, AT TFTATHTST TFl TS ST i
TR, & ST HUATHIST AFTeT Qo= 3 ST =or
AA9AF AR, T FTal T(AATE ATl TL FSLA0T=T A9
T

SMOKELESS TOBACCO USE: %\IQT%HWWWT g’gﬁ'{%ﬂ'mw
“For the purpose of this study, we will F{q wreferr % foro g fraferfea %IQ e AT SAATATIST qAffed dargardt 3 =@ E
consider “smokeless tobacco” to include any | TSTE T FHITET ICATEH ITIHA FET | FTTAET JeaTa TH FL.
of the following.
1 7T 1 feft
1 Mishri 2 &g A 9= 2 U T FaTg AHAA T
ishri . .
2 Betel quid with tobacco (paan) 3 AT AT AT FATE 3 STET AABTITAT T,
3 Plain chewing tobacco 4 e 4 e
4 Gutka 5 &t 5 &t
5 Khaini 6 wraf 6 wraf
6 Zarda 7 qETE EaweA / U 7 qaTg SAHSA/ FAHSIA
7 Tobacco toothpaste/paste 8 AT F AT e F AT SATHATeAT daTg Tas</ | 8 ATHRIEIY/ FISTATE A@TTAT TTHRIT
8 Nasal/ oral snuff SRETEY 9 AT EAHIH
9 Lal dantmanjan 9 T & HolT 10 FrRaT
10 Dokta 10 E<FT 11 &%
11 Gudhaku 11 ETE 12 T
12 Gul . 12 7 13 T qUTATE IeqTae (FF F):
13 Other (specify): 13 9= T Searae (T 14 7fver o Iy AT
14 None of the above 14 ST 7 & F1E TH
[Ask only if 19 years or older] FAT A foeger HEi § U T2 qarg w ! AT AigeTa gaiEid qare=T a1 Fed1 A1
“Have you used smokeless tobacco in the | ¢oir By g? FT 2

past month?”

1 Yes—>IF YES: Invite participant to
continue on iPad.

2 No~>IF NO and age=16-18: Invite
participant to continue on iPad

1. 2t > WRT SaTe F7 g (iPad)

e fora #¢ |

2. 7& > =X &g 16-18 =raqiE (iPad) 9%
T ot s fer e I 12

¢ #m

> F AHA T AGAT(H TEre w7 =,
AR>S aTLE T < T

HATET FeATAT TATIAT ALTATHTST FTEAT.
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3 No~>IF NO and age=19+ -“Unfortunately,
for this study, we are only looking for people
who use smokeless tobacco. Sorry, you are
not eligible to participate, but thank you for
your time.”

TERMINATE.

3. 78l > A A = 19+: AT gH =
FLTIT § Ieal AN 7 OTTH ¥ 7 &, ST

40 TR qeTE T TAWT F74 €, g6 @< g W
ATTRT ATHHA TGl FT Tl & § T AT

a7 F forw gerare)

3. ATRI— ST aF ¢ R FUTIEAT SITEd, AT HT, AT
FTHTETST ATl Tk U ed JaTgAT ATIT HLT-TT
rwaT ArfRdy e sear)

QUOTAS

Adult smokeless users: 250 males, 250
females

- past-month smokeless tobacco use=1 and
age >18

Youth (smokeless tobacco users): 125
males, 125 females

- past-month smokeless tobacco use=1 and
age 16-18

Youth (non-users): 125 males, 125 females
- past-month smokeless tobacco use=2 and
age=16-18

IF QUOTAS ARE FULL.:

For age: “Unfortunately, at this time, we are
only looking for people [aged 16 to 18/ age
19 or over]. Sorry, you are not eligible to
participate, but thank you for your time.”

For smokeless tobacco use:
“Unfortunately, at this time, we are looking for
people who [use smokeless tobacco / people
who do not use smokeless tobacco]. Sorry,
you are not eligible to participate, but thank
you for your time.”

Y F forg: gaaaer 7, 39 AIHT oF g9
H AqTHIS T8l FT Td, I9 16 & 18 ITe qAT
IY 19 AT IT IHH STET 3H & AN 6l 2 =9
TIAT F THIA FT Tl g | SATTHT ST ah
T o 7T g9 TR STy )

For smokeless tobacco use: 3R Iar, g7
T WA ST A AT T FY TR, S
ot = & 21 5T gu TR darg v
TEIHT T A & | W A% & 2 Ay 6
AT A5l € qhd g | AThA AT T7T F
forg st geraTe

FATATST: TTH FT. TadTT Tral AT TALAUTA AT SUITEH
TS ATET ATETA. T ¥l F<h a7 99 16 7 18 f&Far
T AY 19 AT ATIEAT SITET AITATA ATRAT ATA
AEATIT FXT AR, Tq Tral qHAT A (37T T2 oA
AT,

For smokeless tobacco use: 33T, ATABT ATFT 2T
FATHIAT AATHHES BT AR of (qHTazied qargar
Ferefia e Fwara / gufeRa dargET are #d
ATEY). FTF FIT TETAT ATFET TEATHTET T AT
FE 9T, TG AT SATTAT H AT I [FedTae
eIATE.

INTERVIEWER: If eligible, continue on iPad.
Select age group (based on age screener):
YOUTH

ADULT

AT TG T AT < (3T F (T & e
9, 913 H)

RCE]
9t

FIATAT e RFeT (FFm=aT FaFa a¥ argriiq, arg T4T)

FE
9t
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Select language: (DO NOT READ)
ENGLISH

HINDI

MARATHI

WTST AT (T A7)
EDEl
&5l
LESET]

STST Ra=T (31 T90)
EUET
&5l
RESET

Great — thank you for your interest. I'm now
going to go over an information letter with
you, and this copy is yours to keep. Once
you have received the details of the study, I'll
ask you whether or not you are willing to
participate and then we will begin the
interview.

[INTERVIEWER NOTE: Give participant the
Information Letter]

Please follow along and interrupt me with any
questions you may have:

- You are being asked to participate in a
research study that asks for people’s
opinions about health warnings on
smokeless tobacco packaging.

- You would participate in a 20 minute
interview. First you will be asked questions
about you and your tobacco use, and then
you will be shown a number of health
warnings and asked about your opinions of
each.

- You must be 16 years of age or older to
participate in this study.

U<, ATThRT FHT F 10 gvaaTs | g7 It
SITARTET TS o T § FATAT A T AR
TS AT 70 ZRIT | UF q1E g I e
T AT TH T | ST ZIET ATZ T AT
eI, TEF dT8 gH TAAT T g[EATT F|

HATEAHAT & FoIT EAT: TEHT T FAATTST
E{

- ST ATIRT e AT FATA BT AT g
TreftfT a<F T T 2 n |

- SATTERT FaT o bt o {3 Tt weey

Ue: Tral aTETaeedT AaSaed geaaTa. Arar #I qH=am

FHIY g AT ISt AT 3g F ITAT Iq TFgTaT auT
AT, TFETAT THET AT AFATETAT quefier qosrar it Tl

1T AGATIT GIOATH T=gah AgTd i ATel, g fo=mear
AT AT {ATET & ¥,

AATGTRTTHTS! AAT: AT AR To1 2T,

ST TFETAT el &TT ST, T Tral Aed= TG
T fRTET % e

e TRt —_— .
AR A ST HUATHE L =AT Herree TqmaTa
TN SIOATTEd TFgTAT [a=Teel ST 37Te.

- TR 20 fa=i=a 135”@(_“ d g AT =141

TaefT ATt F I H qAEIAT TH AT
T T 9T AeTTT H 9T o & forw
FET ST TET2 |

- g Y us 20 ffde fi garad gri |
TE SATTHT AT TATE SETHTA o6 qTL §
qA FATEAEE T AqTAATAT e
SITAAAY 37T B¥ U & a1/ ATl T
TET STAAT |

- TH qeTAT B O o F forw ameht 39 16
AT IT ITH AT AT AT |

AR, TIH TFRTAT qH=AT daTg=a1 g2t T2
oA STEa T 40 TEIET Flel AXRAETTT AT
TMEA AT TAFT Tgad qHA A A= 5.

- T AEATHTT HEATWN SIOATHIS q0A a7 a4 16 T
TATIEAT STTEF T qTiRT.

- AT BT Ui 3Tg. TFETAT 70l STeeredT YT
TFl AHT 3 AT

- SATFET STIeATAT A1) Sf=adT &, JT A¥ATHTAT T
FEUA AT ATATAT gufaiad qarg=a1
qTfeheTadier AT foruT To aTEaunTe sera.
TTIHT Tl =1 13 aoiATede sTadie sy Frat
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- Participation is voluntary and you may
decline to answer particular questions if
you wish.

- We need to warn you that, as part of this
study, you’ll be asked to view health
warnings on smokeless tobacco packaging
and some of the pictures are quite graphic
and may upset some people. If this were to
occur, we expect that any negative affect
would be temporary

In appreciation of your time, you will
receive a small gift valued at 100 rupees as
a token of our thanks.

All of the information you provide in this
study will be kept strictly confidential - only
the investigators and research assistants
directly associated with the study will have
access to this information.

No personal information such as name or
address will be collected, other than a
signature or initial to confirm that your small
gift was received. Your survey responses
will not include any identifying information.

You are free to choose whether or not to
continue participation in this study, and you
can choose to stop being a part of it at any
time. If you choose to stop the survey at
any point, you will still receive a phone
card.

- TH eI H AN Fa (=05 g ST T
TRl ar et ot Farer &1 Stare a7 & forg
TERTY Y T gl

- B9 ATTHT TATHT ATEA © 61, TH ALTAT
T80 & &7 § AT U ed da1g & dahe 97
ST FEAT AT Fg AR 2, A foars s,
ST Fgl AN &0 T2 S T Tohd g1 3T
THT BT A7 gW ST w2 g At #rE o7
THTITHF FET ATATE T

- STTHT ST q<H ol o (o0 ZH ATTH ATATT
The FLd gl IH AATT & €T H (L0 0 FTF TH)
Frerar fee 3

= ALTA § 3T 51T & Y SRty
AT HETATHI o T [ AN Hl af Tg
ST fRETs STt |

-9 ATH AT Id & &9 § File ot SAha
STTARTT 39 9T & T Aal ST | STIeht
free e a7 78t a8 =t #37 F oo e
AT gEATerT fordr ST |

-ZH FAAT | AT AT AT @ % o
A g A o Y off a9 segae O
T 2 |

ZH LTI AT Ao Hel A qee] AT
B - TAT Sfeeeede Fi¥ Tacfidh gl F
FfaewaT Tt At & FEear Y 7 g, S I

TFETAT T T % Thc (., ST FATAT FTH TEA AT
ATFET 7MY ST FIAT AT, F FTET AHIHE T&A
TN o ATCLLCAT TTRATH A,

-TFR! R Ao AT 3A<h FLOATHIST TFaTel
AH=ATHESA Frerefl 9 (100 FATIFTHT) T T
RECH

=T AVATATATS Tral AT AT TH AT ST
2 ARt Tk ST ATaTd e Heaeshd aua a8
Jr=ATIHTH TEq AHhd.

-qH=ATHEA FHIU gl ARG ATl S8 A1a fohar
AT AT ST ATET. F<h ATTAT Tl (ohat arars
A== et AT, SAT a9 el et 9

ATIATAT (Tt ATt ATl srH=arehe TTied.

-TFe ! IO TH=AT AT AT SAITATHET TgATAT
TS T3 TRl § 339 T S0 Tral § TA&TT

FIOTCATET AT ITag orhdl.

AT ASTATATST (Ao FEl AT Alec] aa+ (g d-
HFTIAT Tieeede FIT Ted1® godf =a7 Afashar

A qaTaefT foeft g, STY Ao Frar I
FEAT qT AT BT T Tk % 9Tha.

-STT SATTATAT FTal T AFATA qL A0 Bette 7e
=T, IAT A=A HE AT oAl

~HTTEATAT FTal T Arad? ST TEA, T TH=AT
TLATARA ST HAEAVTAT EATT F% Al
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- This study has been reviewed by and
received ethics clearance through the
University of Waterloo and the Healis -
Sekhsaria Institute for Public Health. If you
have any comments or concerns resulting
from your involvement please contact the
Director of the Office of Research Ethics at
the University of Waterloo, whose contact
information is listed in your letter.

- If you have any questions about the study
you can also contact Dr. Prakash Gupta at
Healis.

Do you have any questions? If not, we’d like
to ask you to give your consent if you would
like to participate in the study.

HETT & &< e 9aTd g | Afdadl Tiudr
H HOH FT TR 2 |

T eI & AL H SATHT L qATA & Avl
A9 faeit| | ST, AT § F0% FT FHd 2 |

FT SATTHT HIe TaTd g ? A< AT, a7 AT 9
HETTT | TGN A F forw Tgad’ T Fed 21,
AT T ALTAT ST T Toh |

[INTERVIEWER NOTE: Read out loud
exactly as written]

Based on the information you received in the
Information letter, do you agree to take part
in this research study being conducted by
Healis — Sekhsaria Institute for Public Health
and the University of Waterloo?

Yes 2IF YES, continue to survey

No 2>IF NO, “Thank you for your time.”
TERMINATE

HATEd A=At & forg g=em: S forar g av
TR F I |

AT 997 § ITH AT T TR F A T
TP ST FAST =T Y(AegHel A qlee]
=211 33 STTaaTer Aeqaq § 9T o & forw
TR L |

177

2 TEI> ATTHT AT T<F 3 & [oI0 g7 T+
AT The A gl

THFATITST GAAT: S Flal [ieed 3ATg o HISATT qT=T.

AR TISITHES FAGTaad ST ATRdT 3lg ATasd Srqor
T HAATHES AT 213 Sroadl ST Relq-HaFaTar
Zf¥eege HIT el gl AT FeT =T IHeaadt A®
Fiee & FLITT Id AR,

2 &
R AT ATAT A dB [QedT Tad AT AR,
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MAIN SURVEY

Great, we'll now begin the
interview.Before we begin I'd like to

TET A=, AT H ATATHTL F F40 | TH

I, SATAT AT ATET & FE Tahdl.

THRT O0F FLA H Tgl Tg IAqTAT ATedl (o AT AT FLOATT AT AT
let you know that there are no right or TR %2 o T fl'r jf_cr — H@a%, = ) reft !
wrong answers to any of these ET | i e R 2 A 9w A B
J y T o stroeht SR O ST FTEd # |
questions. We are just interested in . T T, ATEETAT ek 0 ST heh T
your personal opinion. Please be Foa ffarea 72 & sroeht sfafaran ia"i“_’" 5 g ==t a2 o e
assured that all your responses will | ST T3t | 9% FT & TR BH ATH U | N« T
be kept entirely confidential. To TR AT 3 SN F AT F AT Ry | T A, FEATAT S e
begin, I'm going to ask you some EOED = arrfor =T %—gﬁﬁ%-cr
questions about yourself and your R— Sreft & ;
smokeless tobacco use. { Rl '
D.gender Select gender of respondent: (DO gfaTar / IAETar & o[ &7 a7 i T ot faeT: (arg 79)
NOT READ) (T 7a)
FEMALE . =i
MALE e =
D. age To begin, may | ask how old you TEA W (AT ATAT g, TRNI ST FTE | | qEaTd HL0ITIET, el a7 F1 3y
are? )
(Al - SR

—>IF age<16 — “Unfortunately, we
can only include people age 16 and
older in this study. Sorry, you are not
eligible to participate, but thank you
for your time.” TERMINATE.

—>IF 16-18 — if started as adult
survey, mark as youth and continue

with youth education question (Y.D
Educ (16-18))

~2>IF 19+ — if started as youth survey,
mark as adult and continue with adult
education questions (D. Educ (19+))

> IR ATHT I 16 T F FH §:-
AL |, TH ATTRT TH TAA § ATHIA
TR T T, g 16 T AT IAH ATAT 39 F
FARTRT T | ITHI T Tohl g | STTHT
T T o & [0 g/ ATH ATHL THe
#xd g | TERMINATE

> TT 16 TUIHET FHI:- TIATH, Al
< a9 a9 16 SATTOT ATHAT SATerh STEuT-
TATH T AAATHET HgATIT F% Ti=adl.
HTE T, AT TEHTT ZIOITH 9T ATR1.
TG AT AT ST FAHA 965 (a1 ATaaa
AT argra. TERMINATE
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SLTStatus1

In the last 30 days, how often did you
use any smokeless tobacco
products?

1 Every day

2 At least once a week

3 At least once in the last month
4 Not at all

—>IF ANS=1, 2, OR 3: skip to
SLTStatus2

—->IF ANS=4 and age=16-18: skip to
EVERUSE

->IF 4 and age=19+: Unfortunately,
for this study, we are only looking for
regular smokeless tobacco users.
Sorry, you are not eligible to
participate, but thank you for your
time. TERMINATE.

fos 30 &=t & o= H+t &g IRT Jarg &
IS T STATTS ThaT 82

1 Q=T

2 gudE § 9 ¥ FH T I

3 fios 76 & $9 & 9 ¢ IR
4 HON 8

>IF 4 and age=19+:-g¥"Ia=T, 59 59
THY 36 ST T AMHS B @ 8, S Fafia
U8/ 7 I 4T T qog SEIATS T61 P
2 | 80 W< 89 MU 59 AMTHS T8 HT
THd & | ST HTUDT e Tad a1 & [3Q
&9 TS TR Jhe I 8l

o 20T Joe! Pt HTaTiod qaTegam
AT AT AR ?

? TS

R SIS (A THaT Al
3 o1 Aig=ard fHAm ushar adt
¥ HE ATE

>IF 4 and age=19+:-JT I ¥ HTRT 2]
auT Ul ST AT A, F6! Bad gHiaied
Jor. AT S YT AT FEATHEIST I A6
T HIS e IS [aed 5 Y=IaIR.
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EVERUSE [Non-
users youth]

| am now going to ask you questions
about your smokeless tobacco use.

Have you ever used any smokeless
tobacco products?

1 Mishri

2 Betel quid with tobacco (paan)
3 Plain chewing tobacco

4 Gutka

5 Khaini

6 Zarda

7 Tobacco toothpaste/paste
8 Nasal/ oral snuff

9 Lal dantmanjan

10 Dokta

11 Gudhaku

12 Gul

13 Other smokeless product
(specify):

14 None of the above

88 R

99 DK

If any products chosen skip to
Agelnit.

If no products chosen skipt to
Sproducts.

qF H AIH U TfRT ¢ TGTF F ITAN L F
I H T T

T o w47 Aerfertea § & Gt 4o
TR qaTE F IATE T TANT 63T 872

1 99T

2 qarg qfga T

3 1T FET &l qaTE

4 =T

5 @t

6 sTaf

7 TaTE FAHSA [ TEE

8 ATF § AT q& & A SATHATeAT qarg qras? /
SRETES

9 T & T

10 FrhT

M =R

12 3

13 o177 gufaTgid IcaTed (Far)
14 IYLIE | & TS T8

88 R
99 DK

ATAT ATFET TFRTAT TH=AT gafaiad
FaTg=AT AT et vy fAEmne e,

TFar T gufaTiad darg ScaTaaT Tt
AU al ScaTad HefT EF AT Arg FT ?

1 foredt

2 UL F FaTE TEAA I

3 HTYT THBIITAT GaTg

4 e

5 Gt

6 sTaf

7 qaTg SAHSTA/ ST

8 ATHTETY/ TISTATE SETAHT TIHIT
9 AT EAHSA

10 rewaT

1 et

12

13 TA¥ gUfaEld ScaTed (793 F:):
14 T ThT FIoTd=r qTet

88 R

99 DK
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SLTStatus3
[Current users]

You mentioned that you currently use
smokeless tobacco
[daily/weekly/monthly].

[Ask if SLTStatus1=1]

IF DAILY USER:

On average, how many times per day
do you use smokeless tobacco?

[enter number]
99 DK/R

[Ask if SLTStatu1s=2]

IF WEEKLY USER:

On average, how many times per
week do you use smokeless
tobacco?

[enter number]

[Ask if SLTStatus1=3]

IF MONTHLY USER:

On average, how many times per
month do you use smokeless
tobacco?

[enter number]

If ANS=1 skip to SLTStatus3, If
ANS=2 skip to Agelnit

AT T T daTE T TN T &
(CRERGENEE N IEED)

[Ask if Status=1]

IF DAILY USER:
ST &Y I e 519 U e qard BT
faeT I JANT 3 872

(hHTP)

[Ask if Status=2]
IF WEEKLY USER:

dHaeET | 9id FHTE o7 U T2 qarg &7
et s T e E 2

(FHTR)
[Ask if Status=3]
IF MONTHLY USER:

dHaET F T Al o9 g0 AT FaTE HT
Rt T T FT E ?

(FHTF)

TFe! FeAT gHiazied darg aradr
(IS | Arza=ATa/ AIZeAT)

[Ask if Status=1]

IF DAILY USER:
I Y Rl qrel bt deT gHiaiod
TG AT ?

(hHTP)

[Ask if Status=2]

IF WEEKLY USER:

TITERT TAF ASASTTT ol bl AT
gutavied darg araear ?

(FHTR)
[Ask if Status=3]
IF MONTHLY USER:

IHLT T Al qFal (el 9@t
gutavied darg araear ?

(FHT)
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Age initiation How old were you when you first tried | srafs 3@ =47 ff S5 straer wgeft a2 ¢ FaT=AT fhaeT aff gl gufafed dare
[Current Users smokeless tobacco? TR qaTR T ITFRT AT 2 ITTE ATICVITH TEATT heA 17
and Ever users]
DK/R
Current use Do you currently use any of the T o FT Feforfeaa § & R queRa | gRet @er @t gataied darg Iorar
[Current users] fC;'(')%V:'Cflg Zﬂgzgeffcfzaﬁﬁtm AT I A AW A FH G K| T FIET Tera ARt Fee i
P ’ T I FLT & ? FBT ATILAT FT?

[INTERVIEWER NOTE: check all
that apply]

1 Mishri

2 Betel quid with tobacco (paan)
3 Plain chewing tobacco

4 Gutka

5 Khaini

6 Zarda

7 Tobacco toothpaste/paste

8 Nasal/ oral snuff

9 Lal dantmanjan

10 Dokta

11 Gudhaku

12 Gul

13 Other (specify):

14 None of the above

88 R

99 DK

If one product is chosen skip to
ReasonsForUse1,

If multiple products chosen skip to
UsualProduct,

If no products chose skip to
Susual1.

TATERTLHAT & ord AAT: ST AT & 39
Tl ST Y

1 99T

2 qarg qfgd T

3 HTET FET & qaTE

4 =T

5 Gt

6 sTaf

7 FaTE IAHS / TE

8 AT & AT qg & ol SaTedl qaTd 91ae? /
SRETES

9 T & HlT

10 FrhT

M =R

12 3

13 o177 gufaTgid IcaTed (Far)
14 IYTIE | & TS ToT

88 R

99 DK

TAFATETST FAAT: ST AN g T TG HL

(REE

2 UL F FaTE TEAA I

3 HTYT THBIITAT GaTg

4 e

5 Gt

6 sTaf

7 qaTg SAHSTA/ ST

8 ATHTETY/ TISTATE SETAHT TUHIT
9 AT EAHSA

10 rawaT

1 et

12

13 =¥ gufaEld ScaTed (F9E F:0):
14 T ThT FIoTd=r qTet

88 R

99 DK
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Usual product

[Current Users,
>1 product]

Which of these products do you use
most frequently?

(only one product)

9 IUTE H T Fferwiera amy Freert IR T
FAg ?

(FaeT THF IUTR)

ATAHT FTT IHTEA ATTIT JTET AT
JIILar ?

(F<F T IITEA)

Reasons for use
[Current Users]

INTERVIEWER NOTE: Repeat the
question if necessary.

TATERTLHAT & (o GAAT: STEd IS4 9T
T g0

(7T FATATST FAAT: TS TSATH T T
=)

In choosing this type of smokeless o . . . RIECIERECEENA RN EEEATIE
tobacco, was part of your decision = 4 TfRq dargaArs [ SRR qH=AT (ATAT=T FTET AT Gretie Gt
based on any of the following? s favi ferferfera & & e ow FIUTCATET TSI AT TLAAT 21T FT?2
TR =T?
The price. e E
1 Yes . 18
2 No ; % 2 T
88 R 88 R
99 DK 88 R 99 DK
99 DK
This type is of high quality. T Fferer Il
This type is less harmful to my Y e % fory 7g Jie/ The w9 BT SUE [ T HTAT ATLEITAT HHT
health. BT £ | BTHTHTT 42,
Susual1 [Current | Do you have a particular brand of FIT ATTRT U Ted daTF & SATE FAE /| THAT gHEART q&qTg ST ve /
Users] smo7keless tobacco that you usually | gz 2, B s mrerer i E 2 TRTT AT T ST T AgdT ara<ar ?
use?
1=
1Yes 2 &t 1o
2 No 88 R . ;R e
88 R 99 DK
99 DK 99 DK

If ANS=1 skip to SusualSlessTob,
If ANS=2,3 or 4 skip to Susual3
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SusualSlessTob

What is the full name of your usual
smokeless brand?

INTERVIEWER NOTE: Prompt for
name, type, brand, flavour

PROBE: What variety, flavour or type
would that be?

AT ATHTT U TR daTE & St 19
FTE?

TATERTLHAT & o GAAT: ATH, THL 3T
T8 % I IAL a4 & [orT Tged #L |

S FX| T FHIFET TR T TS 2

TH=AT AgH=AT g@faied darg=ar see

T FTT T ?

(TR TETSt TEAT:ATE, TR AT T
(Fera®) =AT IALTATST T FT.

=, v Frorar Y e =9 e,

Susual3

Do you have a type of smokeless
tobacco that you usually use?

1 Yes
2 No

88 R
99 DK

INTERVIEWER NOTE: Prompt for
name, type, flavour

PROBE: What variety, flavour or type
would that be?

FT ATTRT T Tgd daTd & IcATE AT THT
2, o s g fia g 2
1 @t
2
88 R
99 DK

TTATERTE FdT & [o1F GAAT: ATH, THT 3T
T8 % FTY H IAL a9 & [orT Tged #L |

THAT U R T ITATEATHAT TR 378
FT, ST 1 AT ATILAT ?

2 ATEr

88 R

99 DK
(STIHATATST FAAT: AT, THTL AT F4TS
(Fera®) =AT IALTATST T F.
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SPRODUCTS

Other tobacco
products [All]

In the past month, have you used
any of the following smoked tobacco
products?

[Read all and check all that apply]

1 Cigarettes (factory made and roll-
your-own)

2 Bidis

3 Hookah/shisha/narghile/water pipe
4 Cigars/small cigars/cigarillos

5 Pipe

6 Chutta

7 Hooklis

8 Other (specify):
9 None of the above
88 R

99 DK

You indicated “Other”. Please
specify:

If response=1, 2, 3,4, 5, or 6 go to
NEXT QUESTION. If response=7,
skip next question

e we ®, 747 a0 =9 § ¥ R darsm
T ITATET FT TEAHTA (AT E ?

[ TFTT 92 T ST AN 81 39 9T o 4]

1.FE (FeFedT | FaTT TS AT BT |
FATAY TE)

24T
3. g/ <fter/ TR / qI= T 9139
4. e/ =t e/ R

5. 919
6. %21

7. 5%Fm

8. =T (37ra )
9. I H F HIE T

88 R
99 DK

AT AiZeATHET qreraTetier Gt Arorder
AT ITATET  ATILA 3T FT ?

[|& I ATAT SATTOr AT FromT-AT
TAFHTHHIT GOT F4T.]

1. e (Faefmed sqfad fhar gram
T FAAT.)

2. fash

3. gg/feren/ARRE/ateT arEy

4. frm/gieT R/

5. qTeq

6. 72T

7. gwfeH

8. TAT(TZ FT.)

9. I ThT IO Y ATEL

88 R
99 DK

MultiUse
frequency

[All dual/multi
use users]

You mentioned you use both
smokeless and smoked tobacco.
Which do you use more often: [read
all]

1 Smoked tobacco
2 Smokeless tobacco, or

3 do you use smoked and smokeless
tobacco about the same

88 R
99 DK

AT FgT o, T gEfagrd ofi¥ g@aTT &7
qaTE, Trg T SETHTA FLd gl TAH &
AT ITATEA ATAF I TETHTA Fd gl
(@f )

1. HITT T JaT%

2. qETETET daTE

3. U T daTF 37 gH A d aaTh
ZI7al &1 IqAT 31 TEIHTA F2d g |
88 R

99 DK

TFar ATRIAeATIHT, Tl T SATfor
JUTATRIT 9T Iegl dATE ICATEATAT AL
AT, ATTT TFl HITAT ITATEATAT ATTT
ST STHTUTT F2aT ? (94 a74)
1%@11?@63‘@

PR CIERCARIELLCY
3:meﬁrmm
AT ATIT T THTOTT FaT.

88 R

99 DK

166




Ysusfuture

Do you think in the future you might

FAT T T 2, F afoes § s o o

TEETAT ATEd &7 T, TSI TFar Hefat

[Youth non- try using smokeless tobacco? e e et o we, o v e TR TaTE=T AT FXUATET T
current users] FATE FT TN FE T 22 FITT ?
1 Definitely not
2 Probably not 1. ﬁw SRR § TE ATET
3 Probably yes 2. A ;‘_&pr REEUREEIE]
4 Definitely yes 3. arIE T . 3 T g
88 R 4. Afaa dr o et ¥ T T
99 DK 88 R 88 R
99 DK 99 DK
Ysusfriend If one of your best friends were to TET AT FRHT @1 31 STl g0 TRd | ST qE=aT Ji=e FErdar uhe grerer
[Youth non- offer you smokeless tobacco, would T Tor A, AT AT AT SHET A FA1? | gEiAfEd darg et av gt e A
current users] you use it? 1. BT & ot FTTT FT 2
1 Definitely not g jg ;—&& i m
2 Probably not 4. Bf2r e o g 3 FaThT 2rr
3 Probably yes 88 R ¥ TH 2T
4 Definitely yes 99 DK 88 R
88 R
99 DK 99 DK
Ysusyear [Youth | Atany time during the NEXT YEAR, | &7 39 AT9q 2, T3 oretr 9 & e ey | q@ier aff wvefy €Y gt eqgfafea damg
Egg;g]urrent ;joobgggggink you will use smokeless | ofy Fry, a7y U TR TR T TAWT FET 2 | STl T TEEIAT AT &7 2
' 1. ey & 78 § TEHA ATE
1 Definitely not g jg ;—&& z WRT%H g
2 Probably not 4. Bf2r e e gt % T B
3 Probably yes 88 R 88 R
4 Definitely yes 99 DK 99 DK

88 R
99 DK
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Ever quit Have you ever made a serious A Fet AT O glqr@?rwaﬁr WWWWW
[Current Users] attempt to stop using all smokeless TR T e ¥ LT A E 2 FTET 9T T el AT T ?
tobacco products?
1 AVl
1Yes 2 % 2R
2No 88 R -\S;BHTF?
88 R
99 DK 99 DK 99 DK
Plan to quit Are you planning to quit using FT AT U Ted daTg S 1 TIF FT | Tral gaiaiied darg grevdm=T F=w #3d
[Current Users] | smokeless tobacco... TE . AETT FT7?
1 3T HEI % 3qT ? 1 3T HEI % 3T ?
1 Within the next month 2 ST 6 HEAT AT ? 2 TE & gt A
2 Within the next 6 months 3 & HEHT ¥ arg AT wiasy § B o e
3 Sometime in the future, beyond 6 4ZrEy AT AT AR A R E 2 3 AfgeaiHae e wiaeama Feiadi?
months
' 88 R AT a7
4 or are you Not planning to quit? 99 K 4 gaT 1 AET?
88 R 88 R
99 DK 99 DK
Quit health If you were to quit using smokeless qﬁmwrﬁaqﬁﬁgiqr@aw wawmm
[Current Users] tobacco permanently in the next 6 FT TN F7AT GIS 39 2, AT A% 2679 &, | TaTE FEAHAT Gl a7 Trarel ang
months, how much do you think it AT FEATESA T haT AT 2T 2 forrr el e Erefier o eeTerT ATed ?
would improve your health? ) ' '
1 faoga ot T8t 9 ATTETT AT 3 FATSATIT THTOTT
2 orETar 3 F-IT= THTOTT
1 Not at all 3
2 A little - 88 R
3 A lot 88 R 99 DK
88 R 99 DK
99 DK

If Youth skip to YDEduc,
If Adult skip to DEduc.
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D.Educ
(19+)
DE62311

What is your highest level of
education?

[INTERVIEWER NOTE: DO NOT
READ

1 llliterate

2 Literate, no formal education

3 Up to primary School (up to class
V)

4 Middle School class V to VII

5 Secondary School (ITI course,
class XIlI/X or intermediate)

6 Graduate (BA/ BSc/ Diploma etc.)
7 Post Graduate/ Professional

AT FOreAT T IFAH T FAT 87

(AT T=T)

1 erferfera

2 HIAT, IS SaATHH foreaT gt

3 T Arfias

4 FeAT ITAAT & ATAAT

5 ATSETTS TTSTHH, FaAT dgal / THA AT
G I AL

6 #Taw (.U /& e R T )
7 AT [ TR =B (Teeisque)
8 ®TasaY & 3g =t (sraria o=t )
88 R

TE=AT FAATHT IAH ATABT HIUIAT?

L SED

1 srforfera

2 forfera, sfra=tea foreror vt (armoa
T AT

3 yrurfaeF errewa (a7 =t woia)

4 HATEATHF ATSIAd a9 aTHEt O
EIGEIRDE

5 3Ig ATeAtAE (1T, a9 aerEi/agrEt
T Zxfafeue)

Degree 99 DK 6 T=dT (BA/ BSc/ Diploma T.)
8 Above Post Graduate degree (i.e. 7 qadrer T fre Tt
PhD)
88 R 8 TEATHT TEdTAT e TIAT (Fgorera
99 DK PhD)
88 R
99 DK
Income (19+) In the last year, on average, how g a1 § gt fAaTRe et 7igT & T YT UahadIa qH=AT "o ATT8E Jcae
DE62211 much was the total income (in Rs.) T IR FRaAT o | (7 ) Sp AT rre)
per month of your household? 1 uooo FFT hRL
1. less than 5,000
2.4,000-%,%%8% 2. 4,000 T FHT
2.5,000-9,999
3. 10,000-14,999 3. %e,000-%,8%% 2. 4,000-%,2%%
4.15,000-19,999 4. T4,000-2%,8%8% 3. 90,000-7%,22%
5. 20,000+ 5. Ro,000+ ¥, Q4,000-9%,2%%
88 R 88 R L. Yo,000+
99 DK
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Y.D.Educ What was the last year of education | q&gt Froreat oy wafq foreqor qof &y g 2 | T hrorear zay v foreqor quf ey amgy 2
(16-18) that you completed? (DO NOT (AT 7T (3T )
READ) TS e - e
1 Did not attend school ; ) %?ﬁ L 12 &l et
2 Up to primary School (up to class AT : f 2 gTIfoek arreudd (a9 =Tt wedq)
V) S il 3 AreataE areTAd (A A=A 9
3 Middle School class V to VII 4 STEETSTS TSI, el AT / T -
4 Secondary School (ITl course, TETHITE TS ) .
class XII/X or intermediate) 5 FeAT WA (Ig "Ieafah) 4 =7 FrertaE (11, 7 arerefi/zzr fan
5 Class XI (Higher Secondary) 6 FT AEAT (37 W) TfAfeue)
6 Class XlI (Higher Secondary) 7 gt 5 SFITAT (I ATEATHF)
7 Graduate level or More than higher 6 ATLTAT (I ATEATHF)
secondar 88 R
y 7 qaAt
88 R 99 DK
99 DK 88 R
99 DK
Religion (All) What is your religion? ATTHT gH FAT 82 T o+ FroraT?
DE62662 [DO NOT READ LIST] [ATEATERTERAT JTe: T 7 T2] [TEFATATE g ST AT e
1 Hindu 1 foeg
2 Muslim LTI
3 Christian 2 7t 1 Bz
4 Sikh 3 fr=w 2 wqitew
5 Buddhist 4 Firr
6 Jain 3 ferar
7 Others 5 ?j 4 oftg
88 R 6
99 DK N S ?
88 R 6
If Youth skip to 99 DK 7 FAT
PREOverallOpinion, 88 R
If Adult skip to Occupation 99 DK
ReligionOTH You indicated “Other”. Please qT THE FL AT FT

specify
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Occupation What is your primary occupation? ATIHT T THF =HaaTT FT %’? T P IPIE E R BRI R I L I,
(19+) [Do not read list] [T 7 €] (7737 79T HIST AT A
01 Professional, technical, and 01 J9ra<, Tt 3T Ha e F1F 01 =rraeBeE. 41 arfir et
related workers 02 serrerfere, FTRTET o Taeefig et ’
02 Administrative, executive and 03 Frfefrr sie d5f 1 FHAT
managerial workers st 02 werrafsrar, FHEfHTE Arfor e
03 Clerical and related workers 04 '
04 Sales Workers 05 FATHTHITT FHAT
05 Service Workers 06 FrarTe, FrgameT, FrTeY, et e 03 FTTEA AT HaATera Fe=ry
06 Farmers, fisherman, hunters, Tt T AT
loggers and related workers Eh‘lg‘%i .. . 04
07 Craft and Related Trades 07 FTF 7 HAAT 05 AT F=T
08 Plant and machine operators 08 wefTe 1T &= F=Terh 06 9aF. FET. T, HTE AT
09 Elementary Occupations 09 gTafas sraa1 2 : ’ : , ’
10 Student 10 BT
11 Unemployed .- 07 geqsheT smfor Fafera we=mr
12 Housewife M 08 weeT FTfor A FH=TeY
13 Other (specify) 12 [fgoft
88 R 13 97 (FeorTaETY): 09 i =raamT
99 DK 11 FTSETE
12 Jfgeft
13 za< (quefier &1m):
88 R
99 DK
OccupationOTH | Other Occupation: Please specify qT THE FL AT F
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Preoverall
opinion [All]

For the next few questions, I'd like to
ask for your opinion about smokeless
tobacco products. There is no right or
wrong answer—we are most
interested in your thoughts.

What is your overall opinion about
using smokeless tobacco? Is it...

1 Good
2 Neither good nor bad
3 Bad

88 R
99 DK

I Fg TATAT H gH U T2 qaTF & T
ITATE o FTLH ATTHRT T ATHAT AT Bl
TAH F FTE TE AT TAT T AT T EH

O STt STaTe ST F78d 2 |

U TRT daTE F I H AR For AT
TAFATE ?2TEE....7

1 s==1

2 7 =gl AT A U
CEM

88 R

99 DK

TEN T TATT HY Trerert gafavfed darg
it = wa 17 ag T o= o,
T FTel o (T aLET ATl SAFerar
T A ST AT A,

gutaied dare=ar arararad i+
TG FTT d Ag? o 7A?

1 HFTLTCHS 38

I FHRTITCHEGT ATal AT AHTLTHFGT ATal
3 THTHS 3Ty

88 R

99 DK
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Relative risk [All]

I would like to know what you think
about the following smokeless
tobacco products. In your opinion,
please rank the following smokeless
tobacco products from most to least

harmful:

Answer rank

[Interviewer Note: if respondent says
they think all are equally harmful, ask
‘if youhad to choose, which would

TH Tg TTHAT ATed g T, srweht Maferfea
U Tfed T F A H FATAT S | T F
T & FEr Fefoted du R et F
ITATE o SATET & FH ZIARTCH H F9RTofy
¥

[3RTE |TEATEHRAT 7 FT 6T, T Teh THTT
gIAETE &, T 3T T T, 30 Ivg TF

ATFETAT ST SATIH T ol GTAT T
FAAT UL BT AT AT TETAT FHTA
FTed, TH=AT TATTATE ST d HHT
TRTRTaT 9T @Teter Iearaar=1 At
T

[STT ATETRAT o o THTHTOT gTiHT®
Aed T8 AR q< o= i1, ST grgrar
=T Fae FroamE FifRias 9T ATdar el

you say is the most harmful’, etc.] AT AT 2T AT g FITHT AT Frora T

1 Mishri

2 Betel quid with tobacco (paan) 1 farsft

3 Gutka 1 7T .

4 Zarda 2 T AT T gﬁqf T FATY TEAA I

5 Nasal/ oral snuff 3 et 4 Gl?fg

6 Gudhak

Hehard 4 st . . 5 qATRTETY/ FIETATE AETTHT TTHRIT
5 9T § AT q& & A1 SATAare ! aarg qras? / 6 TTF
TIHIT
6 =T
Relrisequal All are equally harmful T T d{E &l e e ¢ T IRET PRI 3o,
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General
attitudes [All]

preGA1

In your opinion, please tell me
whether you agree, disagree, or
neither agree nor disagree with each
of the following statements. In
general...

MU FTHN 19 g4 FaTd fob =T R 1g
9o ¥ Tgad §, 7 T89d & 3R T FEgad
&, JIIT T &, [FTHI:

THeaT 7 Wied [Rebed [ermie! geds
faermmal et T #eTd, TeHa 16 fohar
YHEHTE! ATE!, FHEHT HEIA.... TR :

RN T T TR T 3 FeT Y A | A A 4 AfeT qaTg AT
Indian society disapproves of EREGIE .
smokeless tobacco use. ? TR IR
| ggHa Bl R IGEHAT IS
1Agree 2 e 2 3 TEHTE! ATe! S aT STEHdE! ATeT
2 Disagree 3 9 AT HR T FHeHT 88 R
3 Neither agree nor disagree 88 R 99 DK
88 R 99 DK
99 DK
preGA2 Smokeless tobacco is highly & Ted d91%; T Hd ¢ | gutavied darg AT FLTTAE.
addictive.
preGA3 It is acceptable for females to use AT 1 §U Ted do1g; HTHANT ST PR | it gufaefea darg s s .
smokeless tobacco. g
preGA4 Using smokeless tobacco sets a bad | &g 1f2d darepet SU=inT Srealt & a1 HEATRT TaTgAT T HATHHIT AT
example for children. IR T E 2 IETELI I LA,
preGA5 Smokeless tobacco use is harmful to | € Tfeq daTey T ITHNT AR & foset aIrerep gHTETRd daTg=T AT AT
health. ATl HTRTETIF TS,
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Current HW [All]

Thinking now about the packages for

A U TR T K IATE (TF, HA, TF,

smokeless tobacco products (paste, | fo, Fraer) ¥ T3z ¥ ame & §19 F7... (e e, arfe, =3, atee) e
sachets, packs, tins, bottles). . . AT
el % AT T & F97 9 | v g
As far as you know, do smokeless FaTE F Tohe IT FIT TETEST Gt Aqradt | TFRETAT S "I g ATHTE ATard e
tobacco products in India have 2? HUCATET ggﬁ-d%-cr GELEE grfFeraT
health warnings on the packages? AT T 39T AT #T 2
1. BT (TS Icaa Fit ATLT )
1 Yes (including ‘some products’) 2. i 1.1 (FTET TRTII=T 78 )
2 No ' 2 ATEY
88 R 88 R
99 DK 99 DK 88 R
(If USER1=1 skip to HWLastPack, 99 DK
If USER1=2 and answer=1 skip to
IndiaOnly1,
If USER1=2 and answer=2,3 or 4
skip to HWOpinion1)
HWlastpack On your last package of smokeless e fogedt o forw o gu dRq g F | gl et Aadear qatavEd dargsa
[Current Users] | 10Pacco, was there a health waming? | &3z Az waresy wiefsft Fqmafl v iy | "1fhera Ao ey g areeer 71 2
Far?
1Yes 5
2 No 1. =
3 Can’t remember tE
J. 2. &l 3 ATEY
3. srad ATal.
99 DK 3. WT‘T@ 88 R
88 R 99 DK
99 DK
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Indiaclist_1

Can you describe what the health
warnings on smokeless tobacco
packages look like?

Interviewer checklist:

1 Don’t know

2 bad/gross teeth (correct)

3 diseased mouth (correct)

4. facial tumour (correct)

5. x-ray or graphic lungs (incorrect—
image on cigarette/bidi packages)

6. Scorpion/bug (incorrect image—
image on old warning label)

7. man with graphic lungs (John
Terry image) (incorrect—image on
cigarette/bidi packages)

8 Can’t recall

9 N/A - no package, homemade,
borrowed, etc.

10 Other (incorrect image) — specify:

FAT AT AT The! & AT 4T T2 qaTE %
e 9 3 FamadT fees 7% ade?

AT TR

T | AR (FE)

THTEHE (1)

S A T ()

T AT ATThRF FFe (Terd Brree a7

fast & e = 1 =)

6. fa=g / aE(aat=a — [+ e 7
EIEGIERT)

7. UTHrEE ST F AT ATHT (S a7
=7 =)
(et fiemee = fost % T ae @ )

8. =TT LI

9. e FEI, XY FATAT AT, IT 3T foram
TAT3..

10. T (TAATT) — THE FL

abrwbd =

qUTaTied dare=ar qTfeheiaiied AT
oo o F9 Freara?

2. wfRaATR

3. GUF (ATE2)/ATE T kel aTq (L)
3. TREAIE (TTET)

4. FZ-ATAT AT (TLE)

5 TFAY AT aThe R (-
e fad=ar miferata =)

6. fag (FRifTae)/aT (FF-—qET=aT1 TarT-
Fragtaie =)

7. AT FFEH SO SAhl (S <t o
=) (FF-Feme/fad=ar mifretatea
IEED)

8. AMEaqTal.

9.qTfehe ATET, =T aaface FaT 3
A, 3.

10. TAT (FHIA =) AHEHLHRT
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Indiaclist_1

Can you describe what the health
warnings on smokeless tobacco
packages say?

Interviewer checklist:

1 Don’t know

2 “Tobacco Kkills” (correct text)
3 Some mention of “tobacco”
(partially correct)

4 Smoking kills (incorrect—text for
cigarette/bidi packages)

5 “tobacco causes cancer”
(incorrect—text on old warning
labels)

6 Can'’t recall

7 Not able to read

8 Other (incorrect text)—specify

§u Tfed darg * Foe o 5
FATAA I FAT A ARLAT 82

TaT T

FATEAAAATE (FET)

FRITLET “TATE" (ATSTARqHeT)

AT AT (T —

frreaTfadte e aehi=arad)

5. "dETRATHIgATe" (TAqrT —
T Toheu? H=arady)

6. =TT AT

TEdRl qohd

8. I (A=) — THE FL

HpPowN=

N

qUTaTied dare=ar qTieheiaied AT
o= Tom-a1 vt F g Fara?

?. FIRd e

3. TATEH g gral.

3. FE AT Feh " qATg” (ATSH FLE)

. AT JARTIF e, (FH-TeeTTee srfor
ot mfretafia =)

Y. "TATEHS Fea? gral” (TFH-Ta =471 290T-
aTUEr afve =)

<. MSad ATal.

0. T A ATLI.

<. TA(FHHAT =)=

(If USER1=1 go to IndiaOnly2,

If USER1=2 skip to IndiaOnly3)

IndiaOnly2

In the last month, have you made
any effort to avoid buying smokeless
tobacco packages with the health
warnings on them?

1 Yes
2 No
88 R
99 DK

e 789 v TR darg F The @
SIHATS JATawT % FTLOT AT FHAT AT Tohe
T oA FT I AT E ?

1.8t

2. T

88 R
99 DK

———— S —— -
FRA TAT-AT TEATHS Tl guaied aarg
T =T Tt g & ?

2 grr

R AT

88 R

99 DK
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IndiaOnly3 To what extent, if at all, do the health | firr gz 9, ¢ Tfa damE F Fhe T qUTaTied daTg=aT ITiheiatid TT-a7
warnings on smokeless tobacco FIATSl SATAAT ATTHT S GAL BT ATE | TSATHS T AT BIVT-T AT
packag(_as make you think about t_he frerelt & 2 TEETAAT PRl ST ST et 2
health risks (health danger) of using
it? 1. faeger ft T2 9 St AT
2. T 3 TSTT THTOTT
1 Not at all 3. FTHT-SATaT ¥ F-ITH TS
2 Alittle 88 R 88 R
3 A lot 99 DK 99 DK
88 R
99 DK
HW opinion1 Do you think that smokeless tobacco | =m siq #1ed & {3 U Tf2q dars F ke TEETAT ST ATed & #f, gaiatiad qarg=ar
[All] packages should have health T FTE Ha et AqTAAT 2T AR 2 RIS AT fATRrE gormy aee
warnings? TR
1. =
1 Yes 2. & -
2 No 3. amE i EiL
3 Maybe 88 R 3 gl
88 R 99 DK
99 DK 88 R
99 DK
HWopinion2 [All] | (IF YES) Do you think that the health | (IF YES) (IF YES)
warnings should include pictures? AT AT WA & FATey Fae Jaqrat & TERTAT A ATER A, AT BT 29T
= g =R 2 Traerae Freraeier et iR 2
1Yes
2 No 1. =t ¢ 8
3 Maybe 2. =& 2 A
88 R 3. I 3 =R
99 DK 88 R
99 DK 88 R
99 DK
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HWp1

[Current users
and ‘Current
HWs'=yes]

Do you think the health warnings on
smokeless tobacco packages should
have more health information than
they do now, less information, or
about the same amount as they do
now?

1 More health information
2 Less health information
3 About the same

88 R

99 DK

FT AT A 2 6 40 2 darE  Tohe
T TH T ST FqTET gadl gEar 9T §
ITE ATAF FHET AT(RY, FF AT T

TR, o Ia & g AR Srad
qfTE ?

1) srfers TaTesTEaet g=AT
2) FH et gEr
3) AT IAATE! foraet AT §

88 R
99 DK

TEETAT ST ATed & #f, gaiatiad qarg=ar
TRHAT TLAT ATAAT AT

AT TIEAT STET ARt STATAT, FHT THTAT
e Trear sg faaeht et =g ?

1 SITEq AT AHTET,

2 FHHT SHATET

3 AT arg faaeht qeeft ag
88 R

99 DK
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HEALTH WARNING RATINGS

PROGRAMMING NOTE: For the health warning ratings,
each respondent will see 1 set of warnings, each set
consisting of 5 different warnings: 1) oral cancer, (2)
mouth disease, (3) heart disease, (4) addiction, and (5)
death, for a particular executional style (one of four
experimental conditions: 1) text-only warning, 2) pictorial
warning with symbolic imagery, 3) pictorial warning with
graphic health effect, and 4) pictorial warning with a
personalized graphic health effect and testimonial). The
experimental condition that a respondent is in should be
randomized, but with balancing for the number of people
assigned to each condition.

I’'m now going to show you a series of tobacco health
warnings.

I'd like you to take a moment and look at each warning,
after which I'll ask you several questions.

The questions will ask you to rate a picture using a scale
from 1 to 10, where 1 is ‘not at all’ and 10 is ‘extremely’.
I’'m going to show you an example using this scale.

H A ATTHT qaTF o Tehe I ST TqTeegqaae’
FAATAAIT g AT ATATA.

TH AT & o T THT AHL o AqTa 3
T I I T H AIH I a8 | Fg

AT T |

ATTHRT § T 0 % Thel T TEAHTA F¥eh g% TFH
=t 1 ¥ weAT 8, 5|w ¢ &1 gqaa

‘I Al #fiY ¢ o FT AAAT ‘Fg SATIT &l |

TH Thel HT TETHTA Tk g0 TR Tk
ECiERC REtEIenl

FIAT, AT H TATT 6T Tg Filed F2 g ?

ATFET ATAT ATTATAT FTal TATELTH AT TATY

FMEFUTT AT,

HATFETAT 3TH AT l, Tral Flal FD TAH
TMTT A1 TZTAT SATTOT ATHAL ATl ATTATAT
et v fa=Te e

TFRTAT ¢ T ¢ o =T TheA =T ITANT Fded
TSI Y2 0T JRTTE SR, AT 72 ¢
TS "FTRI ATal " AT ¢ o TS g
ATFET ATTATAT ¢ T ¢ o =AT Thel AT ATIL FHHAT
FLAAT AT U IS0 93 Sl

IqT T AT ATIL 6 Al TFETAT IETZL0T
TEA 18

FIAT, AT HAT FT T g Filed Fe g
F1?

Please tell me whether this kitten IS CUTE. 12 3 4 5 6 78 91011 2 3 4 5 6 78 910
1 2 3 4 5 6 7 8 9 10 DKR | e« &l it agd  F& sAmT & AfvEma AR weAiaT g
Not at all In the Middle Extremely
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One means that you do not find the kitten at all cute, and
ten means that you find the kitten extremely cute.
Do you have any questions?

Great, now we’ll move on to the actual questions. You will
see 5 warnings, each for a different health effect. The
same questions will be repeated for each warning, using
the 1 to 10 scale.

I will now show you the first image.

[SHOW HealthWarn1 image]

9 FT AAAS ATTHT AT AT &l g Fled F4e
2 T ¢ o FT AAAT ATTHT A7dT & T T8
#Ted Fgl SATET FE & |

ATTRT FHS qATA 52

U<, 9T 9 q=T TAT 9T T 2.

ATTHT AT AT TATELAGALT ZT Tk FqTawT
& o= =rqratiat TS ST

FEITT ¢ & 2 0 Tl &l TEAATA Fileh g% UF
FATaAT & oI FrEmT &7 ST |

AT gH ATTH] TgadT = Tari|

9 TS TERTAT AT ATed ATal ahl Hhled
FC AT, AT ¢ o TS Fled I+ FIE e,
T T T A AT 2

e, SATAT ATV HgedT=aT TITHhe aaTd.
TEETAT ATATGAT AR AT drFaTaa et
T U AT AT, Touw TAT- AT ¢ T
9 o =T ThHeAAT ATIL F&ed ALETH TT
[EEIECISIECE

ATAT ATFET TFTAT Tfged =1 Iraferdl.

HW11. On a scale of 1 to 10, where 1 is ‘not at 9 | 9o &% UH Thet, S\ # ¢ T o faege g%gowqﬁsrq@a-{,@fagtgmﬁ’aﬁ-@rm
. a", and 10 iS 'eXtremely’, please te” ;‘@" 3ﬁ—{ 2 o &l ggf ‘i@ STTaT :Qﬁ" g’ Tq—q-r ;‘T@" 3“-&[ 2 o W ’qqa" (AT 3ng: 3“%’ q<
aattention whether this warning message... FATH fF 7 Farae d2er e T £ FAT T Y 2T ST H29..
... A T AL BT,
... ATTRT &1 Fi=dT 8l
...grabs your attention
HW11. On a scale of 1 to 10, where 1 is ‘not at ... e are.
_ all and 10 is ‘extremely’, please tell
bbelieve whether this warning message... ForoaerefiT 21
...is believable
HW11. On a scale of 1 to 10, where 1 is ‘not at
all and 10 is ‘extremely’, please tell
crelevant whether this warning message...

...Is important to you
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HW11. On a scale of 1 to 10, where 1 is ‘not at
all’ and 10 is ‘extremely’, please tell
dalarm whether this warning message... . A 2 e A
...Is surprising
HW11. On a scale of 1 to 10, where 1 is ‘not at
_ all’ and 10 is ‘extremely’, please tell
efright whether this warning message... Lz e e
...Is frightening
HW11. On a scale of 1 to 10, where 1 is ‘not at
_ all’ and 10 is ‘extremely’, please tell
fdisgust whether this warning message... e ) S 2
...is disgusting
HW11. On a scale of 1 to 10, where 1 is ‘not at
all’ and 10 is ‘extremely’, please tell
gunpleasant | whether this warning message... e # w2 TR R AR

...Is unpleasant

HW11. On a scale of 1 to 10, where 1 is ‘not at 9 | 9o &% UH Thet, o 7 ¢ T 9 faege ¢ T Lo =AT HISIEET, ST ¢ T SAforara
honcern all’ and 10.is ‘extrgmely’, please tell me TE AT 9o FT S’ Ty SATET A F, FAAT AR o ¢ o TS I I @ Ay, A7
whether this warning message would . . . W AT B 7w A daer 2. FT T AT BT AT 2
...make people more concerned about | " T 0 T RIS A AT FATEEA AT 44 AR FaTg=AT A AT
the health risk of using smokeless HALT G F AT H AL SRS 47T 8 CIERIERRIEIPEE LA IEEEER
tobacco
HW11. On a scale of 1 to 10, where 1 is ‘not at
iprevent all and 10 is ‘extremely’, please tell me
whether this warning message would . . .
... help prevent young people from . ) cov. TRV AR T T FLATIEA
starting to use smokeless tobacco W‘hﬁ U TR T & T F kAT | TGUATEH HET FLed.

gl
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HW11.

On a scale of 1 to 10, where 1 is ‘not at

attitudes [All]

you agree, disagree, or neither agree nor
disagree with each of the following
statements. In general...

AR g agad g, T agad ¢ AL 7
FEEHT &, ATAT AHEHT &, | FTHTIA:

jquit all’ and 10 is ‘extremely’, please tell me
whether this warning message would . . . a R daTE AT FOTA AT A
... make smokeless tobacco users -4 e LATS A SEIGIEEE] ATST Seft s AL
want to quit gred # forw gfeq #zar g
HW11. Overall, on a scale of 1 to 10, how Wﬁw,1@r1o%&qﬁq—{,qgww w,g?{goaﬂzﬁsﬂq@?{,g
keffective effective is this health warning? Hareft FaTa At T 82 AT T By TATaeTeT sEa?
ATTITUDES AND BELIEFS
PostOverall What is your overall opinion about using U Ted daTs & AT H SATh! T [HATHT e fRd dare=ar araerarad U Uahaid
opinion [All] smokeless tobacco? TMFTE? AT EL? T F AE?
1 Good ET 9 HFHTIHS 38
2 Neither good nor bad 2 7 ST AT T A R WATTHTRT ATET
3 Bad 3T oo oK
88 R 88 R '
99 DK 99 DK
General In your opinion, please tell me whether ATH ATHTL AT gH aarg, & 7= fag 7 TH=AT 7 AT faered femaihr s

Frerrameft T wew sreTq, TEwd Ay e
AHHTR! ATel, AHEHT SATETd... ATLTIU:

PostGA1 . . .
_ _ , AT FATS &0 T2q qaTd & TR & AT FATSITAT gEfafad darg AT ATel.
Indian society disapproves of smokeless AT A AT E | 9 TEHA AE.
tobacco use.
1 294 gl 3 AHEHT 3R, '
‘A 2 TEEHT 2 3 gHdel ATel AT sgHaet
gree 3 9 a7 Tgud T 7 sEgad TR
2 Disagree 99 FaTaT T 2., Fifaer
3 Neither agree nor disagree 88 R 88 R
88 R 99 DK 99 DK
99 DK
PostGA2 Smokeless tobacco is highly addictive. §U Ted 9o UH ad & | qUtavied daTg AT FITT T2,
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PostGA3 It is acceptable for females to use Sieat &7 U TRZ FaTE FT R FAT it gqufaeied darg arawor @i .
smokeless tobacco. = E |

PostGA4 Using smokeless tobacco sets a bad g0 TRT qaTHHT STAN aF1 & qTHA G20 U Rd dargaT araT a1 a1 arse
example for children. IETET TEAT & IEATELIT I LAl

PostGA5 Smokeless tobacco use is harmful to §U Ted daTs T STIRT R & o amas | guiaxiad darg=T arae STy giaard®
health. T-Qﬁ'a'[ g| 3]'[%

PERCEIVED RISK

(If USER1=1 skip to worry,

If USER1=2 skip to RelRisk1)

Worry How worried are you, if at all, that using AT = FTaH! A7 (ha =faa g &, gu wRa | gquifeaiRa darg aEsama ga=ar sararar
[Current smokeless tobacco WILL damage your FaTE AEASTH AT TR T THAT T Trgrereer At qegrer fht e
Users] health in the future? Are you . . . TESTIT? & 41 Fraa? A2 T el 2
[read first 3 options] ’ ' [q_%'ﬁ 3 Tty AT
[Tg< 3 91T &) 1 b= A
1 Not at all worried Arf ' 2 ETeft =T ared
2 A little worried IR Eﬁ' .sﬁﬁ T 3 1 ¥ ared
3 Very worried 2 “TeT ) 88 R
88 R 3 Fwrehr =t 99 DK
99 DK 88 R
99 DK
RelRisk1 [All] | Compared to smoking cigarettes, do you | f&e g@am £ qaaTH, F47 o U 2d dars &7 | BRea= ga@a= Seuam=a1 qoqd gataiga
think using smokeless tobacco is less Tqree % o ww griverTe, stfers g, TATG ACFATATST FHT G , ST
harmful, more harmful, or no different for AAAT FIT AT ST AT 872 ST [HaT FIEIET 3T AT 9 TraTaT
health? JTeq?
1. F gIAFTH
1 less harmful 9. FH HIHE
2 more harmful 2. fer gIEF® 2. STE BT
3 No difference . FTEET A
88 R 3. T T AL ;8 R ™
99 DK 88 R 99 DK
99 DK
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RelRisk2 [All]

Compared to smoking bidis, do you think
smokeless tobacco is less harmful, more
harmful or no different for health?

1 less harmful
2 more harmful
3 No difference
88 R

99 DK

=T e it QAT H, 7w o9 4 Rq
TFATE T FaTeeT & o 7 griAwre, i

FIRFTTH, STeraT T a7 T 719 2 2

== T FX0AT=AT qAAd gufatiad
TFATY ALFATHTST FHT GIATHTE , AT
ST ThaT FTelel vl ATeIa o1&
TFETAT ATEd?
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HEALTH WARNING LABEL RECALL

I’'m now going to ask you about the health warnings that
you’ve seen in this study. In total there were 5 health
warnings. I'd like you to take a minute and try and recall
these health warnings: you can say either the words of
the warnings or provide a brief description of any
warnings you can remember. It is okay if you can’t recall
all the health warnings but please try your best.

[Ask “Any others?...” after each response]

[PROGRAMMER NOTE: Create checklist with each item
below]

T AT ATIRT T Ha et Aqrady F e |
T HATA TAT AT2d &, ST 9 =9 e |
T E | T [HATHRT 5 FATEA Aqradl @ | gH
FTEd & T o a7 Taresy Aqrast & T8 Hied
T FHITALT FRSIIT| AT & IHF 9158 FAT Tl
2, AT I TATEST FqTaAT T A FHleh T
T g, 3T ATTHT T, ATE AT Tt o Tgr ar
oY =T & #rg a7q 981 9% g9 Argd g v
ATy Hrferer sE FRshi)

HTEATERTL FAT & [T AAT: T AAT?2... 8L THh
AT % d1% |

HT TETAT ATAT FATE Haeft T S TEar AT
FATHIHE TTieel Aed , ATHAT Fral T
=TT SR, TR 4 e HaEt Tame
HATed. TAT aTed o, Tral AT SAT-ATAT
ABATITAT TIS A& F. Tral HAT AT
el 9Ie8 FR] T, fohaT @ avid & #%
STHAT. TERTAT FTal S ATl ALl Flal
AT ATl , T HAT 378 qTed 6l Tral TId
ST FA.

[TTFATHTS AT "SqT FRl?".... TAF
EEIGEY

Experimental condition 1: Text only

-text: “tobacco kills” and REFUSED (common to
all labels, separate item on checklist)

=qT3: FATE FATAAAT 3 |

-ATfRT: TaTg JARTIH T2,

TOBACCO KILLS
-text: “tobacco causes mouth disease”
-other (incorrect): please specify

-OTS: AT F AT el T FEL Zrar 1" -  "FATGSAT HAAT b FATAT Foh LT
Tobacco causes A (TEA): T A g
oral cancer "X () FAT T T
TOBACCO KILLS
-text: “tobacco causes oral cancer”
-other (incorrect): please specify
-T5: "FATE 6 HAA | Y A AR g | -  "FETEAT AT ATETHT THT
Tobacco causes -3 (AT): THI Y grar."

-2 (TF) @ PIAT THI BT
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Tobacco causes

TOBACCO KILLS

-text: “tobacco causes heart disease”
-other (incorrect): please specify

-OTS: "TATE & qad F et AT g g1
-3 (TAA): THE FL

-ATIRT: “HaTEg=aT HadTHe gaataHe grar.”
AT (FF)  FOAT THI B

Tobacco is
highly addictive

TOBACCO KILLS

-text: “tobacco is highly addictive”
-other (incorrect): please specify

-qT%: " qaTF "ATaE Ad 51"
-3 (TAT) © THE FL

Tobacco kills
2500 Indians
every day

TOBACCO KILLS

-text: “tobacco kills 2500Indians every day”

-qT%: " qaTE gLt 2500 WA ol ST o T

2
- (AT THE FL

AT “FaTg FLLS RY 0 0 WA FT=T forer
~EA () AT THE A

Experim

ental condition 2: Symbolic imagery

Tobacco
causes
oral
cancer

L] HH
-text: “tobacco causes oral cancer”
-picture: scorpion/bug (correct)
-picture: other (incorrect): please specify

-OT3: "TETE & HA & A T HE grar gl”

- o fag /& ()
- o o= () - AE Y

-ATIRT: "FATE=AT ST TLATAT HHT T
S EERCE WACE AN GEICES)
- T (FF) THE w0
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Tobacco
causes
mouth
disease

TﬂBAGGl

text: “tobacco causes mouth disease”
-picture: snake/cobra (correct)
-picture: other (incorrect): please specify

qTS: "TATE & Had ° Hgahl [SATT grat gl
SEERCIEETEINGED)
- o (Te): TR Y

-ATIRT: "FaTE=AT AT qIeTET TN grar.”
- =T/ FrET ((FE)
- - T () THE

Tobacco
Causes
heart

disease

-text: “tobacco causes heart disease”
-picture: yellow triangle (correct)
-picture: exclamation mark (correct)
-picture: caution sign (correct)

-picture: other (incorrect): please specify

-qTS: "TATE & qad F et AT g g1

Forr: Fre B (78

-ATIRT: “HaTEg=aT HadTHs gaataHe grar.”
- feer B (a3Ew)

B = g (30)

- gEaTa e (FTew)

- Taw (3F) TR F

NE

TOBACC(

-text: “tobacco is highly addictive”
-picture: red circle

-picture: ‘no’ symbol (correct)

-picture: other (incorrect): please specify

;" FETE ATAE Ad gl
AT AGD (T

LT TR (FE)
: o (TTEIA): TR L

%%%a

- TR “darg AFATaT =g,
- e ade (FTET)
-t AT (30E)

- 29w () T E
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- OTS: "qATE gL 2500 WA T ST AT

- AT FTLS RY 0 0 WA (FT=T forer

Tobacco iR .
k:IrI\Zii?\go Rrr: gt i 2Rt (@) - =T AT A ()
every day KRS GED) S EERCLNCRIEES)
s (7o) T wY - ez (7F) TE w0
] HH
-text: “tobacco kills 2500 Indians every day”
-picture: skull and/or crossbones (correct)
-picture: poison (correct)
-picture: other (incorrect): please specify
Experimental condition 3: Graphic health effect
-qTS: "qATE HHATH HIGF FH< grar gl - " FATLSATHAA TG TATAT FAHL T
Tekacce ot Y e e (7) B

cancer

KILLS

-text: “tobacco causes oral cancer”
-picture: tumour on side of face (correct)
-picture: other (incorrect): please specify

- o (Te): TR Y

Tobacco
causes
mouth

A .5 disease
TOBACCO KILLS

-text: “tobacco causes mouth disease™
-picture: diseased/gross teeth (correct)

-picture: other (incorrect): please specify

-q7%: "qATEH qaTE He A FHET et 2l
- TR | g (FET)
- o= (T9): qHE

AT " FATL=ATE AT qIET=T 19T grar.”
- s e, fRedeETa (FEr)
- 9T (FF) e
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Tebacco
causes
heart
| disease

-text: “tobacco causes heart disease”
-picture: open chest (correct)
-picture: surgery (correct)

T "FATEH HATH faereht Ay gt 1"
S ERCCIEARINGELD

- T (F8Y)

- o= (T9): qHE

AT “FATL=ATHaATH S gaa T gral.”
- SRR (FTER)

- FET (F3rE)

- Tae(aF) TR E

-picture: other (incorrect): please specify
Tobacco
is
highly

-text: “tobacco is highly addictive”
-picture: hole in throat (correct)
-picture: tumour on throat (correct)

-qT3: "qETE ATTE Ad 2l
- o ¥ wE (T

S EBR ERECE CRC !
= o= () THE T

-t TeATHey et (FTrEv)
S EERCERIE O RIE el CRAEEY)
- Tae(aF) TR E

picture: other (incorrect): please specify
TS = ; N

Tobacco
kills 2500
Indians
every day

TOBACCO KILLS

-text: “tobacco kills 2500Indians every day”
-picture: dead body under white sheet (correct)
-picture: other (incorrect): please specify

=OT3: "FATE g 2500 ATLAAT A T Aqr
2

- qTE-AT FAEATETA A /AT
(FTER) (W2

- s (STr): THE F

ATt Ty TS Y 0 0 ATTA AT o7
.a.a.u

- ﬁﬁr TIE-IT FISATATATA TA/TTANT
(FTaT)
- Tq(E): T F

Experimental condition 4: Testimonial
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~
Tobacco

causes oral
cancer

“l lost my jaw to
oral cancer.”
Ajay, age 38,

died two weeks

after this photo
was taken

-text: “tobacco causes oral cancer”

-picture: man with oral cancer (correct)
-picture: missing jaw (correct)

-picture: other (incorrect): please specify
-testimonial: “I lost my jaw to oral cancer”. Ajay,
age 38, died two weeks after this photo was
taken.

-OT3: "qATEE a4 H HI@HaE grar gl"
- AT %9 % 97 ATeHT ()

S EERSEELIRGINGED)

- e () THE #Y

U7 "HTEE AT AT g F AT FUAT SAFST
T f&=m" 71, 39 38 T, T HIEl o 6 2
THT AT I AT HIG Bl T |

- : "TATLAT HAATHS FTSTAT Foh LT
-f=ret: AT FHTN ATAAT ATH (F2Ta7)
-2t STa=T FEEr " (FE)

- Taw (3F) TR F

-ATIRT: "TIET=AT FHLNHS HT ATTAT ST
THTEAT." AT, TT TT3 £, ET el TAqeaqTa
RATSASITAAL ATAT e ATAT.

-~
Tobacco
causes
mouth
disease
“Because of using
tobacco, | have
this disease in

my mouth.”
Deepak, age 40

- text: “tobacco causes mouth disease™

-picture: womanman with mouth disease/tumour
(correct)

-picture: woman with open mouth/tongue
(correct)

-picture: other (incorrect): please specify

- testimonial: “Because of using tobacco, | have
this disease in my mouth that cannot be
removed”. Deepak, age 40.

-UTS: "dATE FEad F Hg d AT gt 21"
-F=r=1: Hgsh TRT / =g\ % |1 e (F=Y)
-t g Hgarerrara (q2)

- e () THE #Y

=UTS: "TETE FT Had FA [ a9g § qTH T2
He®T 28T &, ST 82T Al o1 dahar " o+
I 40 AT |

-ATfRT: "daTEEATHAATHS JIeTAT T gral.”
- qieT=T TET Srfor AiETd S ATHAT T
CRER)

- qi 39 sHeeT 'y (FET)

- 29w () e F

-ATIRT: "FaTE=AT AT AT qieTaar
TS ATAT ST FefT & FTear IS TFHOT AT
o=, a7 T 40.
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S
Tobacco
causes heart
disease

“This is my second
heart attack
caused by tobacco

use. It could be
my last.”
Raj, age 44

-picture: man lying down/unconscious (correct)
-picture: CPR administered on man (correct)
-picture: other (incorrect): please specify
-testimonial: “This is my second heart attack
caused by tobacco use. It could be my last.”

-UTS: AT A et AT g 21"
-2t A=/ Sgrer 92T go ey (F=Y)
- wery (F18Y)

- o () AHEEY

-UTS: "TATE & A (% asig & Tg AT g
oo =1 <7 21" ST sra T g7 Jehar 2l
T, 3Y 44 91T |

-ATIRT: “HaTg= AT aa T S g e AT gral.”
-1 @TeAT TEeeT ATE/AHEd TSAdT AT
(FTaT)

- F(ETEr)

- Tq () e F

-ATIRT: "dATE=AT HAATHS HAT
FEATARTLAT AT ASHT AT, ST FHaTTd
AaTTATRT S THAL" TS, I TGS,

Raj, age 44.

N
Tobacco
¥ is highly
= P addictive

A ?
“I thought | could
quit tobacco any

time | wanted.
| was wrong.”
Rohit, age 45

TOBACCO KILLS

-text: “tobacco is highly addictive”

-picture: man with hole in throat (correct)
-picture: other (incorrect): please specify
-testimonial: “I thought | could quit tobacco any
time | wanted. | was wrong.” Rohit, age 45.

-9T3: "qETE ATTE A gl

S EERIE R IDIE E NG ED)

- e () THE #Y

T "§ Hr=ar o1 5, § qarg dae e oft
45 91T |
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N

o Tobacco
N | «ills 2500
: * Indians

| every day
“Tobacco use killed
my husband.

| feel so alone.”
Gita, age 36

TOBACCO KILLS

-text: “tobacco kills 2500 Indians every day”
-picture: woman mourning (correct)
-picture: woman in white clothing (correct)
-picture: body under sheet (correct)
-picture: other (incorrect): please specify

-testimonial: “Tobacco use killed my husband. |

feel so alone”. Gita, age 36.

=OT3: "qETE g 2500 WA T STt
2

s et A ()

-1 T F9e | wigar (98))

- w9 % AT ATer (A8T)

-OTS: "TATE & HAd o WL qAT 6 ATAAAT, T
T T STHATIH HgqH grar 1" [T, 39 36
T

-ATFRT: “FaTg TS Y 0 0 AT f”ora
- o T (aTEw)

- = gie-ar FusaTHeE (FEv)

- FaEATETA A aa/gaate/ 9T
CRER

- Tae (3F) TR F

-ATIRT: "FaTE=AT AT AT T =T g
HTAT. SATAT TAT B Tehe qTed Arg." [, a7
CLERN
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HEALTH BELIEFS

I'am going to read you a list of health effects | & Taresgaz wara i FAwTRAT it AT 92 | T Tragrem g@iaied dare= U Hediqs
and diseases that may or may not be caused 72T &, Sif o TfRT darE ¥ Fr Ay 213 AT T 7 2 AT
by using smokeless tobacco. Based on what et 3, Tt of A T A A frer 7R f o i<t

you know or believe, does smokeless
tobacco use cause . . .

INTERVIEWER NOTE: if respondent unsure
of what the health outcome is, select “don’t

ST, F7 40 Tfed darg & 2T 2.2

[ATeATeRdT & forT =T Tiaarar it o
Tt FIAHT 8, g a7 97 g7 ar "uar ael”

IqTET AT 1A, TETAT ST ATl gl 3Tg
AT TFETET S ATed T g gataied
TATLAT LAATATHS ... 81 AHAT HT7?

[TUTRATHTST G=AT: AT T 91T T
FIUAT AL g AT 4 q¥ "AIRd ATar &7

know” Tg I FT FaF F | T e
HBOral Oral cancer? He FT F97 ? FIETAT FHAT?
1. Yes 1.2t 1.8
5 DK 2. 2.
99. R 3.DK 3.DK
99. R 99.R
HBMouth Mouth disease? Hedr fwmT? FreT=T TT?
1. Yes 1.%t 1.8
5 DK 2. 2.
99 R 3.DK 3.DK
99. R 99. R
HBHeart Heart disease? et iy fuT 2 gt ?
1. Yes 1.2t 1.8
5 DK 2. 2.
99 R 3.DK 3.DK
99. R 99. R
HBdeath Death? qq? qq?
1. Yes 1.2t 1.8
5 DK 2. 2.
99. R 3.DK 3.DK
99. R 99. R
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HEALTH WARNING LABEL RANKING TASK

PROGRAMMER NOTE: For the ranking task, each respondent should be assigned to one of the 5 health effects (with balancing for number
assigned to each). This is NOT the same as experimental condition. The respondent will view all 4 warnings (in all 4 executional styles) for one

health effect

HWranktas | | am now going to show you four health AT TH MIHT 4 FaTeeasa et Faravfiat ATAT AT TFETAT ¥ ALRAATTF T
k111 | wanings about [health effect]. |am goingto | i [eareereiaelt afvor] Seeht U | FTEEOR AR [SEwETE R T A
ask you to compare the warnings to each g
other. @ﬁTwwm%ﬁlﬁ‘@W TEETAT ATHT T FH-ATFLEL AT
Overall, which warning do you think is the most | sg= IET, FITAT TTESTE AT SdTaHT TEHOTH, THSAT T FHITAT 9T gp;ﬁ'd%;r
effective for discouraging the use of smokeless U TR FATHRET STANT AT FAF o FATEAT ATIT ATTATITHTE TATILATAT T2
tobacco? m Elﬁ\'l'ﬁ'
C |
Overall, which warning is the next most T H H, T | FAATAAT AAT IS Hl UITH FLOT-TTET o HISTS ATATST HHT
effective? , o SR 2 ¥ forT Fad ofoF T STy | SO 3 S| QAT W gHAT FHI0T HATT
[Interviewer: Repeat until all warnings in the & ST} TerTT A2

set have been selected]

(ATATARTLERAT He il THT AqTATAT F T
ST o <18 AI0)

(TATETHRTAT FAFAT: AT FATA T T 97T
RIEIECACE IR IR REE G B P A LR i
IEEIESN)

CURRENT IMAGES RANKING TASK

PROGRAMMER NOTE: For this ranking task, each
respondent will view 5 warning label images:

-4 current health warnings

-1 old health warning that was on smokeless tobacco
packages until Dec 2011. (total of 5 warnings)

HWranktask | | am now going to show you five different T A ATHT I careeggaedt IamaT oY erar TFRTAT I AT @A RIEI
1_acutal warnings, and ask you to compare the TR ST UF gAY F AT QAT T F | CRHR AT AT FHLOATH T AL
warnings to each other. o i/
Overall, which warning do you think is the B IED IET, FIAT TTESTE AT SdTaHT =T T FHIOTAT ST gp;ﬁ'(@?r GELCEI
most effective for discouraging the use of SUTTRT FATHRHT ST AT FA F o1 AT ATTATATHTS THTATAT T2
smokeless tobacco? m‘%ﬁ ot 2
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Overall, which warning is the next most
effective?

[Interviewer: Repeat until all warnings in the
set have been selected]

T H 9, BH I IdE YIIE Bl Bl
IR B P g Fad 31 Tt aret
87
(FTETPRedT e B! Tt Iamafar & g
EIEKGRARIY)

IO BIUT-IAT d QST ATHTS! AT UROTT
& 3T g 7d GERT PIOTAT Faid JTaT
ST 3TE?

(AT IBRIAT GT:- AT HTc el T g2I-
giererd faerRom BIudd 81 9T G- q=l
IEEIED)

REIMBURSEMENT AND END

That’s everything for today. Thank you very much for your
participation. Here is a small gift valued at 100 rupees) in

appreciation of your time. To confirm that you’'ve received
your reimbursement, I'll need you to sign this form.

[Interviewer note:]Have participant sign/initial
Remuneration Form.

g 37T &b & F AT 8 | 397 Y g g
f&ar 39 falT y=rare 31 3mud! 396
gl § 100 F. d T 3UBR a1 SITQT |

TP Rep! b felq GErT: FEHTIT bl
AEHT X 3P ger ffse

& d BTE! ST fGaaTaTaT 31me. gt
M STeTeEe u=gdT. gral faetear
dosaER qreTell Ueb BICIRfT He (200
SYITIA) SUATd S, ATHTS! A Fel
U7 JEA.

AGAD I TS YIT: HifEdIaTeaTell ¥e 9%,
&3 Tt HE .

That’s all the questions | have for you today. I'll now go over
a feedback letter with you.

[INTERVIEWER NOTE: Hand out Feedback Letter, go over
main points:]

Thank you for participating in our study — we appreciate your
help.

- As we mentioned earlier, we are interested in people’s
opinions about health warnings on tobacco packaging.

- We were interested in the impact of different types of
health warnings and how they affect people’s
perceptions of believability, personal relevance, and
overall effectiveness as well as eliciting negative
emotional arousal.

31T o T I8 IR a1t A1 319 8F 3MUH!
TP UfdhIaT UsT A SR & |

ATETBREA! P foq FIAT: STHBRT IoTeh &
B 3D IR <l AT H 2THI B
& fv v=gare

Tferor # e 8 &% oy ¥=aTe |

S EHA 3TYBT Tgel ST bl el b
FheR WG ST AT & 395 |
2 T8 STHAT I BT A g1 Taet

3TSTRATSY  qd T B 37TY0T 37TdT
IHATRS HIfRd! UsTep 31Te TSRt die T

YRAGITATST JIAT: T 3> Yol HITed! -
T e,

3TYOT T 3NATETHE TEHTTT SITedTaEet
3YTIEY 3T 3MRY 378,

I HATRTAT HUATd STV & 37T8d B Hd
3TTE

- TR € STV 913> 3felar &Y desar-aT
-2 IRTATTTIRTTEA AAldbid A7d
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We were also interested in the impact of different health
warnings on the credibility of health warning messages,
and beliefs about the health effects of using smokeless
tobacco

Participants were shown different types of health
warnings for five different health effects: either text-only
warnings, pictorial warnings with graphic health effects,
or pictorial warnings with personal testimonials, in order
to compare responses to each type of warning.

As a reminder, no personal information (name, address,
contact information, etc.) will be collected, other than a
signature or initial to confirm that the small gift was
received. For your protection, we will assign you a
number that will be used to label all information and no
personal identifiers will be linked to your data.

This study has been reviewed by and received ethics
clearance through the University of Waterloo and the
Healis - Sekhsaria Institute for Public Health.If you have
any comments or concerns resulting from your
involvement please contact Dr. Prakash Gupta at
Healis whose contact information is listed in your letter
[point out contact

RN W {TTdar 3R THY J91T & $9 H
TAT FHRIHD YT TR T 3RR USdT &
|

P I AT AT WA BT J&el
& o AT fat faerawrfTa & 3k ywrfea
dqTepes GERIATHT b felq foeT fereraedi
g1

- FT&Th RGBT & feig 5 3eTT-37T

Fe! H % YT 8N AT Be fesndt g,
FE UTfthes TR YHTT BT R gl B
0 & g1e WepeT (SEEAIA3TAw) 81,
A TAH IdTaT P YBR b gorT B
¥ foIg et SR

- 3(TUDT g IdTaT ST TET & Y, PIg Y
RN STAGRT (AT, TdT, 96
STABRT, 31) 3TIh Yyl T87
SR | 39T I8 We & ST & &,
TP It & foig f% v gwdner fag
STRIT | 3796 FR&T &b felT 3ATIehT Tep
FR AT SR 3MYehT AR STHGRY
Ig AR P FIHA BT | ST8T W) pIg HY
AT STFABRT SISt Tt TR |

- T 3T Y GAEfEE 3T diecy,
IR fRA-JRiaT  3fReege Bk
Ueciih geef & Afddedl FiHdT I THIET
BT TS B | 3R 3BT JGHTT F AR

TMTITAIT Uh(oid 3107 U {TiehdT S IiTd
W-g?ﬂ JHIIAT APRIAD dHdT SUTd
EAAUaTTS! Hel IRTITTSRIT YHaHTEd
31T faeaw1a fasdt

- 3{TTAT RTINS SAT-TTaT T
IR fasgdsen-aiar TR fadr
faeaafTg 31e 3Mfor yafaRfEd

FETEATIROATATRI T THST 318 € STV
B 3Te.

- GATGADBRICAT U SIS RITATTIID
HTaTe §N EauaTd Adier: e Alfedl,
B ICINSERCTIRG K]
(THTACERIANCT), TAPTRISR
gfafssaiet gerr &

- RRTCAT § FITUATd A TS B, BT
eI Hifed (ATd, U, Hudb Hefet
e, SIS SaiTa ATfgd Bdelt SR
ATEL. Tl ATHEATHR T BICHT We fHosTe! &
STV HUATHTS! Terd U g&dT&R Bdal

T SIS e, s AR gt |9 wifedt T
Fell IR 3TOT PIUTAET e HIfet
TR SIS Nt 7.

- T INATHHTS! HHIGT 30T AcfTepait
Ho[S gl 31T aied, 3for faera-

§ YTRATRE L B Ueciich 5o AT g
HTE! TS 7T BTe! EMTTHAR gralell .

197




PIE AT & A feeh # ST, I
Afderdr HfFdt F Fudh B Hebd B |
(ST U1 IR i1 HUh &b IR STHBRI 8

qr f&Emsd 1)

T BT @) 3 fewott faanfeiaeft ¥ud
ATHT T ST U AT IBTaR 378 .
(.STI4T HIEHdT TUhTd! UABTaRe ceaT)

That's everything for today. Thank you again for your
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APPENDIX C. Codebook for India

RESPNUM Respondent Number on Machine 1-
starting at 1
Status System variable for status 4 Complete
3 Not Complete
Interviewtime System variable for interview length | Number
StudyID 5-digit number that combines HitHHH#
RESPNUM with the computerID
Intersite Site of Interview (entered by 1,2,3,4,5,6,7,8,9,10,11,12,13,14,15
interviewer)
InterID Interviewer ID (entered by Number (1-6)
interviewer)
iPadnum Number of iPad used (entered by Text
interviewer)
RevisedSite Site of Interview (determined by 1,2,3,4,5,6,7,8,9,10,11,12,13,14,15

date of survey completed)

Date of Interview

Date of Interview

MMDDYYYY

Intstart

Start Time of interview

HHMMSS

Agegroup Variable to store age group based 1 YOUTH (16 - 18 YEARS)
onD Age 2 ADULT (19+ YEARS)
Userl Variable to store smoking status 1 User (if sstatus=1,2 or 3)
based on Sstatus 2 Non-User (if sstatus=4)
Date_end Interview Date Interview Ended—Only MDDYYYY
present if made it to final screen
Intfinish Time interview Ended—Only HHMMSS
present if made it to final screen
sLanguage 1 English
2 Hindi
3 Marathi
Country Code for Country IND
AGP Age Group Selected by Interviewer 1 Youth (16 - 18 YEARS)
at beginning of survey 2 Adult (19+ YEARS)
Consen Does Respondent Consent to doing 1 Yes, continue to survey
the survey: 2 No, Thank you for your time
DGender Gender 1 Female
2 Male
D Age To begin, may I ask how old you Number (1-99)
are?
SLTSTATUSI1 In the last 30 days, how often did 1 Every day

you use any smokeless tobacco
products?

(If ANS=1,2 or 3 skip to
SLTStatus2,

If ANS=4 (Youth ONLY) skip to
EVERUSE)

2 At least once a week
3 At least once in the last month
4 Not at all

I am now going to ask you questions
about your smokeless tobacco use.
Have you EVER USED any
smokeless tobacco products?

Some examples are ...
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(Check all that apply)

EVERUSE 1 Mishri M=1
O=0
EVERUSE 2 Betel quid with tobacco (paan) M=1
O=0
EVERUSE 3 Plain chewing tobacco M=1
O=0
EVERUSE 4 Gutka M=1
O=0
EVERUSE 5 Khaini M=1
O=0
EVERUSE 6 Zarda M=1
O=0
EVERUSE 7 Tobacco toothpaste/paste M=1
O=0
EVERUSE 8 Nasal/ oral snuff M=1
O=0
EVERUSE 9 Lal dantmanjan M=1
O=0
EVERUSE 10 Dokta M=1
O=0
EVERUSE 11 Gudhaku M=1
O=0
EVERUSE 12 Gul M=1
O=0
EVERUSE 13 Other smokeless product M=1
O=0
EVERUSEOTH Other smokeless product - specify Text
EVERUSE 14 None of the above M=1
O=0
EVERUSE 15 R M=1
O=0
EVERUSE 16 DK M=1
O=0
If any products chosen skip to
Agelnit
If no products chosen skip to
Sproducts
SLTSTATUS2 You mentioned that you currently 1 Enter Number
use smokeless tobacco 2 DK/R
On average, how many times per
do you use smokeless
tobacco?
(Daily, Day if SLTStatus1=1)
(Weekly, Week if SLTStatus1=2)
(Monthly, Month if SLTStatus1=3)
(If ANS=1 skip to SLTStatus3,
If ANS=2 skip to Agelnit)
SLTSTATUS3 You mentioned that you currently Number (0-999)

use smokeless tobacco

On average, how many times per
do you use smokeless

tobacco?
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(Daily, Day if Sstatus=1)
(Weekly, Week if Sstatus=2)
(Monthly, Month if Sstatus=3)

Agelnit

How old were you when you first
tried smokeless tobacco?

(If ANS=1 skip to Agelnitiation,
If ANS=2 and User=1 skip to
CurrentUse,

If ANS=2 and User=2 skip to
Sproducts)

1 Enter Age
2 DK/R

Agelnitiation

How old were you when you first
tried smokeless tobacco?

(If User=1 skip to CurrentUse,
If User=2 skip to Sproducts)

Number (0-99)

Do you currently use any of the
following smokeless tobacco
products at least once a month?

(Check all that apply)

CURRENTUSE 1

Mishri

CURRENTUSE_2

Betel quid with tobacco (paan)

CURRENTUSE_3

Plain chewing tobacco

CURRENTUSE 4 Gutka =
CURRENTUSE_5 Khaini =
CURRENTUSE_6 Zarda =

CURRENTUSE_7

Tobacco toothpaste/paste

CURRENTUSE_8

Nasal/ oral snuff

CURRENTUSE_9

Lal dantmanjan

CURRENTUSE 10 Dokta =
CURRENTUSE_11 Gudhaku =
CURRENTUSE 12 Gul =

CURRENTUSE_13

Other smokeless product

Il
O =[O —|IO =IO —O~RO~IO O~ O~IO—~—OoO~,Oo—|Oo~—

CURRENTUSEOTH

Other smokeless product - specify

bl
=

CURRENTUSE 14

None of the above

CURRENTUSE 15

R

ORORZONORORONONORORIORIOROROR”OR”ROR
[
S =[O =
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CURRENTUSE 16

DK

o™
I

If one product is chosen skip to
ReasonsForUsel,

If multiple products chosen skip
to UsualProduct,

If no products chosen skip to
Susuall

UsualProduct

Which of these products do you use
most frequently?

Number (1-4)

(See CUSEDLIST and T_CUSEDLIST

variables)

CUSEDLIST _1

Code used in Constructed list for
selected first in CURRENTUSE
used in UsualProduct

156, 172, or 188
157,173, or 189
tobacco (paan)
158, 174, or 190
tobacco

159, 175, or 191
160, 176, or 192
161, 177, or 193
162, 178, or 194
toothpaste/paste
163, 179, or 195
164, 180, or 196
165, 181, or 197
166, 182, or 198
167, 183, or 199
168, 184, or 200
product

Mishri
Betel quid with

Plain chewing

Gutka
Khaini
Zarda
Tobacco

Nasal/ oral snuff
Lal dantmanjan
Dokta

Gudhaku

Gul

Other smokeless

CUSEDLIST_2

Code used in Constructed list for
selected second in CURRENTUSE
used in UsualProduct

156, 172, or 188
157,173, or 189
tobacco (paan)
158, 174, or 190
tobacco

159, 175, or 191
160, 176, or 192
161, 177, or 193
162, 178, or 194
toothpaste/paste
163, 179, or 195
164, 180, or 196
165, 181, or 197
166, 182, or 198
167, 183, or 199
168, 184, or 200
product

Mishri
Betel quid with

Plain chewing

Gutka
Khaini
Zarda
Tobacco

Nasal/ oral snuff
Lal dantmanjan
Dokta

Gudhaku

Gul

Other smokeless

CUSEDLIST_3

Code used in Constructed list for
selected third in CURRENTUSE
used in UsualProduct

156, 172, or 188
157,173, or 189
tobacco (paan)
158, 174, or 190
tobacco

159, 175, or 191
160, 176, or 192
161, 177, or 193
162, 178, or 194
toothpaste/paste
163, 179, or 195

Mishri
Betel quid with

Plain chewing
Gutka

Khaini

Zarda

Tobacco

Nasal/ oral snuff
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164, 180, or 196
165, 181, or 197
166, 182, or 198
167, 183, or 199
168, 184, or 200
product

Lal dantmanjan
Dokta

Gudhaku

Gul

Other smokeless

CUSEDLIST 4

Code used in Constructed list for
selected fourth in CURRENTUSE
used in UsualProduct

156, 172, or 188
157,173, or 189
tobacco (paan)
158, 174, or 190
tobacco

159, 175, or 191
160, 176, or 192
161, 177, or 193
162, 178, or 194
toothpaste/paste
163, 179, or 195
164, 180, or 196
165, 181, or 197
166, 182, or 198
167, 183, or 199
168, 184, or 200

Mishri
Betel quid with

Plain chewing

Gutka
Khaini
Zarda
Tobacco

Nasal/ oral snuff
Lal dantmanjan
Dokta

Gudhaku

Gul

Other smokeless

product

T CUSEDLIST 1 Derived Variable with text version Text
of CUSEDLIST 1

T CUSEDLIST 2 Derived Variable with text version Text
of CUSEDLIST 2

T CUSEDLIST 3 Derived Variable with text version Text
of CUSEDLIST 3

T CUSEDLIST 4 Derived Variable with text version Text
of CUSEDLIST 4

T UsualProduct Derived Variable that displays the Text
text for what the respondent selected
in usual product question OR if they
only selected one product in
CURRENTUSE displays that
product

Reasonsforusel In choosing this type of smokeless 1 Yes
tobacco, was part of your decision 2 No
based on any of the following? 3R

4 DK
The price.

Reasonsforuse?2 In choosing this type of smokeless 1 Yes
tobacco, was part of your decision 2 No
based on any of the following? 3R

4 DK
This type is of High Quality.

Reasonsforuse3 In choosing this type of smokeless 1 Yes
tobacco, was part of your decision 2 No
based on any of the following? 3R

4 DK

This type is less harmful to my
health.
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Susuall Do you have a particular brand of 1 Yes
smokeless tobacco that you usually 2 No
use? 3R

4 DK
(If ANS=1 skip to SusualSlessTob,
If ANS=2,3 or 4 skip to Susual3)

SusualSlessTob What is the full name of your usual Text

smokeless brand?
If answered skip to Sproducts

Susual3 Do you have a TYPE of smokeless 1 Yes

tobacco that you usually use? 2 No
3 R

(If ANS=1 skip to 4 DK

SusualSlessType,

If ANS=2,3 or 4 skip to Sproducts)

SusualSlessType Do you have a TYPE of smokeless Text
tobacco that you usually use?

In the past month, have you used
any of the following smoked
tobacco products

(Check all that apply)

SPRODUCTS 1 Cigarettes (factory made and roll- M=1
your-own) O=0

SPRODUCTS 2 Bidis M=1

O=0

SPRODUCTS 3 Hookah/ shisha/ narghile/ water pipe | M =1

O=0
SPRODUCTS 4 Cigars/small cigars/ cigarillos M=1
O=0
SPRODUCTS 5 Pipe M=1
O=0
SPRODUCTS 6 Chutta M=1
O=0
SPRODUCTS 7 Hooklis M=1
O=0
SPRODUCTS 8 Other (Specify) M=1
O=0
SprodOTH Other Specify Text
SPRODUCTS 9 None of the above M=1
O=0
SPRODUCTS 10 R M=1
O=0
SPRODUCTS 11 DK M=1
O=0

If User1=2 skip to Ysusfuture,
If User1=1 AND any product is
chosen skip to multiuse,

If User1=1 AND no product is
chosen skip to EverQuit.

MultiUse

You mentioned you use both
smokeless and smoked tobacco.
Which do you use more often:

1 Smoked tobacco

2 Smokeless tobacco

3 do you use smoked and smokeless
tobacco about the same
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(Skip to EverQuit) 4 R
5 DK
Ysusfuture Do you think in the future you might | 1 Definitely not
try using smokeless tobacco? 2 Probably not
3 Probably yes
4 Definitely yes
5 R
6 DK
Ysusfriend If one of your best friends were to 1 Definitely not
offer you smokeless tobacco, would | 2 Probably not
you use it? 3 Probably yes
4 Definitely yes
5 R
6 DK
Ysusyear At any time during the NEXT 1 Definitely not
YEAR, do you think you will use 2 Probably not
smokeless tobacco? 3 Probably yes
4 Definitely yes
(Skip to YDEduc) 5 R
6 DK
Everquit Have you ever made a serious 1 Yes
attempt to stop using all smokeless 2 No
tobacco products? 3R
4 DK
Plantoquit Are you planning to quit using 1 Within the next month
smokeless tobacco... 2 Within the next 6 months
3 Sometime in the future, beyond 6
months,
4 or are you Not planning to quit?
5 R
6 DK
Quithealth If you were to quit using smokeless 1 Not at all
tobacco permanently in the next 6 2 Alittle
months, how much do you think it 3 Alot
would improve your health? 4 R
5 DK
(If Youth skip to YDEduc,
If Adult skip to DEduc)
Deduc What is your highest level of 1 Illiterate
education? 2 Literate, no formal education
3 Up to primary School (up to class
V)
4 Middle School class V to VII
5 Secondary School (ITI course, class
XII/X or intermediate)
6 Graduate (BA/ BSc/ Diploma etc.)
7 Post Graduate/ Professional Degree
8 Above Post Graduate degree (i.c.
PhD)
9 R
10 DK
Income In the last year, on average, how 1 less than 5,000
much was the total income (in Rs.) 2 5,000-9,999

per month of your household?

3 10,000-14,999
4 15,000-19,999
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(Skip to Religion)

[\®]

0,000+

K

Ydeduc

What was the last year of education
that you completed?

5
6
7
1

gjgo =

id not attend school

2 Up to primary School (up to class
V)

3 Middle School (class V to VII)

4 Secondary School (ITI course, class
XII/X or intermediate)

5 Class XI (Higher Secondary)

6 Class XII (Higher Secondary)

7 Graduate level or more than higher
secondary

8 R

DK

Religion

What is your Religion?

(If Youth skip to
PREOverallOpinion,
If Adult skip to DE622360)

Hindu
Muslim
Christian
Sikh
Buddhist
Jain
Others

R

DK

O 03 N AW —|O

ReligionOTH

What is your Religion — Other
Specify

—
[¢]
bt
-

Occupation

What is your primary occupation?

1 Professional, technical, and related
workers

2 Administrative, executive and
managerial workers

3 Clerical and related workers

4 Sales Workers

5 Service Workers

6 Farmers, fisherman, hunters, loggers
and related workers

7 Craft and Related Trades

8 Plant and machine operators

9 Elementary Occupations

10 Student

11 Unemployed

12 Housewife

13 Other (specify)

14 R

15 DK

OccupationOTH

What is your primary occupation —
Other specify

Text

Preoverallopinion

For the next few questions, I’d like
to ask for your opinion about
smokeless tobacco products. There
is no right or wrong answer —we

are most interested in your thoughts.

What is your overall opinion about
using smokeless tobacco? Is it...

1 Good

2 Neither good nor bad
3 Bad

4 R

5 DK
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relativeriskA

I would like to know what you think
about the following smokeless
tobacco products. In your opinion,
please rank the following smokeless
tobacco products from most to least
harmful:

(If ANS=1 skip to RelativeRisk,
If ANS=2 skip to preGA1)

W N =
o= >

nswer Rank

K

I would like to know what you think
about the following smokeless
tobacco products. In your opinion,
please rank the following smokeless
tobacco products from most to least
harmful:

relativeRisk 1 1

Most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

relativeRisk 1 2

Second most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

relativeRisk 1 3

Third most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

relativeRisk 1 4

Fourth most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

relativeRisk 1 5

Fifth most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

relativeRisk 1 6

Sixth most harmful

Mishri

Betel quid with tobacco (paan)
Gutkha

Zarda

Nasal/oral suff

Gudhaku

Relrisequal

all are equally harmful

DEO\U}LMN'—‘O\Ul-bwl\)'—‘O\UILMN'—O\UILMN'—O\UILMN'—O\UILMN'—

=1
=0

In your opinion, please tell me
whether you agree, disagree, or
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neither agree nor disagree with each
of the following statements. In
general...

preGAl Indian society disapproves of 1 Agree
smokeless tobacco use. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA2 Smokeless tobacco is highly 1 Agree
addictive. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA3 It is acceptable for females to use 1 Agree
smokeless tobacco. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA4 Using smokeless tobacco setsabad | 1 Agree
example for children. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGAS Smokeless tobacco use is harmful to | 1 Agree
health. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
CurrentHW Thinking now about the packages 1 Yes (including ‘some products’)
for smokeless tobacco products 2 No
(paste, sachets, packs, tins, bottles)... | 3 R
4 DK
As far as you know, do smokeless
tobacco products in India have
health warnings on the packages?
(If USER1=1 skip to
HWLastPack,
If USER1=2 and answer=1 skip to
IndiaOnly1,
If USER1=2 and answer=2,3 or 4
skip to HWOpinion1)
HWlastpack On your last package of smokeless 1 Yes
tobacco, was there a health warning? | 2 No
3 Can't remember
4 R
5 DK
IndiaOnly1
Can you describe what the health
warnings on smokeless tobacco
packages look like?
Indiaclistl 1 Don’t know M=1
O=0
Indiaclistl 2 Bad/gross teeth (correct) M=1
O=0
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Indiaclist]l 3 Diseased mouth (correct) M=1
O=0
Indiaclistl 4 Facial tumour (correct) M=1
O=0
Indiaclistl 5 X-ray or graphic lungs incorrect— M=1
image on cigarette/bidi packages) O=0
Indiaclistl_6 Scorpion/bug (incorrect image— M=1
image on old warning label) O=0
Indiaclistl 7 Man with graphic lungs (John Terry | M =1
image) (incorrect—image on O=0
cigarette/bidi packages)
Indiaclistl 8 Can’t recall M=1
O=0
Indiaclistl 9 N/A - no package, homemade, M=1
borrowed, etc. O=0
Indiaclistl 10 Other (incorrect image) — specify: M=1
O=0
IndiaclistlOTH Other (incorrect image) — specify: Text
Can you describe what the health
warnings on smokeless tobacco
packages say?
Indiaclist2 1 Don’t know M=1
O=0
Indiaclist2_2 '"Tobacco kills' (correct text) M=1
O=0
Indiaclist2_3 Some mention of 'tobacco' (partially | M =1
correct) O=0
Indiaclist2_4 Smoking kills (incorrect—text for M=1
cigarette/bidi packages) O=0
Indiaclist2_5 "Tobacco causes cancer' (incorrect— | M =1
text on old warning labels) O=0
Indiaclist2 6 Can’t recall M=1
O=0
Indiaclist2 7 Not able to read M=1
O=0
Indiaclist2_8 Other (incorrect image) M=1
O=0
Indiaclist2OTH Other (incorrect image) — specify: Text
(If USER1=1 skip to
IndiaOnly2,
If USER1=2 skip to IndiaOnly3)
IndiaOnly2 In the last month, have you made 1 Yes
any effort to avoid buying 2 No
smokeless tobacco packages with 3R
the health warnings on them? 4 DK
IndiaOnly3 To what extent, if at all, do the 1 Not at all
health warnings on smokeless 2 Alittle
tobacco packages make you think 3 Alot
about the health risks (health 4 R
danger) of using it? 5 DK
HWopinionl Do you think that smokeless tobacco | 1 Yes
packages should have health 2 No
warnings? 3 Maybe
4 R
5 DK
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HWopinion2 Do you think that the health 1 Yes
warnings should include pictures? 2 No
3 Maybe
4 R
5 DK
HWpl Do you think the health warnings on | 1 More health information
smokeless tobacco packages should | 2 Less health information
have more health information than 3 About the same
they do now, less information, or 4 R
about the same amount as they do 5 DK
now?
HWMtestkit Please tell me whether this kitten 1 Not at all
IS CUTE 2
One means that you do not find the 3
kitten at all cute, and ten means that | 4
you find the kitten extremely cute. 5
In The Middle
6
7
8
9
10 Extremely
11 Don’t know/Refused
Randgroupl Randomly assigned group 1 Text Only
2 Symbolic Imagery
3 Graphic Imagery
4 Personalized Graphic and
Testimonial
HW11 _aattention Please tell me whether this warning 1 Not at all
message: 2
3
GRABS YOUR ATTENTION 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 bbelieve Please tell me whether this warning 1 Not at all
message: 2
3
IS BELIEVABLE 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 crelevant Please tell me whether this warning 1 Not at all
message: 2
3
IS IMPORTANT TO YOU 4
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5

In The Middle
6
7
8
9
10 Extremely
11 DK/R
HW11 dsurprise Please tell me whether this warning 1 Not at all
message: 2
3
IS SURPRISING 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 efright Please tell me whether this warning 1 Not at all
message: 2
3
IS FRIGHTENING 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11_fdisgust Please tell me whether this warning 1 Not at all
message: 2
3
IS DISGUSTING 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 _gunpleasant Please tell me whether this warning 1 Not at all
message: 2
3
IS UNPLEASANT 4
5
In The Middle
6
7
8
9

10 Extremely
11 DK/R
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HWI11 hconcern Please tell me whether this warning 1 Not at all
message would: 2
3
MAKE PEOPLE MORE 4
CONCERNED ABOUT THE 5
HEALTH RISK OF USING In The Middle
SMOKELESS TOBACCO 6
7
8
9
10 Extremely
11 DK/R
HWI11 iprevent Please tell me whether this warning 1 Not at all
message would: 2
3
HELP PREVENT YOUNG 4
PEOPLE FROM STARTING TO | 5
USE SMOKELESS TOBACCO In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 jquit Please tell me whether this warning 1 Not at all
message would: 2
3
MAKE SMOKELESS 4
TOBACCO USERS WANT TO 5
QUIT In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 keffective Overall, on a scale of 1 to 10, how 1 Not at all
effective is this health warning? 2
3
4
5
In The Middle
6
7
8
9

10 Extremely
11 DK/R

Repeated from HW11 to
HWS51 for each of the 5 health
effects using randomly
assigned condition. Health
affect groups were asked in
random order.

HW11 refers to the Health Effect 1
image in the set.
HW21 refers to the Health Effect 2
image in the set.
HW31 refers to the Health Effect 3
image in the set.
HW41 refers to the Health Effect 4
image in the set.
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HW51 refers to the Health Effect 5
image in the set.

think smokeless tobacco is less
harmful, more harmful or no
different for health?

more harmful
no difference
R

PostOverallOpinion What is your overall opinion about 1 Good
using smokeless tobacco? 2 Neither good nor bad
3 Bad
4 R
5 DK
In your opinion, please tell me
whether you agree, disagree, or
neither agree nor disagree with each
of the following statements. In
general...
PostGA1 Indian society disapproves of 1 Agree
smokeless tobacco use. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA2 Smokeless tobacco is highly 1 Agree
addictive. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA3 It is acceptable for females to use 1 Agree
smokeless tobacco. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA4 Using smokeless tobacco sets abad | 1 Agree
example for children. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGAS Smokeless tobacco use is harmful to | 1 Agree
health. 2 Disagree
3 Neither agree nor disagree
(If USER1=1 skip to worry, 4 R
If USER1=2 skip to RelRisk1) 5 DK
Worry How worried are you, if at all, that 1 Not at all worried
using smokeless tobacco WILL 2 A little worried
damage your health in the future? 3 very worried
Are you ... 4 R
5 DK
Relrisk1 Compared to smoking cigarettes, do | 1 less harmful
you think using smokeless tobacco 2 more harmful
is less harmful, more harmful, orno | 3 no difference
different for health? 4 R
5 DK
Relrisk2 Compared to smoking bidis, do you | 1 less harmful
2
3
4
5

DK

Asked if Randgroupl=1

Health Warning Label Recall
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Expermintal condition 1: Text
only

HWLrecla 1 text: 'tobacco causes oral cancer' M=1
O=0
HWLrecla 2 other (incorrect): please specify M=1
O=0
HWLrec1aOTH Text Specify Text
HWLreclb 1 text: 'tobacco causes mouth disease' | M =1
O=0
HWLreclb 2 other (incorrect): please specify M=1
O=0
HWLreclbOTH Text Specify Text
HWLreclc 1 text: 'tobacco causes heart disease' M=1
O=0
HWLreclc 2 other (incorrect): please specify M=1
O=0
HWLreclcOTH Text Specify Text
HWLrecld 1 text: 'tobacco is highly addictive' M=1
O=0
HWLrecld 2 other (incorrect): please specify M=1
O=0
HWLrec1dOTH Text Specify Text
HWLrecle 1 text: 'tobacco kills 2500 Indians M=1
every day' O=0
HWLrecle 2 other (incorrect): please specify M=1
O=0
HWLrecleOTH Text Specify Text
HWLreclf 1 tobacco kills M=1
O=0
HWLreclf 2 Refused M=1
O=0
Asked if Randgroup1=2
Health Warning Label Recall
Expermintal condition 2:
Symbolic imagery
HWLrec2a 1 text: 'tobacco causes oral cancer' M=1
O=0
HWLrec2a 2 picture: scorpion/bug (correct)
HWLrec2a 3 picture: other (incorrect): please M=1
specify O=0
HWLrec2aOTH Text Specify Text
HWLrec2b 1 text: 'tobacco causes mouth disease' | M =1
O=0
HWLrec2b 2 picture: snake/cobra (correct) M=1
O=0
HWLrec2b 3 picture: other (incorrect): please M=1
specify O=0
HWLrec2bOTH Text Specify Text
HWLrec2c 1 text: 'tobacco causes heart disease' M=1
O=0
HWLrec2c 2 picture: yellow triangle (correct) M=1
O=0
HWLrec2c 3 picture: exclamation mark (correct) M=1
O=0
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HWLrec2c 4 picture: caution sign (correct) M=1
O=0
HWLrec2c 5 picture: other (incorrect): please M=1
specify O=0
HWLrec2cOTH Text Specify Text
HWLrec2d 1 text: 'tobacco is highly addictive' M=1
O=0
HWLrec2d 2 picture: red circle M=1
O=0
HWLrec2d 3 picture: 'no' symbol (correct) M=1
O=0
HWLrec2d 4 picture: other (incorrect): please M=1
specify O=0
HWLrec2dOTH Text Specify Text
HWLrec2e 1 text: 'tobacco kills 2500 Indians M=1
every day' O=0
HWLrec2e 2 picture: skull and/or crossbones M=1
(correct) O=0
HWLrec2e 3 picture: poison (correct) M=1
O=0
HWLrec2e 4 picture: other (incorrect): please M=1
specify O=0
HWLrec2eOTH Text Specify Text
HWLrec2f 1 tobacco kills M=1
O=0
HWLrec2f 2 Refused M=1
O=0
Asked if Randgroup1=3
Health Warning Label Recall
Expermintal condition 3: Graphic
health effect
HWLrec3a 1 text: 'tobacco causes oral cancer' M=1
O=0
HWLrec3a 2 picture: tumour on side of face M=1
(correct) O=0
HWLrec3a 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3aOTH Text Specify Text
HWLrec3b 1 text: 'tobacco causes mouth disease' | M =1
O=0
HWLrec3b 2 picture: diseased/gross teeth M=1
(correct) O=0
HWLrec3b 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3bOTH Text Specify Text
HWLrec3c 1 text: 'tobacco causes heart disease' M=1
O=0
HWLrec3c 2 picture: open chest (correct) M=1
O=0
HWLrec3c 3 picture: surgery (correct) M=1
O=0
HWLrec3c 4 picture: other (incorrect): please M=1
specify O=0
HWLrec3cOTH Text Specify Text
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HWLrec3d 1 text: 'tobacco is highly addictive' M=1
O=0
HWLrec3d 2 picture: hole in throat (correct) M=1
O=0
HWLrec3d 3 picture: tumour on throat (correct) M=1
O=0
HWLrec3d 4 picture: other (incorrect): please M=1
specify O=0
HWLrec3dOTH Text Specify Text
HWLrec3e 1 text: 'tobacco kills 2500 Indians M=1
every day' O=0
HWLrec3e 2 picture: dead body under white sheet | M = 1
(correct) O=0
HWLrec3e 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3eOTH Text Specify Text
HWLrec3f 1 tobacco kills M=1
O=0
HWLrec3f 2 Refused M=1
O=0
Asked if Randgroup1=4
Health Warning Label Recall
Expermintal condition 4:
Testimonial
HWLrec4a 1 text: 'tobacco causes oral cancer' M=1
O=0
HWLrec4a 2 picture: man with oral cancer M=1
(correct) O=0
HWLrec4a 3 picture: missing jaw (correct) M=1
O=0
HWLrec4a 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4a 5 testimonial: “T lost my jaw to oral M=1
cancer”. Ajay, age 38, died two O=0
weeks after this photo was taken.
HWLrec4aOTH Text Specify Text
HWLrec4b 1 text: 'tobacco causes mouth disease' | M =1
O=0
HWLrec4b 2 picture: woman with mouth M=1
disease/tumour (correct) O=0
HWLrec4b 3 picture: woman with open mouth M=1
(correct) O=0
HWLrec4b 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4b 5 testimonial: “Because of using M=1
tobacco, I have this disease in my O=0
mouth that cannot be removed”.
Deepak, age 40.
HWLrec4bOTH Text Specify Text
HWLrec4c 1 text: 'tobacco causes heart disease' M=1
O=0
HWLrec4c 2 picture: man lying M=1
down/unconscious (correct) O=0
HWLrec4c 3 picture: CPR administered on man M=1
(correct) O=0
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HWLrec4c 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4c 5 testimonial: “This is my second M=1
heart attack caused by tobacco use. O=0
It could be my last.” Raj, age 44.
HWLrec4cOTH Text Specify Text
HWLrec4d 1 text: 'tobacco is highly addictive' M=1
O=0
HWLrec4d 2 picture: man with hole in throat M=1
(correct) O=0
HWLrec4d 3 picture: other (incorrect): please M=1
specify O=0
HWLrec4d 4 testimonial: “T thought I could quit M=1
tobacco any time I wanted. [ was O=0
wrong.” Rohit, age 45.
HWLrec4dOTH Text Specify Text
HWLrec4de 1 text: 'tobacco kills 2500 Indians M=1
every day' O=0
HWLrec4e 2 picture: woman mourning (correct) M=1
O=0
HWLrec4e 3 picture: woman in white clothing M=1
(correct) O=0
HWLrecde 4 picture: body under sheet (correct) M=1
O=0
HWLrec4e 5 picture: other (incorrect): please M=1
specify O=0
HWLrec4e 6 testimonial: “Tobacco use killed my | M =1
husband. I feel so alone'. Gita, age O=0
36.
HWLrec4eOTH Text Specify Text
HWLrec4f 1 tobacco kills M=
O=0
HWLrec4f 2 Refused M=1
O=0
I am going to read you a list of
health effects and diseases that may
or may not be caused by using
smokeless tobacco. Based on what
you know or believe, does
smokeless tobacco use cause...
HBoral Oral cancer? 1 Yes
2 No
3 Don't Know
4 R
HBmouth Mouth disease? 1 Yes
2 No
3 Don't Know
4 R
HBheart Heart disease? 1 Yes
2 No
3 Don't Know
4 R
HBdeath Death? 1 Yes
2 No
3 Don't Know
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4

R

Health warning label
ranking task

I am now going to show you four
health warnings about [health
effect]. I am going to ask you to

compare the warnings to each other.

Randgroup2 Randomly Assigned Health Affect 1 oral cancer
for Ranking Question 2 mouth disease
3 heart disease
4 addiction
5 death
HWranktaskl 1 1 Position on screen that was picked 1 Top left
first 2 Top right
3 Bottom left
4 Bottom right
HWranktaskl 1 2 Position on screen that was picked 1 Top left
second 2 Top right
3 Bottom left
4 Bottom right
HWranktaskl 1 3 Position on screen that was picked 1 Top left
third 2 Top right
3 Bottom left
4 Bottom right
HWranktaskl 1 4 Position on screen that was picked 1 Top left
fourth 2 Top right
3 Bottom left
4 Bottom right
LR1 5DKREF Don’t know or refuse the rank 1 DK
question 2 R
RankHW 1 image/label number shown in 1 Image I1
position 1 (top left) 2 Image 12
3 Image I3
4 Image 14
RankHW?2 image/label number shown in 1 Image I1
position 2 (top right) 2 Image 12
3 Image I3
4 Image 14
RankHW3 image/label number shown in 1 Image I1
position 3 (bottom left) 2 Image 12
3 Image I3
4 Image 14
RankHW4 image/label number shown in 1 Image I1
position 4 (bottom right) 2 Image 12
3 Image I3
4 Image 14
HWranktask1 actual Actual image/label ranked first 1 Image I1
2 Image I2
3 Image I3
4 Image 14
HWranktask2 actual Actual image/label ranked second 1 Image I1
2 Image I2
3 Image I3
4 Image 14
HWranktask3 actual Actual image/label ranked third 1 Image I1
2 Image I2
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3 Image I3
4 Image 14

HWranktask4 actual

Actual image/label ranked fourth

1 Image I1
2 Image I2
3 Image I3
4 Image 14

HWfirst label rank

Rank of the image/label 1

Number (1-4)

HWsecond label rank

Rank of the image/label 2

Number (1-4)

HWthird label rank

Rank of the image/label 3

Number (1-4)

HWfourth label rank

Rank of the image/label 4

Number (1-4)

Current Images Ranking
Task

For this ranking task, each
respondent will view 5 warning
label images:

-4 current health warnings

-1 old health warning that was on
smokeless tobacco packages until
Dec 2011. (total of 5 warnings)

FINranktaskl 1 1

Position on screen that was picked
first

Top left

Top Middle
Top right
Bottom left
Bottom right

FINranktaskl 1 2

Position on screen that was picked
second

Top left

Top Middle
Top right
Bottom left
Bottom right

FINranktaskl 1 3

Position on screen that was picked
third

Top left

Top Middle
Top right
Bottom left
Bottom right

FINranktaskl 1 4

Position on screen that was picked
fourth

Top left

Top Middle
Top right
Bottom left
Bottom right

FINranktaskl 1 5

Position on screen that was picked
fifth

Top left

Top Middle
Top right
Bottom left
Bottom right

LR2_5DKREF

Don’t know or refuse the rank
question

R
DK

RankFIN1

image/label number shown in
position 1 (top left)

Image 11
Image 12
Image 13
Image 14
Image 15

RankFIN2

image/label number shown in
position 2 (top middle)

Image 11
Image 12
Image 13
Image 14

AW, WD =N WD, ERE WD, WD =0 RA WD —
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Image 15

RankFIN3

image/label number shown in
position 2 (top right)

Image 11
Image 12
Image 13
Image 14
Image 15

RankFIN4

image/label number shown in
position 3 (bottom left)

Image 11
Image 12
Image 13
Image 14
Image 15

RankFIN5

image/label number shown in
position 5 (bottom right)

Image 11
Image 12
Image 13
Image 14
Image 15

FINranktaskl actual

Actual image/label ranked first

Image 11
Image 12
Image 13
Image 14
Image 15

FINranktask2 actual

Actual image/label ranked second

Image 11
Image 12
Image 13
Image 14
Image 15

FINranktask3 actual

Actual image/label ranked third

Image 11
Image 12
Image 13
Image 14
Image 15

FINranktask4 actual

Actual image/label ranked fourth

Image 11
Image 12
Image 13
Image 14
Image 15

FINranktask5 actual

Actual image/label ranked fifth

Image 11
Image 12
Image 13
Image 14
Image 15

N PHA WD~ WN—LWUMPAEWQNDNROURAE WD WQND~ONRAE WD~ WN~WOBRAWND—W

FINfirst label rank

Rank of the image/label 1

Number (1-5)

FINsecond label rank

Rank of the image/label 2

Number (1-5)

FINthird label rank

Rank of the image/label 3

Number (1-5)

FINfourth label rank

Rank of the image/label 4

Number (1-5)

FINfifth label rank

Rank of the image/label 5

Number (1-5)

comments Open ended comments field text

XEVERUSE Number of products chosen in Number
Everuse

XCURRENTUSE Number of products chosen in Number
Currentuse

XSPRODUCTS Number of products chosen in Number

Sproducts
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XICL1 Number of products chosen in Number
Indiaclistl
XICL2 Number of products chosen in Number
Indiaclist2
Gi#p# - G# goes from G1-G4 for
each of the 4 groups, p# goes from
pl-p5 for each image in the group
Gifpttaattention HW Section questions organized by | 1 Not at all
G#fpt#bbelieve group 2
Gifpticrelevant 3
G#pt#dsurprise 4
Gifpttefright 5
Gi#pt#fdisgust In The Middle
Gi#fp#gunpleasant 6
Gi#fpt#thconcern 7
G#fpttiprevent 8
G#p#jquit 9
Gfpttkeffective 10 Extremely

11 Don’t know/Refused
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APPENDIX D. Study questionnaire and codebook (Bangladesh)

INTRODUCTION AND SCREENING SCRIPT

Introduction:

“Hi, we're from the University of Dhaka and we are
conducting a survey about different types of health
warnings on tobacco packaging, in conjunction with
the University of Waterloo in Canada. The survey
takes about 20 minutes. You will receive t-shirt as a
token of our thanks. Do you think you might be
interested in hearing more about participating in the
study?”

S&dT:
- SMEA! W] GIP] RIRWET (W@ v 96

S S IS AT I g T I SN | SEE
Ol RIR™IFTE 8 TG SIBE 2ot @RenT I8
A% AFEEE 9@ | AT T IG (OIF o A6 Y
AE | T (E ) M GFT ACEE A 30
(5% SRE (@11 9% ST ;[T e [@Afey [y

Screening Script:

[INTERVIEWER NOTE: Only ask if respondent
appears less than 30 years of age. IF respondent
looks over 30 go directly to past month smoking
question.]

“Are you 19 years of age or older?”

Yes =2IF YES: Continue to past month smokeless
tobacco use question

No-> IF NO: “Are you 16 years of age or older?”

1 Yes =2IF YES: Invite participant to continue
on iPad.

2 No=> IF NO (age<16) — “Unfortunately, we
can only include people age 16 and
older in this study. Sorry, you are not
eligible to participate, but thank you for
your time.” TERMINATE.

—IF REFUSED: “Unfortunately, we need to know

your age to determine your eligibility for the study.”
IF STILL NO RESPONSE, TERMINATE.

b3 s [ R G IR | B ) |
arere a9

[NTSTRFTF TETFTACIE Ty (AT6: Soauled I3 wo IaES

A AG 2 0@z I $F4 | IM Togwel IIV wo IEH

@ A= W ORE F9EE ST AME OEe A18TE AT

5 I | ]

“F[TATF ITV {F 4> T&A T S1F @N2”

T > FsF I T WHEA O O T TP M

5 I

1 D JeF AT T BT FFA "IAPEF AT fF V6 JwF

31 o (@

13 > TIF I @ Sodvel@® JEed fare ITF
28T S ARFFT S
291 DB I 3¢ -39 {6 @ ST I I [y

AE A IEE, AN ARE ST RTTREF Sely
AT IfE a9 FET IO IIF Vb I OF @A
3y TER G WT AE M| $I3 AT
YA IAAGE T (FE S " 9% qifeR
SWTE ANEE O 394 |

> af sTffigfe oram: o . I By T 71 FEA. E

ST T (SNS] ICERAT T AAE IT6] A5G

TE SR | A I CTHIE TE3 I Sod e e

TEE SRE ©F YO ABRIE INE O 54 |
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SMOKELESS TOBACCO USE: “For the purpose of
this study, we will consider “smokeless tobacco” to
include any of the following. These are products that
are not burned or smoked, but instead are usually
put in the mouth or are sniffed. Some examples are
Zarda, Paan with tobacco leaf, Gul, Sadapata, Pan
masala, and Nasshi”

Zarda Sadapata
Paan with tobacco leaf Pan masala
Gul Nasshi
Other smokeless

product

(HTRTaEIT STHTFA TIEE: 9% SETE6E @8 @ @F
336 IFgE P TN (HFRAT SHE TG I9TH FAET
| TVIAET T AT ST AT ASEN (@ (8§77 (IF 47
= AT IR AJEN ¥ F BIET T A A Pl T
ST BT 2 | S, SMTS] &, | AL, AT 2en

9% (41AR39 OPes SurRaq |

S Sl STl
SRS T S 9]
T CiE)
AT

[Ask only if 19 years or older:]

“Have you used smokeless tobacco in the past
month?”

1 Yes=2IF YES: Invite participant to continue on
iPad.

2 No- IF age=19+ - “Unfortunately, for this study,
we are only looking for people who use smokeless
tobacco. Sorry, you are not eligible to participate, but
thank you for your time.” TERMINATE.

[Soaveld IFF S» J1 ©F (I 2 @ I |

«arsfar fF st 7 (wimfafta srs T19ne FEEmae”

1 3 S JsF T [T ON@ T ST (W@ AR
S |

2 91 > AHITAN=33+-F O@® I “TM g F= IEA.
A AT SR ACTREAT O 3T /e a4 FIRT
T (AR S I FET BY OER A© AT
A TEE |98 AT §NM AR F9 (TR 5=y
[ 9% [fET AWRIE IF2AMO: O FFA |

QUOTAS

Adult smokeless users: 250 males, 250 females
- smokeless tobacco use=1 and age >18

Youth: 250 males, 250 females (age 16-18, both
smokeless tobacco users and non-users)

FToT

TR (NARI_SHE IEESE]: 3o TP, 3o FET

- (HEARRE SR TR =) AR IAT >SN

_3% [OE (§ARIT_SPI® JQIFPEL o FH, 2o ARl

- FH S

IF QUOTAS ARE FULL:

For age: “Unfortunately, at this time, we are only

looking for people [aged 16 to 18/ age 19 or over].
Sorry, you are not eligible to participate, but thank
you for your time.”

For smokeless tobacco use: “Unfortunately, at this
time, we are looking for people who [use smokeless
tobacco / people who do not use smokeless
tobacco]. Sorry, you are not eligible to participate,
but thank you for your time.”

Tfe @Ter 9f T I

TN 9% SO O JOF ITT S [(AF SB-d2]qT ©F
@7 By OEE WT H© THE | O3 AT AT
A S AT |

imfafta STTF T Fay: “EHTS: AFNEE AF AT
A T B TEERT AT FET E GG

T (SRS OP® TS IEA IAT| FES A1 3 OO
S | AP AT S ©43 AP AT |

[INTERVIEWER: If eligible, continue on iPad.]

Select age group:

YOUTH user (16 - 18 YEARS)
YOUTH non-user (16 - 18 YEARS)
ADULT (19+ YEARS)

[TSTRFT TETFTATE Sy (@16: SoFwel I (ST
IEte 27 OREIAEME oF @ I @F a2
TAEE ZAE AT IICIT iPad (63 394 ]

TN Fo fadwa 74

3T : BPP JRIETEI (S4-S b T&T)

33 : SR IRAPAI AT (S4-db TuA)
AIITF - (dd+ TaF)
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INFORMATION/CONSENT

Great — thank you for your interest. I’'m now going to
go over an information letter with you, and this copy
is yours to keep. Once you have received the details
of the study, I'll ask you whether or not you are
willing to participate’ and then we will begin the
interview.

[INTERVIEWER NOTE: Give participant the
Information Letter.]

Please follow along and interrupt me with any
questions you may have:

- You are being asked to participate in a research
study that asks for people’s opinions about health
warnings on smokeless tobacco packaging.

You would participate in a 20 minute interview.
First you will be asked questions about you and
your tobacco use, and then you will be shown a
number of health warnings and asked about your
opinions of each.

You must be 16 years of age or older to participate
in this study.

Participation is voluntary and you may decline to
answer particular questions if you wish.

We need to warn you that, as part of this study,
you'll be asked to view health warnings on
cigarette packaging and some of the pictures are
quite graphic and may upset some people. If this
were to occur, we expect that any negative affect
would be temporary.

In appreciation of your time, you will receive t-shirt
as a token of our thanks.

All of the information you provide in this study will
be kept strictly confidential - only the investigators
and research assistants directly associated with
the study will have access to this information.

No personal information such as name or address
will be collected, other than a signature or initial to
confirm that your t-shirt was received. Your survey
responses will not include any identifying

IATAE TG Sl AEP FNqW | A A% 9% S|
TFR A96 O @ AFERE Mo (THR IR 9% o Tafe
A AP IR (A F© TR | Y (TR 798
I AT ST AT e B SRER A AFRIE AT
3F FAQT|

[NTSTRFTF TETFTANGE Sy A4 TaT: Soameie o aft
e ]

M 2249 (T FYSE AFEE@ I It ©f 97 IE
AEES T B AR @FRI8 (A I7 FE AR
©f O -

SEE S AFEIe AF6 SEEIE IRT (FHF Sy AP
SIPTE] SETN P |

Yo RIAGIT RIFRIFIE TG ATEE O I[2E TP
T 533 3@ | OIFTH AT AEPSE AFHTOPIT
IO ET @ AT CISE] ST AP AoPe oS
BISTT 3E|

-9% SFIT AT (FFF S AN AINE My I8 q1 OF
@ IEE 2@ 3T |

-a© IvTeE o %P A RO @1 MEF Tod e
I SEpie SENe & |

FFENE IS ST (W@ I [ PR (@, AT (]
TIH TR Y v ARG @ W@ T I AT
AL, AT BN I | SIS, ARET AT I AT 9%
AES I YR BAIA |

AFEE TIES S SNAMEST ARGl AP A0 (IR
STRE (WET|

-SEE ARPE AR T8 ©w S (T (7 TS
(FITE STEAF 3 BV SEIINIET I3 Y (9@ T |

SR A T BT T (@ O IR @ A7 A
@ 3 TR IEEA ©OF TAEIFT (PINQ AP TS
s 41 Q|

ST T @ A @ @A RO 5 IR e TE
FET A® AT (& AT @A T AP FRG I |
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information.

- You are free to choose whether or not to continue
participation in this study, and you can choose to
stop being a part of it at any time. If you choose to
stop the survey at any point, you will still receive
the t-shirt.

- This study has been reviewed by and received
ethics clearance through the University of Waterloo
and the Bangladesh Medical Research Council. If
you have any comments or concerns resulting
from your involvement please contact the Director
of the Office of Research Ethics at the University of
Waterloo.

- If you have any questions about the study you can
also contact Dr. Nigar Nargis at the University of
Dhaka.

Do you have any questions? If not, we'd like to ask
you to give your consent if you would like to
participate in the study.

BRES APENE A (IR SRE (W@l |

-SIBIE 2SI 497 IRTOT (ST Bt FIORE a3
STEHNG AACFAR o AfoFeR BloTa U IEE | A©
LT (FFF [PNE T A0 (@I T J] SEOF I ARPE
oIl FRafmEEs Aifler ©. e Tt S (s
5|

-9 SR TR (FIET 99 RS . A T 3T
0 ANEA |

24T I, AN TFSFE S AFEE @IET 73 e (72
A AP, 9 ST ;T e A ;S w77

[INTERVIEWER NOTE: Read out loud exactly as
written ]

Based on the information you received in the
Information letter, do you agree to take part in this
research study being conducted by the University of
Dhaka and the University of Waterloo?

Yes = IF YES, continue to survey

No = IF NO, “Thank you for your time.”
TERMINATE

[ITSTRFTA TETFTATIE Jaly fA0TaT: 5 I (241 3w ©F
(O TS T

oY T SERe W9 Ry SEE 9 9E SEEE oI
2T I e mI?

[ - AW/RFE ST I
q--= AL S AP NI

TOBACCO USE AND DEMOGRAPHICS

[PROGRAMMING NOTE: Some of the smokeless
tobacco use questions are different, depending on
whether they are for adults or youth (universe noted).
The rest of the survey is the same ]

[T @16: SaFwel 3% 91 IJ IACIH O SF fAed
FIE (NIRRT SWe T TR I7 67 57 79| SF0F
IR T A7 T ]

Before we begin I'd like to let you know that there are
no right or wrong answers to any of these questions.
We are just interested in your personal opinion.

Please be assured that all your responses will be
kept entirely confidential.

To begin, I'm going to ask you some questions about
yourself and your smokeless tobacco use.

BF AR AR AN THET 5o (T SN TIF
(@FBIe: 3% a1 g1 o7 I Py (+F | Il 3Y AT
FfEe Aope SHE AL |

I &PeS e TS (T AR (W] g N e
(T S |

BFEE AFEE O 3 IAFEE (HITRIAA ORI I
T [y 97 FN© G|
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D.gender Select gender of respondent: (DO | Seawem  fm fAd®ed FF4: (TO@A 1)
NOT READ)
FEMALE
MALE k)
D. age To begin, may | ask how old you 24 ORE 3F I IF | AR ITW Fol IM AFG I
are?
(A1) N
SLTSTATUS1 | In the last 30 days, how often did e wo M@ (YAIAZNT ©FE I F(O] B4 B (IJF
you use any smokeless tobacco PEET?
products? 1 sfsfea
1 Every day ) TOME AT ATAR
2 At least once a week 3. ® 9% AT AST: IFAR
3 At least once in the last month 4' AEAEE AT
4 Not at all '
SLTStatus2 You mentioned that you currently aEfe TEY FEEST (@ A (§AERE e [afefia/afe
[Users] use smokeless tobacco SEE/afe] T 9T IET
[daily/weekly/monthly]. ] !
[BesET T IM SBor=1]
[Ask if Status=1] ofys gfsfoa avaes F=a:
IF DAILY USER: e I FoIR (FEIREE S 9T IE?
On average, how many times per [Famfe I (]
day do you use smokeless 1 [enter number]
tobacco? 2 DK/IR
1 [enter number]
2 DK/IR
[Ask if Status=2] BT T I B =2]
IF WEEKLY USER: of% afs wIE TTEF FEa:
On average, how many times per W@T“Tﬁf W(me OEF J[RAE FEA?
week do you use smokeless [R=fG I []
tobacco?
[enter number]
ot [RWBHT T I BIBFT=3 ]
W MONTHLY USER: Tf% 5fs I Tram17 FE:
On average, how many times per | sy Syerfyy FeaR (AT S T FE? [0S
month do you use smokeless g G
tobacco? ]
[enter number]
Ever use I am now going to ask you M 9% ARFANE (AT ORI (I T g 797
[Non-Users questions about your smokeless F9ET -
Youth] tobacco use.

Have you ever used any
smokeless tobacco products?
These are products that are not
burned or smoked, but instead are
usually put in the mouth or are

I B FAEs (HIIRAT OE 9 TR FEET?
(HIRAT OF® T @ (2 9 (TSI 2F a1 91 I (3@
(4T @F W 91 IR IS W A RIE A1 IR A
ST BT 2, (IAA: TM] S SOz, 3, STre], ST,
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sniffed. Some examples are Zarda,
Paan with tobacco leaf, Gul,
Sadapata, Pan masala, and
Nasshi.

[INTERVIEWER NOTE: check all
that apply]

afy Zenf |

[TTFSTE Ty fAmTaT: (T 59 SoF JERY o9 NISfie
arsT fae]

1Yes )

2 No 1. 30

88 R 2.9

99 DK 88 R

99 DK

Age initiation | At what age did you start using I FE] Ird IO (AT O T92F IF IEEA?
[EVER users] | smokeless tobacco?

99 DK/R 99 DK/R
Current use Do you currently use any of the e 7 o Sufe G@EREE emeaastE @ @+ A0
[All] following smokeless tobacco AT 996 AF9E [ IEA?

products at least once a month?

[INTERVIEWER NOTE: check all
that apply]

e Zarda

* Paan with tobacco leaf
e Gul

* Sadapata

e Pan masala
e Nasshi

e Other smokeless product
* None of the Above

88 R

99 DK

[TTFOE A% FATTE: [HE T@ey S9SFie s 54 )

. TGT

o SEFTEME TH
o

o SFPITSI

o H T

o Ay

o AT (HIAREE SR
88 R

99 DK

Usual product

[Users, >1
product]

[INTERVIEWER NOTE: Ask this
question if respondent uses more
than one product in the question
above.]

Which of these products do you use
most frequently?

(only one product)

[FTFe1d gfe famieTEaT: Seawel I SIE SEie
TN 90T (I I FET ORE OIF Aed I96
]

9% TS N T_EA ([T I92E FES (617
(@ a6 )

227




Reasons for

[INTERVIEWER NOTE: Repeat the

[TaFe1d Afe famTIET: T3, T@se 2@ IFE BT

use [Users] question if necessary.] T4 ]
In choosing this type of smokeless A% Y9Ed SR 919 9F SaEd PRE [Es @F
tobacco, was part of your decision FEIH TEEE IO IEE?
based on any of the following?
The price. Ty
1Yes 1. =it
2 No 2'
88 R S
99 DK 88 R
99 DK
This type is of high quality. TH STMe JF g
This type is less harmful to my ABTIFHE O HAGE A Ffodd
health.
Regular Do you have a particular brand of arifar F @E @Ae g @EEEE oW 99 @
brand/type smokeless tobacco that you usually | sy
[Users] use?

1Yes
2 No

88 R
99 DK

[If YES: ]

What is the full name of your usual
smokeless brand?

[INTERVIEWER NOTE: Prompt for
name, type, brand, flavour]

PROBE: What variety, flavour or
type would that be?

[if response =2, ask respondent
the following.]

Do you have a type of smokeless
tobacco that you usually use?
1Yes

2 No

88 R

99 DK

[INTERVIEWER NOTE: Prompt for
name, type, flavour]

1. =0

2. &

88 R
99 DK

(357 of% o7 =: |
CR AST [ AW {2

[FTFSIF afe fAETTET: 90T am, 599, WS 3 5T
(AT SIS & T+

PROBE: 361 (FIET §96=F J1 S&F (@ &

[SoF I 23(E, ORE TET I OB®H FF4 |
Ipif & TaETe: e [Afng)

§IEF (AR SN 92T FEA?
1. =
Pl |
88 R
99 DK

[FEFe1R afs faviomar: Tanfeg 9@, s34, 3 & @¥F
SIS 5 IE]
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Other tobacco
products [All]

In the past month, have you used
any of the following tobacco
products?

[Check all that apply]

1 Cigarettes (factory made and
roll-your-own)

2 Bidis

3 Hookah/shisha/narghile/water
pipe

4 Other (specify):

5 None of the above

88 R
99 DK

You indicated “Other”. Please
specify:

[if response=1, 2, 3,4, 5, or 6 go
to NEXT QUESTION. If
response=7, skip next question]

sTe AT A & FEfife ore T4 IEF (@@ A0
[94TE ST T Bod TGH 8 ST e ]

1. FoEs @oEte By IYd] [AEE e IEE)
2. RfE

3. RPrI/EEE/SIeE TR

4, A (SEH IFA)

5. OME@I AI6I3 AT

88 R
99 DK

[SoF AW 1,2,34. 53163 ORE T I@ & I | SeF
If% 72@ ORE TET 96 IW F@ 5@ I ]

Multi-use You mentioned you use both e SEY FEET (T A (FARET 3 (eﬁ;rpl@ Ty
frequency smqkeless and smoked tobacco. IPF OEE 9T IEA | mqﬁ @ﬁw Wl
Al sl |-} T 0 YO BEe MONE often: [T & 3]
use users] [read all] 1. (TS

ASameker foleco 2. (4IRS, ST

2 Smokeless tobacco, or 3. Gﬁw 3 (H‘T’:ﬂﬁiﬂ‘{ SE SN ©I

3 do you use smoked and 88 R '

smokeless tobacco about the same | gg pk

88 R

99 DK
Youth Do you think in the future you might | asfa & a@ @ ofd e
susceptibility | try using smokeless tobacco? (TS oS T IE@ (AE?
[Youth non- 1 Definitely not Vw
e 2 Probablj not % »

2. NEFE] 41

3 Probably yes 3 B

4 Definitely yes = e EET

99 DK 88 R

99 DK

Youth If one of your best friends were to o ICEREGIIR:ICES T @S AT
susceptibility | offer you smokeless tobacco, would | (syEy (3 faSs o a7 O oy F ol 993d $aET
[Youth non- you use it? . 2
users] 1 Definitely not :

2 Probably not 2. &l ;|T°

3 Probably yes 3. 5T [l

4 Definitely yes 4. TR

88 R 88 R

99 DK 99 DK
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Youth At any time during the NEXT aFfea @ @ 3@ (T @E] WY
susceptibility YEAR, do you think you will use AP (SRR Oe T/9aE FAET?
[Youth non- smokeless tobacco? . :
users] 1 Definitely not % e
2 Probably not 2. e q{
3 Probably yes 3. 5EFE W1
4 Definitely yes 4. IR
88 R 88 R
99 DK 99 DK
QUITTING ATTEMPTS
Ever quit Have you ever made a serious I & FAF3 (SRR SF 5101 5 (919 JGET
[Users] attempt to stop using all smokeless | gifaEe
tobacco products? "
1 Yes 2. &
88 R 99 DK
99 DK
Plan to quit Are you planning to quit using I & RS ePe (R0e (A @9 I9@A?
[Users] smokeless tobacco... [ SR SoF TG]
[read first four options] .
1 Within the next month 1. FFel S TG A&
2 Within the next 6 months 2. RG] & AMIE AW
3 Sometime in the future, beyond 6 | 3. If® & I 9, S_AF© (FIET IF 97
months, 4. I AFE I GO ARFIAT FHA AT
4 or are you Not planning to quit? 88 R
88 R 99 DK
99 DK
Quit health If you were to quit using smokeless | If% IABMAT & AT A&
Hecsl) tobacco permanently in the next 6 | gysfey (fRE W 9T TAFR (TC (7 ST AT
months, how much do you think it e T\'é‘ﬁ“l T99 7@ @ A A ?F@T’
would improve your health? E o
1 Not at all 1. A9 4]
2 A little 2. RFgh
3 Alot 3. AE
88 R 88 R
99 DK 99 DK
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DEMOGRAPHICS

D.Educ What i§ your highest level of SEfe W q’z{g (TATTS] FERA? (TGEA )
(19+) education? (DO NOT READ) forawa . ?
DE62311 1 lliterate 1. [9e%s
2 Literate, no formal education 2. g S o 5 Afediae Frr @13
3 Primary (1-5 years) B
4 Secondary (6-8 years) 3. G A ¢ I79)
5 SSC (9-10 years) 4. ARF (¢ (@ v T2H)
g et it Rycar) 5. A% 9. BT (> (W@ So T%)
7 Bachelor's degree (14-16 years) . e *
8 Master’s degree (15-17 years) 6. A30. :m.ﬁ(ss A S} T%9)
9 Above Master's degree (i.e. )
PhD) 7. AeS/OT (38 (W@ SO T99)
88 R 8. AFGR &3 (b0 (W@ 39 T%F)
i 9. FFeRf a5 Twd (1. 936.f%)
88
99 DK
Income (19+) | In the last year, on average, how JAEAE AHINET G ANE A 392
DE62211 much was the total monthly income
of your household? 1. @000 BT
1 Less than 5,000 Taka 2. €000 -2 BIFI
2 5,000-9,999 Taka ¥
3 10,000-14,999 Taka 3. 30,000 -38:33> BRI
4 15,000-19,999 Taka 4. 3¢.000 - 59,99 BIFI
5 20,000+ Taka 5. Yo0,000 A @fF
88 R 8 R
99 DK 9 DK
Y.D.Educ What was the last year of school CIEIGH W (RIPTST (N FEEA? (TR 1)
(16-18) that you completed? (DO NOT . — i 5
READ) . aIffE
;Ll!literate B o 2. afifFe wE = o Afedfas FE @3
iterate, no formal education B
3 Primary (1-5 years) 3. G A ¢ I79)
L Syl f ) 4. AFF (¢ (@ v T2H)
— Year
6 SSG.Year 10 5. . 9. (5> T=9)
7 HSC - Year 11 6. 936, A9, fi (b0 T®A)
8 HSC -Year12
i PR 7. 9% AN.BI (5SS T29)
88 R 8. 236, a%. i (32 9mH)
B 9. 236, 9. f a7 @
88
99 DK
Religion (All) | What is your religion? eEE 83
DE62662 1 Muslim 1
2 Hindu 2‘ S
3 Christian - B
4 Buddhist 3. IFEH
5 Other (specify) 4, @&
5. JEjEY <
e i, (STH TF)
99 DK 9 DK
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Occupation

What is your primary occupation?
1 Owner farmer

2 Tenant farmer

3 Self-employed in non-farm
agricultural activities (e.g., cattle,
poultry raising, fisheries, plantation)
4 Self-employed in non-
agricultural activities (e.g., rickshaw
pulling, tailoring, hair cutting,
restaurant, grocery shop, tea stall)
5 Farm wage laborer

6 Non-farm agricultural wage
laborer

7 Non-agricultural wage laborer
(e.g., industrial, construction,
transport)

8 Professional (e.g., physician,
engineer, lawyer, teacher,
researcher)

9 Managerial, administrative or
clerking service

S ARG P (%2

1. o sfie 339

2. AR

3. SIPAPIE ((FHA: TS, A= B, FI(H 3 el
&) SE@ifse

4. PATHET IRE ((FHF: fFHT SITET, TR, AR_ET
(1) IS

5. 4 IR

6. AP ((FAA: TS, A2 GA. ¥ 8 BT bH)
LIEey

7. IAWOT IRE (T: fFHT SIEL (TR, A_MES

8. (TSI (T4 STo. 2fAfawE, aiRasiE, Fss,

10 Student NTHP)
11 Unemployed 9. TP, LTI T AT FASOT
12 Housewife/Housekeeper/
Household manager 10.%[a
13 Other (specify) 1. (FF
88 R E g
99 DK 12. SRV sFIEt
13. STy (A1 SN FFe)
88 R
99 DK
ATTITUDES AND BELIEFS
For the next few questions, I'd like to ask for your TIFOPEII6C IE AN (TR SFF T=F AT ToPe

opinion about smokeless tobacco products. There is
no right or wrong answer—we are most interested in

TS 51T | AN (T S AN G (7% - APE] APTAR
TOMOE TR SIS A |

your thoughts.
Overall What is your overall opinion about | (4TA1f3Sle eeoTe 435 I93F T AFTEE e Tope
opinion [All] using smokeless tobacco? &

1 Good 1. ®F

2 Neither good nor bad 2. B3 &1, AETI3 Al

3 Bad 3. A=

88 R 88 R

99 DK 99 DK
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Relative risk | would like to know what you think | fa@Te (TEIEEH ©W@Rd T=@ IAFTEE 947 @ ©f
Al abolll (e ohong e T 5T | AR WE T SHE S8R TEA @ (0
tobacco products. In your opinion, e . ’
please rank the following Ty DL,
smokeless tobacco products from | BO®F
most to least harmful:
[Interviewer note: If respondent
says they think all are equally [NTHTRFIT TETFTAIS oial Slody: I Sogurel I (7,
R ;L?:a'ﬁg lochoose | o1 W P TSR T WOFT O BT I A7
harmful, etc.’ THE PO I W 8@ (FELE AP TIEE Hfodd T
@@ fEeel”]
Zarda Sadapata
Paan with Pan masala il e
tobacco leaf OEPT T RICEE]]
Gul Nasshi al sy
- all are equally harmful - YISER TN Ffodd |
1 Answer Rank 1 Answer Rank
2R 2R
3DK 3DK
General In your opinion, please tell me I ¥ AETe REsre 999e J1 feg9e (AT EE?

attitudes [All]

whether you agree, disagree, or
neither agree nor disagree with
each of the following statements. In
general...

1 Agree 1. AF9e
2 Disagree 2. fegme
3 Neither agree nor disagree 3. A¥%e q1 feF9e (FELR AF
88 R 88 R
99 DK 99 DK
Bangladeshi society disapproves of smokeless FRATE A (SR S [ SIET (B1 (d A7 |
tobacco use.
Smokeless tobacco is highly addictive. 5
e (STIREE ORI I2F IF TE (&1 |
It is acceptable for females to use smokeless R
tobacco.p ARAES (SIS SPSTN IIE T2 |
Using smokeless tobacco sets a bad example for A
children. (TR SEET T2 IHEF O A6 [T 8- A=
PE|
Smokeless tobacco use is harmful to health. .
(STARZNS STl I INET ey AT |
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HEALTH WARNINGS

Current HWs | Thinking now about the packages | 32 (§T1A% SHFE@T TE6 =1 SO bIEd. (T,
[All] for smokeless tobacco products @151, BT, (@re |

(paste, sachets, packs, tins, ; ;

bottles). . .

As far as you know, do smokeless | I5fe & SEE (¥ IRTAOCT SRR BEGI ST

tobacco products in Bangladesh (FTEATIFS STod1FaT I @ e

have health warnings on the i (@ R @)

packages? 12 fn“ (

1 Yes (including ‘some products’) Sé R

2No 99 DK

88 R

99 DK
HW on last On your last package of smokeless | il (I (@ (SRR OPLT [PETET ©F STH
package tobacco, was there a health 5 Iry Todarl &
[Users] warning? I '

1Yes 2' a

2 Na 3. 9 T TRE Al

3 Can’t remember 88 R

88 R 99 DK

99 DK
HW opinion Do you think that smokeless I F 9@ FETd @ EERET oW S@d WEnd
[AIl] tobacco packages should have @ IPS oFFA AF] Sfee?

health warnings? i .ﬂT

1 Yes 2' a

<M 3. @®

3 Maybe 88 R

88 R 99 DK

99 DK

(If YES:) @t =)

o e e S B A FET @A e o e W@ SRw?

warnings should include pictures?

1Yes -

2 No 2. @

3 Maybe gé ";‘E o
88 Refused (Don't read) 99 DK

99 Don't Know (Don't read)

©

HEALTH WARNING LABEL RATINGS

PROGRAMMING NOTE: For the health warning ratings, each respondent will see 1 set of warnings, each set
consisting of 5 different warnings: 1) oral cancer, (2) mouth disease, (3) heart disease, (4) addiction, and (5) death,
for a particular executional style (one of four experimental conditions: 1) text-only wamning, 2) pictorial warning with
symbolic imagery, 3) pictorial warning with graphic health effect, and 4) pictorial warning with a personalized graphic
health effect and testimonial). The experimental condition that a respondent is in should be randomized, but with

balancing for the number of people assigned to each condition.

I'm now going to show you a series of tobacco health | AT I SEET [EE AEIST oI IT6]
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warnings.
I'd like you to take a moment and look at each warning, after

which I'll ask you several questions.

The questions will ask you to rate a picture using a scale from
1 to 10, where 1 is ‘not at all' and 10 is ‘extremely’. I'm going
to show you an example using this scale.

Please tell me whether this kitten IS CUTE.

1 27 3 4 5.6 7 8 9740
Notatall Inthe Middle Extremely

DK/R

One means that you do not find the kitten at all cute, and ten
means that you find the kitten extremely cute.

Do you have any questions?

(A BF I IM W @ A9 Afeles e asp
STl ¥ SIFF. ST A5 T (IT Py 97
9|

IAFE S MF So (FE ASH ®fF AT FI@ | S
aref FEAFTH AT A2 So I IEN' To (@
ey a6 Swrad fafi |

9% RO %l & ==
SXT9WB8CEY I D So
AW A AREIRN we &

S o A A FEA RO %M 377 =
AT 9T So I I IFME AH FEA ROES IHIG

IS/ [T |

IAFEE F @E T9 9R?

Great, now we’ll move on to the actual questions. You will
see one set of 5 warnings, each for a different health effect.
The same questions will be repeated for each warning, using
the 1 to 10 scale.

| will now show you the first image.

], AR A4 T 7 e wT | A ¢

6 Iroesead O] (WAe &S IF e foF
TO[F M@ | A6 TOIPAET & S (@ do CNE
A% 97 4 M F91 @

AR AT A4 TN EEO6  (FATET |

HWM.attention | On a scale of 1to 10, where 1is ‘notatall’ | 5 (@ So AT SFHAE ((F) (FAE S W& A9
and 10 is ‘extremely’, please tell whether AT 432 Yo T® IO (I WA IE IE T AR
this warning message... ToRFa GRS i
...grabs your attention DT AETES AT I
4 23349563 8 910 DKR [y Yy 8 & & 9 % » So
Notatall Inthe Middle Extremely
W A AREIRN SeR @@
HWM .believe ...is believable s ey
HWM.relevant ...is important to you IS T S
HWM.alarm ...is surprising . ArSASF
HWM fright ...is frightening ...e3%9
HWM . disgust ...is disgusting __fAafe=ss
HWM.unpleasa | ...is unpleasant (A AETT (A
nt
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HWM.concemn

On a scale of 1 to 10, where 1 is ‘not at all’
and 10 is ‘extremely’, please tell me
whether this warning message would . . .

...make people more concerned about
the health risk of using smokeless
tobacco

1253w 47 78 65758 2910
Notatall Inthe Middle Extremely

DK/R

S (@ So AT AEATE ((F) (A S @™ 99
A1 A Yo | IO (I WA FW I (T A%
ToSPaT [FRRFIET ...

=1 foRe I@|

SY®8 G Y9 D Yo
P9 A AR Fes @1

HWM prevent

... help prevent young people from
starting to use smokeless tobacco

el E

HWM.quit ... make smokeless tobacco users want | (5339 ©E II9EFIANE ©] 9993 ©IST
to quit 90 TIEe] I
HWM effective | Overall, on a scale of 1 to 10, how SEEE S (@ So AT FAFAINS, 93 ToIeqq
effective is this health waming? W?f FEFar
(POST) ATTITUDES AND BELIEFS
Overall opinion What is your overall opinion (§TATR3E OPoe 1) II92F ST AP S4E Aore
[All] about using smokeless tobacco? |
1 Good 1. ©F
2 Neither good nor bad 2. S8 AL, AEITS Al
3 Bad 3. AE
88 R 88 R
99 DK 99 DK
General In your opinion, please tell me e 7 AEe AEIsEe 999 d1 fog9e (TF9 E?

whether you agree, disagree, or
neither agree nor disagree with
each of the following
statements. In general...

attitudes [All]

1 Agree 1. A9Ne
2 Disagree 2. foawe
3 Neither agree nor disagree 3. 99%e ] fégwe (FFLE T
88 R 88 R
99 DK 99 DK
Bangladeshi society disapproves of smokeless -
toba%co #258 e IR TS (NIRRT ORI [IF ST (BRF (N 1|
Smokeless tobacco is highly addictive. "
(TR SRl T AT TP (@ |
It is acceptable for females to use smokeless .
tobacco_p FROS (SR SEETN AT SN |
Using smokeless tobacco sets a bad example for =
childgr;en. 2 (SRS SR AT IEIEE S 96 AT 2™
I I |
Smokeless tobacco use is harmful to health. =
(ST ST FITT IFHT Sy ATETT |
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PERCEIVED RISK

Worry [Current How worried are you, if at all, (SRR O 919219 ofd e IFR3IE Hond 4 9Id
Users] that using smokeless tobacco A Fofy SER?

WILL damage your health in the 59 SoF ]

future? Are you . . . e

[read all] 1. 7@arsE foRe =%

1 Not at all worried 2. a0l e

2 A little worried =

3 Very worried 3. 97 fiRke

88 R 88 R

99 DK 99 DK
Relative risk Compared to smoking A & A IEA PGS YETAH (SRS SFe
[Dual/multi users: | cigarettes, do you think using 5T IS O 9 BoFd. (A HIosT NGl (1 T
Cigs] smokeless tobacco is less oo ’

harmful, more harmful, or no 3

different for health? 1. 39 BfeF

1 Less harmful 2. @ sfee

2 More harmful 3. (@ TRET @2

3 No difference 838 R

HR 99 DK

99 DK
Relative risk Compared to smoking bidis, do | 3% & w9 @9 (AT W(eﬁ;ﬂﬁﬁqm
[Dual/multi users: | you think smokeless tobaccois | gaygrag @y 37 BfoFa, @AM BfoFT FNIT @ T @52
Bidis] less harmful, more harmful or no L % ®foeT

different for health? ) g

1 Less harmful 2. @FTsfeFR

2 More harmful 3. @F TR @2

3 No difference 88 R

88 R 99 DK

99 DK

HEALTH WARNING LABEL RECALL

[INTERVIEWER NOTE: Please turn screen toward
interviewer]

I'm now going to ask you about the health warnings
that you've seen in this study. In total there were 5
health warmnings. I'd like you to take a minute and try
and recall these health wamings: you can say either
the words of the wamnings or provide a brief
description of any warnings you can remember. It is
okay if you can't recall all the health wamings but
please try your best.

[Interviewer: “Any others?...” after each response]

[EERFE TRAFPEIE G MESH GaE|]

IFE @ IFE TORPIT IISE (WA A AT

I3 1@ /P 339 | (6 ¢ 6 TesdreadT I fae|
PRI &A@ (I3E I 99 (B8] T4 |

IFE TodeaT IANT @A T9 e & 9¥q] A7 Iof
e &S | A FH© AT TRET IR 2| O AT

TS (BB =64 |

TIET T I

[PROGRAMMER NOTE: Create checklist with each
item below]

[PROGRAMMER NOTE: Create checklist with each item
below]

[PROGRAMMER NOTE: the text ‘tobacco kills’ is
common to all labels, and should be a separate item
on the checklist]

NTHTAFTE TETFTAI GFT0 (A6 "SNP QT FET 3B
MG ¥ TeIeqd JMANe @& | (CHET T¥F TIWME)
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Experimental Condition 1: TEXT ONLY

Health Interviewer Checklist Interviewer Checklist
Warning
-text: “tobacco causes oral cancer” o (BP0 "SNP AT FIEMET Gy T |
IR (A -other (incorrect): please specify - é IFT
el N (I 7): TEA
K -text: “tobacco causes mouth disease™ o (GG "SWIF ANG (JOF S T |
o Wifew -other (incorrect): please specify - - FHA
il FE (T W) SEY 3
I -text: “tobacco causes heart disease” o (63°6: "SWI® TTEIGE S Gl |
SEE vs:gttﬂ -other (incorrect): please specify o TR (OF AX): SEA IFA
b 3
I -text: “tobacco is highly addictive” e (63°0: "SW® 6" FIA (1 YRFE" |
T &46% ¥ | _other (incorrect): please specify

o T (SF T9): SEY I

ST LT 12

-text: “tobacco kills 156 Bangladeshis every
day”
-other (incorrect): please specify

o (BF0: "SWIT MG ASMT Sey FF
IR QI IR |
o M (CIFF ) SEY IFA

Experimental Condition 2: SYMBOLIC IMAGERY

-text: “tobacco causes oral cancer”
-picture: scorpion/bug (correct)
-picture: other (incorrect): please specify

o (B35 “"OPI® YT PG Sy WAl |
« w3 35T (IF)
o &Y I (T 9F): T FE S@A IFA

-text: “tobacco causes mouth disease”
-picture: snake/cobra (correct)
-picture: other (incorrect): please specify

o (63°0: "OMF ANGH (FMEF e wll” |
o B SR (I59)
o RIY: I (T 7F): T FE @A I

-text: “tobacco causes heart disease”
-picture: yellow triangle (correct)
-picture: exclamation mark (correct)
-picture: caution sign (correct)

-picture: other (incorrect): please specify

o (BTG "SMIT TOEGE S A" |

. =T RS (709)

o &3 fEEET ffF (9)

o &Y TRYFeR foF (59)

o &Y I (T 9F): W FE SEA IHFA

| -text: “tobacco is highly addictive”

-picture: red circle
-picture: ‘no’ symbol (correct)
-picture: other (incorrect): please specify

o (5% "SHIF T6S IFA (AT JRIE" |
e B AR g3

o ¥ @EEARE 97 R

o BfY: S (59 9F): WA I SEA IHA

-text: “tobacco kills 156 Bangladeshis every
day”

-picture: skull and/or crossbones (correct)
-picture: poison (correct)

-picture: other (incorrect): please specify

o (6F°: "SHIF G FSMHT S¢Y & IRAMTNT
P F1ET" |

o R ANE I AT TS (GRF)

. Sﬁﬁ'ﬁ(‘lﬁ?)

o &Y I (T 9W): T FE SEA IFA
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Experimental Condition 3: GRAPHIC IMAGERY

-text: “tobacco causes oral cancer”
-picture: tumour on side of face (correct)
-picture: other (incorrect): please specify

(G35 "SI AT JHEI S wAl” |
=R qE 97 T Boam (i)
of¥: IR (5 79): T I SEA A

-text: “tobacco causes mouth disease™
-picture: diseased/gross teeth (correct)
-picture: other (incorrect): please specify

(BF°6: "SI Md (FEE S WA |
of¥: AT @EONFR w6 (159)
= IR (59 779): 7 I SEA A

-text: “tobacco causes heart disease”
-picture: open chest (correct)

-picture: surgery (correct)

-picture: other (incorrect): please specify

(BF°6: "OMI® TR I Wil |

& FMETET 5 SHe I8 (M09)

&3 IET

®f: A (S 77): WA I SEY FFA

-text: “tobacco is highly addictive”
-picture: hole in throat (correct)

-picture: tumour on throat (correct)
-picture: other (incorrect): please specify

(G35 "SHP 6T TP (AT JEPE" |
=R qF T_E fm )

53 s foowE (7f5%)

& JEY (% T7): 7 FE @Y IHA

-text: “tobacco kills 156 Bangladeshis every
day”

-picture: dead body under white sheet
(correct)

-picture: other (incorrect): please specify

©F5: "OMe ST IRAMT Sey F AF[EST
YT S T |

=¥ STl FHER BT oz (5F)

®f: S (O 77): WA I SEY FFA

Experimental Condition 4: PERSONALIZED GRAPHIC AND TESTIMONIAL

-text: “tobacco causes oral cancer”
-picture: man with oral cancer (correct)
-picture: missing jaw (correct)

-picture: other (incorrect): please specify
-testimonial: “I lost my jaw to oral cancer”.
Abdur, age 38, died two weeks after this
photo was taken.

(GF5: "SR AT FISNET & 7" |

o T FIENE AT AF04 T (69)
w3 I B (%)

& S (f5S 9%): WA I @A FFA
ARQER | -G, IIT 0y, & 'R (OFTF R
TR T Q1T IE |

-text: “tobacco causes mouth disease™
-picture: man with mouth disease (correct)
-picture: man with open mouth/tongue
(correct)

-picture: other (incorrect): please specify

- testimonial: “Because of using tobacco, |
have this disease in my mouth”. Deepak,
age 40.

(BF°6: "SI AT (O 5= WAl |

w3 [T IF wR (9)

wf3: (4T A/ RaE =" (79)

&fY: JEY (% 97): T FE S@A IHA
T "SI JOTEAET IR AN T A
SO @I " TS, ITT 80 |

-text: “tobacco causes heart disease”
-picture: man lying down/unconscious
(correct)

-picture: CPR administered on man
(correct)

-picture: other (incorrect): please specify
-testimonial: “This is my second heart
attack caused by tobacco use. It could be
my last.” Moti , age 44.

(BF6: "SWIT TUENSE Ol WAl |

=R NS IIJT A®SH AT ()
=3 AET 23S TeIRe NIEEE
(21 (1159)

R A (NS 77): WA FE SEY FFA
STSY: "B IAE AeIIE b A A7
SHF JI2ET B @R" | A6, II7 88 |
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|| -text: “tobacco is highly addictive”

-picture: man with hole in throat (correct)
-picture: other (incorrect): please specify
-testimonial: “I thought | could quit tobacco
any time | wanted. | was wrong.” Golam,
age 45.

BF5: "SIF T6S IFA (9 SRFEL |

w3 3PS TF WA SR fom (9)

= AN (T 79): 7 FE@ SEA IHA
STEY: "SR (SERTE A PRE (F (FH AT
SRF (VG fAte =T " | (SR, 935 8¢ |

-text: “tobacco kills 156 Bangladeshis
every day”

-picture: woman mourning (correct)
-picture: woman in white clothing (correct)
-picture: body under sheet (correct)
-picture: other (incorrect): please specify
-testimonial: “Tobacco use killed my
husband. | feel so alone”. Momtaz, age 36.

(G5 "SPIF AT o= sev & g
Sy WA |

o PEES 9o AR (159)

of¥: ST FIMG A0 A3 (H5F)

w3 %@ BT ol (A109)

oY TR (3T 9F): WA F@ SEH FFA

SEH: "ST® J92E FE ANE JPI NG (ST |
THO - 0y |

HEALTH BELIEFS

| am going to read you a list of
health effects and diseases that
may or may not be caused by
using smokeless tobacco. Based
on what you know or believe, does
smokeless tobacco use cause . . .

[INTERVIEWER NOTE: if
respondent unsure of what the
health outcome is, select “don’t

know”]

(TR T1 (§TARE SRS 32T (V@ 2© TE ATE
q8 T© AT | A I TEF AR [FIN FEA ©F (I@
T (SRS SR 5 AEd (@S S G

fafee a1 2@ "SI AT Sod 93T IHA ||

HBORAL

Oral cancer?
1.Yes

2.No

3. Don't know
4. R

T FEA?

HBMOUTH

Mouth disease?

B CENGIRN

HBHEART

Heart disease?

[AETT?

HBDEATH

Death?

kU

HEALTH WARNING RANKING TASK

PROGRAMMER NOTE: For the ranking task, each respondent should be assigned to one of the 5 health effects (with
balancing for number assigned to each). This is NOT the same as experimental condition. The respondent will view
all 4 warnings (in all 4 executional styles) for one health effect.
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| am now going to show you four
health warnings about [INSERT
HEALTH EFFECT]. | am going
to ask you to compare the
warnings to each other.

[Health effects to insert:]
(oral cancer)

SN A2 JATENE BIEMG [INSERT HEALTH EFFECT] T=if$e
TORPIIITE (TAF AT AFENE TOIPIT ST AF(6 AES6T
S QT PO I4 |

[Health effects to insert:]
I (PSS (oral cancer)

(mouth disease) AFEF (F1T (mouth disease)
Ehzgfttqisiase) TWETS (heart disease)
addiction -,
(death) (1T (addiction)

97 (death)

L1a Overall, which warning do you T, (9 Todiead B o+ (§FR3T e o
think is the most effective for Fa0© @‘gyﬂﬁ@ FIE [PTE TIGEF m A IEA?
discouraging the use of
smokeless tobacco?

L1b-e Overall, which warning is the WWWW SURICECID] Fa00 SeHRE
nexi most effective? | PTE I TEIS e A I€ A IEA?
gIII‘ t;:rll:?: AT MoAs (Repoatuncd [NTSTFTT TETFTACE Hell (A10: Cofod 9 ToI ST

gs in the set have
been selected] eSS a1 2871 g IR 5]
REIMBURSEMENT AND END

That's all the questions | have for you today. Thank
you very much for your participation. Here is a T-
shirt in appreciation of your time. To confirm that
you've received your reimbursement, I'll need you to
sign this form.

[Interviewer note: Have participant sign/initial
Remuneration Form]

IANE T CH | AFEAR RTRET 5] AEF §Ad | AR
TEE TTREEST A% (A6 A SR I | I (¥ a3
TREMG T IEERT ©F TNEIST IE HAbe THS O |

[NTSTRFTF TETFTAC Sl (F106: SoTed IHa &4 | ]

I'll now go over a feedback letter with you.

[INTERVIEWER NOTE: Hand out Feedback Letter,
go over main points:]

Thank you for participating in our study —we
appreciate your help.

- As we mentioned earlier, we are interested in
people’s opinions about health warnings on
tobacco packaging.

- We were interested in the impact of different
types of health wamings and how they affect
people’s perceptions of believability, personal
relevance, and overall effectiveness as well as
eliciting negative emotional arousal.

- We were also interested in the impact of
different health warmnings on the credibility of

M 36 FoTE @BE TS A |

[ATHTRFTA TETFTATE Siely (@16 oS
(O Seae WMo fF AR T TAGIEN TS CTH | ]

AR SR IR (IS Sy 9 |

- AMGE SEA FEM F@ AN PONEGT MR TR
SIS MePe SIS SR |

- IEE] (RS 9T Ir Teeead 49, (eoEd
RIERTE STF Amd o[, 492 TEER A
Il 3 (e fIF SEERE Feld S=2¥el FI®
o 5™TF S A2

- Gl AES T (7 3% IFF TeIeqd INSE IrH
NoPad fIrEmeE 13 (HRE e ITET
IEE TP T T ANET SENE Fel@ Telie
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health warning messages, and beliefs about
the health effects of using smokeless tobacco

- Participants were shown different types of
health warnings: text-only, pictorial warmings
with graphic health effects, pictorial warnings
with personal testimonials and/or effects on
“lived experience”, and other types of pictorial
warnings (symbols, etc.), in order to compare
responses to each type of warning.

- As areminder, no personal information (name,
address, contact information, etc.) will be
collected, other than a signature or initial to
confirm that the t-shirt was received. For your
protection, we will assign you a number that
will be used to label all information and no
personal identifiers will be linked to your data.

- This study has been reviewed by and received
ethics clearance through the University of
Waterloo and the Bangladesh Medical
Research Council. If you have any comments
or concemns resulting from your involvement
please contact Dr. Nigar Nargis at the
University of Dhaka whose contact information
is listed in your letter [point out contact
information in their letter].

IE|

- MIRPREI@ IF 4TCE ITFH T BFE T PIT
(AT @] B FRE, Tt Todtesd, JfeTe
IfSWE RFFT AT AMHT §FIF HoIeqq (TN,
TOIP, RONM) | A7 FE Ao YT TOI AT
Ol A1 T

- AW AT e TN (P Oy (7T @ AT | I
@ ®E IS T FEGA ©F TACEST (FIOAQ AT
THE 929 ] 3@ | AFEE G A6 499 (W8T @
TF AHE AFEE o fofFe G|

- SABE FoMHeRc 937 IRANTT S B9 IO
9% TEAAG AEEFEE S ([foPeld GeTa TuH IEE
|a® [T @FFE JINE I I @FH T qT OGO
J[IE 4E bR RRwaEs FfRe . fsng TifcE
S FYT IO &S | O (@EMECE O o Tad &
@STT  IE |

That's everything for today. Thank you very much for
your participation.

IAGT A TSR | ATAE ITIRE O AES HANA |
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APPENDIX D continued. Codebook for Bangladesh

Bangladesh Study 3 Codebook

RESPNUM Respondent Number on Machine | 1-
starting at 1

Status System variable for status 4 Complete

3 Not Complete

Interviewtime System variable for interview Number
length

StudyID 5-digit number based on HitHHH#
RESPNUM

Intersite Site of Interview (entered by 2,4,5,6,7,11
interviewer)

InterID Interviewer ID (entered by Number (1-9)
interviewer)

iPadnum Number of iPad used (entered by | Text
interviewer)

RevisedSite Site of Interview (determined by | 2,4,5,6,7,11
date of survey completed)

Date of Interview Date of Interview MMDDYYYY

Intstart Start Time of interview HHMMSS

Agegroup Variable to store age group 1 YOUTH (16 - 18 YEARS)
based on D Age 2 ADULT (19+ YEARS)
Userl Variable to store smoking status 1 User (if sstatus=1,2 or 3)

based on Sstatus

2 Non-User (if sstatus=4)

Date_end Interview

Date Interview Ended (local date
for laptops, UW server time for
OnlineY) — Only present if made
it to final screen

MDDYYYY

Intfinish Time interview Ended (local time | HHMMSS
for laptops, UW server time for
OnlineY) — Only present if made
it to final screen
sLanguage 2 Bengali
Country Code for Country BAN
AGP Age Group Selected by 1 Youth (16 - 18 YEARS)
Interviewer at beginning of 2 Adult (19+ YEARS)
survey
Consen Does Respondent Consent to 1 Yes, continue to survey
doing the survey: 2 No, Thank you for your time
DGender Gender 1 Female
2 Male
D Age To begin, may I ask how old you | Number (1-99)
are?
SLTSTATUSI1 In the last 30 days, how often did | 1 Every day

you use any smokeless tobacco
products? (If ANS=1,2 or 3 skip
to SLTStatus2,

If ANS=4 (Youth ONLY) skip
to EVERUSE)

2 At least once a week
3 At least once in the last month
4 Not at all

I am now going to ask you
questions about your smokeless
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tobacco use. Have you EVER
USED any smokeless tobacco
products? These are products that
are not burned or smoked, but
instead are usually put in the
mouth or are sniffed. Some
examples are ...

(Check all that apply)
EVERUSE 1 Zarda M=1
O=0
EVERUSE 2 paan with tobacco leaf M=1
O=0
EVERUSE 3 gul M=1
O=0
EVERUSE 4 sadapata M=1
O=0
EVERUSE 5 pan masala M=1
O=0
EVERUSE 6 nasshi M=1
O=0
EVERUSE 7 Other smokeless product M=1
O=0
EVERUSEOTH Other smokeless product - Text
specify
EVERUSE 8 None of the above M=1
O=0
EVERUSE 9 R M=1
O=0
EVERUSE 10 DK M=1
O=0
If any products chosen skip to
Agelnit
If no products chosen skip to
Sproducts
SLTSTATUS2 You mentioned that you 1 Enter Number
currently use smokeless tobacco | 2 DK/R
On average, how many times per
do you use smokeless
tobacco?
(Daily, Day if Sstatus=1)
(Weekly, Week if Sstatus=2)
(Monthly, Month if Sstatus=3)
(If ANS=1 skip to SLTStatus3,
If ANS=2 skip to Agelnit)
SLTSTATUS3 You mentioned that you Number (0-999)

currently use smokeless tobacco

On average, how many times per
do you use smokeless

tobacco?

(Daily, Day if Sstatus=1)

(Weekly, Week if Sstatus=2)
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(Monthly, Month if Sstatus=3)

Agelnit

At what age did you start using
smokeless tobacco?

(If ANS=1 skip to
Agelnitiation,

If ANS=2 and User=1 skip to
CurrentUse,

If ANS=2 and User=2 skip to
Sproducts)

1 Enter Age
2 DK/R

Agelnitiation

At what age did you start using
smokeless tobacco?

(If User=1 skip to CurrentUse,
If User=2 skip to Sproducts)

Number (0-99)

Do you currently use any of the
following smokeless tobacco
products at least once a month?

(Check all that apply)
CURRENTUSE 1 Zarda M=1
O=0
CURRENTUSE 2 paan with tobacco leaf M=1
O=0
CURRENTUSE 3 gul M=1
O=0
CURRENTUSE 4 sadapata M=1
O=0
CURRENTUSE 5 pan masala M=1
O=0
CURRENTUSE 6 nasshi M=1
O=0
CURRENTUSE 7 Other smokeless product M=1
O=0
CURRENTUSEOTH Other smokeless product - Text
specify
CURRENTUSE 8 None of the above M=1
O=0
CURRENTUSE 9 R M=1
O=0
CURRENTUSE 10 DK M=1
O=0

If one product is chosen skip to
ReasonsForUsel,

If multiple products chosen
skip to UsualProduct,

If no products chosen skip to
Susuall

UsualProduct

Which of these products do you
use most frequently?

Number (1-5)
(See CUSEDLIST and T CUSEDLIST
variables)
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CUSEDLIST _1

Code used in Constructed list for
selected first in CURRENTUSE
used in UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

CUSEDLIST_2

Code used in Constructed list for
selected second in
CURRENTUSE used in
UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

CUSEDLIST_3

Code used in Constructed list for
selected third in CURRENTUSE
used in UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

CUSEDLIST 4

Code used in Constructed list for
selected fourth in
CURRENTUSE used in
UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

CUSEDLIST_5

Code used in Constructed list for
selected fifth in CURRENTUSE
used in UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

CUSEDLIST_6

Code used in Constructed list for
selected sixth in CURRENTUSE
used in UsualProduct

93 Zarda

94 paan with tobacco leaf
95 gul

96 sadapata

97 pan masala

98 nasshi

99 Other smokeless product

T CUSEDLIST 1

Derived Variable with text
version of CUSEDLIST 1

Text

T CUSEDLIST 2 Derived Variable with text Text
version of CUSEDLIST 2

T CUSEDLIST 3 Derived Variable with text Text
version of CUSEDLIST 3

T CUSEDLIST 4 Derived Variable with text Text
version of CUSEDLIST 4

T CUSEDLIST 5 Derived Variable with text Text
version of CUSEDLIST 5 Text

T CUSEDLIST_6 Derived Variable with text Text

version of CUSEDLIST 6
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T UsualProduct

Derived Variable that displays
the text for what the respondent
selected in usual product
question OR if they only selected
one product in CURRENTUSE
displays that product

Text

Reasonsforusel

In choosing this type of
smokeless tobacco, was part of
your decision based on any of the
following?

The price.

Yes
No

A WN —
=

DK

Reasonsforuse2

In choosing this type of
smokeless tobacco, was part of
your decision based on any of the
following?

This type is of High Quality.

Yes
No

AW N —
=

DK

Reasonsforuse3

In choosing this type of
smokeless tobacco, was part of
your decision based on any of the
following?

This type is less harmful to my
health.

Yes
No

B W N =
=

DK

Susuall

Do you have a particular brand of
smokeless tobacco that you
usually use?

(If ANS=1 skip to
SusualSlessTob,

If ANS=2,3 or 4 skip to
Susual3)

Yes
No

AW N —
=

DK

SusualSlessTob

What is the full name of your
usual smokeless brand?

If answered skip to Sproducts

Text

Susual3

Do you have a TYPE of
smokeless tobacco that you
usually use?

(If ANS=1 skip to
SusualSlessType,

If ANS=2,3 or 4 skip to
Sproducts)

AW N —
UW?K‘

SusualSlessType

Do you have a TYPE of
smokeless tobacco that you
usually use?

Text

In the past month, have you used
any of the following smoked
tobacco products

(Check all that apply)

SPRODUCTS_1

Cigarettes (factory made and
roll-your-own)

o™
I
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SPRODUCTS 2 Bidis M=1
O=0
SPRODUCTS 3 Hookah/ shisha/ narghile/ water M=1
pipe O=0
SPRODUCTS 4 Other (Specify) M=1
O=0

SprodOTH Other Specify Text
SPRODUCTS 5 None of the above M=1
O=0
SPRODUCTS 6 R M=1
O=0
SPRODUCTS 7 DK M=1
O=0

If User1=2 skip to Ysusfuture,
If User1=1 AND any product is
chosen skip to multiuse,

If User1=1 AND no product is
chosen skip to EverQuit.

MultiUse You mentioned you use both 1 Smoked tobacco
smokeless and smoked tobacco. 2 Smokeless tobacco
Which do you use more often: 3 do you use smoked and smokeless
tobacco about the same
(Skip to EverQuit) 4 R
5 DK
Ysusfuture Do you think in the future you 1 Definitely not
might try using smokeless 2 Probably not
tobacco? 3 Probably yes
4 Definitely yes
5 R
6 DK
Ysusfriend If one of your best friends were 1 Definitely not
to offer you smokeless tobacco, 2 Probably not
would you use it? 3 Probably yes
4 Definitely yes
5 R
6 DK
Ysusyear At any time during the NEXT 1 Definitely not
YEAR, do you think you will use | 2 Probably not
smokeless tobacco? 3 Probably yes
4 Definitely yes
(Skip to YDEduc) 5 R
6 DK
Everquit Have you ever made a serious 1 Yes
attempt to stop using all 2 No
smokeless tobacco products? 3R
4 DK
Plantoquit Are you planning to quit using 1 Within the next month<
smokeless tobacco... 2 Within the next 6 months
3 Sometime in the future, beyond 6
months,
4 or are you Not planning to quit?
5 R
6 DK
Quithealth If you were to quit using 1 Not at all
smokeless tobacco permanently 2 Alittle
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in the next 6 months, how much
do you think it would improve
your health?

(If Youth skip to YDEduc,
If Adult skip to DEduc)

3 Alot

N
=

Deduc

What is your highest level of
education?

[lliterate
Literate, no formal education
Primary (1-5 years)
Secondary (6-8 years)
SSC (9-10 years)
HSC (11-12 years)
Bachelor’s degree (14-16 years)
Master’s degree (15-17 years)
Above Master’s degree (i.e. PhD)
0 R
1 DK

Income

In the last year, on average, how
much was the total monthly
income of your household?

(Skip to Religion)

less than 5,000 Taka
5,000-9,999 Taka
10,000-14,999 Taka
15,000-19,999 Taka
20,000+ Taka

R

DK

Ydeduc

What was the last year of school
that you completed?

Illiterate
Literate, no formal education
Primary (1-5 years)
Secondary (6-8 years)
SSC - Year 9
SSC- Year 10
HSC — Year 11
HSC — Year 12
More than HSC

0 R

1 DK

Religion

What is your Religion?

(If Youth skip to
PREOverallOpinion,
If Adult skip to DE622360)

Muslim
Hindu
Christian
Buddhist
Others

R

DK

N AN W= =000 WA WNDRLIITANNDEWND ===V WA WN—

ReligionOTH

What is your Religion — Other
Specify

—
[¢]
bl
=

Occupation

What is your primary
occupation?

1 Owner farmer

2 Tenant farmer

3 Self-employed in non-farm
agricultural activities (e.g., cattle,
poultry raising, fisheries, plantation)
4 Self-employed in non-agricultural
activities (e.g., rickshaw pulling,
tailoring, hair cutting, restaurant,
grocery shop, tea stall)

5 Farm wage laborer

6 Non-farm agricultural wage laborer
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7 Non-agricultural wage laborer (e.g.,
industrial, construction, transport)

8 Professional (e.g., physician,
engineer, lawyer, teacher, researcher)

9 Managerial, administrative or
clerking service

10 Student

11 Unemployed

12 Housewife/Housekeeper/Household

manager
13 Other (specify)
14 R
15 DK
DE6223600TH What is your primary occupation | Text
— Other specify
Preoverallopinion For the next few questions, I’d 1 Good
like to ask for your opinion about | 2 Neither good nor bad
smokeless tobacco products. 3 Bad
There is no right or wrong 4 R
answer —we are most interested | 5 DK
in your thoughts.
What is your overall opinion
about using smokeless tobacco?
relativeriskA I would like to know what you 1 Answer Rank
think about the following 2 R
smokeless tobacco products. In 3 DK
your opinion, please rank the
following smokeless tobacco
products from most to least
harmful:
(If ANS=1 skip to RelativeRisk,
If ANS=2 skip to preGA1)
I would like to know what you
think about the following
smokeless tobacco products. In
your opinion, please rank the
following smokeless tobacco
products from most to least
harmful:
relativeRisk 1 1 Most harmful 1 Zarda
2 Paan with tobacco leaf
3 Gul
4 Sadapata
5 Pan masala
6 Nasshi
relativeRisk 1 2 Second most harmful 1 Zarda
2 Paan with tobacco leaf
3 Gul
4 Sadapata
5 Pan masala
6 Nasshi
relativeRisk 1 3 Third most harmful 1 Zarda
2 Paan with tobacco leaf
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Gul
Sadapata
Pan masala
Nasshi

relativeRisk 1 4

Fourth most harmful

Zarda

Paan with tobacco leaf
Gul

Sadapata

Pan masala

Nasshi

relativeRisk 1 5

Fifth most harmful

Zarda

Paan with tobacco leaf
Gul

Sadapata

Pan masala

Nasshi

relativeRisk 1 6

Sixth most harmful

Zarda
Paan with tobacco leaf
Gul

DEO\UI-PMN'—O\UILMN'—O\UILMN'—O\UILM

Neither agree nor disagree
R

Sadapata
Pan masala
Nasshi
Relrisequal all are equally harmful =1
=0
In your opinion, please tell me
whether you agree, disagree, or
neither agree nor disagree with
each of the following statements.
In general...
preGAl Bangladeshi society disapproves | 1 Agree
of smokeless tobacco use. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA2 Smokeless tobacco is highly 1 Agree
addictive. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA3 It is acceptable for females touse | 1 Agree
smokeless tobacco. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGA4 Using smokeless tobacco sets a 1 Agree
bad example for children. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
preGAS Smokeless tobacco use is 1 Agree
harmful to health. 2 Disagree
3
4
5

DK
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currentHW Thinking now about the packages | 1 Yes (including ‘some products’)
for smokeless tobacco products 2 No
(paste, sachets, packs, tins, 3 R
bottles)... 4 DK
As far as you know, do
smokeless tobacco products in
Bangladesh have health warnings
on the packages?
(If USER1=1 skip to
HWLastPack,
If USER1=2 skip to
HWOpinionl)
HWlastpack On your last package of 1 Yes
smokeless tobacco, was there a 2 No
health warning? 3 Can't remember
4 R
5 DK
HWopinionl Do you think that smokeless 1 Yes
tobacco packages should have 2 No
health warnings? 3 Maybe
4 R
5 DK
HWopinion2 Do you think that the health 1 Yes
warnings should include 2 No
pictures? 3 Maybe
4 R
5 DK
HWMtestkit Please tell me whether this kitten | 1 Not at all
IS CUTE 2
One means that you do not find 3
the kitten at all cute, and ten 4
means that you find the kitten 5
extremely cute. In The Middle
6
7
8
9
10 Extremely
11 Don’t know/Refused
Randgroupl Randomly assigned group 1 Text Only

2 Symbolic Imagery

3 Graphic Imagery

4 Personalized Graphic and
Testimonial

HWI11 _aattention

Please tell me whether this
warning message:

GRABS YOUR ATTENTION

1 Not at all
2

wn W

In The Middle

NoRNeJBEN Bie)
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10 Extremely

11 DK/R
HWI11 bbelieve Please tell me whether this 1 Not at all
warning message: 2
3
IS BELIEVABLE 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 crelevant Please tell me whether this 1 Not at all
warning message: 2
3
IS IMPORTANT TO YOU 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 dsurprise Please tell me whether this 1 Not at all
warning message: 2
3
IS SURPRISING 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 efright Please tell me whether this 1 Not at all
warning message: 2
3
IS FRIGHTENING 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11_fdisgust Please tell me whether this 1 Not at all
warning message: 2
3
IS DISGUSTING 4
5
In The Middle
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NoRNeBEN Bie)

10 Extremely

11 DK/R
HWI11 _gunpleasant Please tell me whether this 1 Not at all
warning message: 2
3
IS UNPLEASANT 4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
HWI11 hconcern Please tell me whether this 1 Not at all
warning message would: 2
3
MAKE PEOPLE MORE 4
CONCERNED ABOUT THE 5
HEALTH RISK OF USING In The Middle
SMOKELESS TOBACCO 6
7
8
9
10 Extremely
11 DK/R
HWI11 iprevent Please tell me whether this 1 Not at all
warning message would: 2
3
HELP PREVENT YOUNG 4
PEOPLE FROM STARTING 5
TO USE SMOKELESS In The Middle
TOBACCO 6
7
8
9
10 Extremely
11 DK/R
HWI11 jquit Please tell me whether this 1 Not at all
warning message would: 2
3
MAKE SMOKELESS 4
TOBACCO USERS WANT 5
TO QUIT In The Middle
6
7
8
9

10 Extremely
11 DK/R

254




HWI11 keffective Overall, on a scale of 1 to 10, 1 Not at all
how effective is this health 2
warning? 3
4
5
In The Middle
6
7
8
9
10 Extremely
11 DK/R
Repeated from HW11 to HW51 HW11 refers to the Health Effect
for each of the 5 health effects 1 image in the set.
using randomly assigned HW21 refers to the Health Effect
condition. Health affect groups 2 image in the set.
were asked in random order. HW31 refers to the Health Effect
3 image in the set.
HW41 refers to the Health Effect
4 image in the set.
HWS51 refers to the Health Effect
5 image in the set.
PostOverallOpinion What is your overall opinion 1 Good
about using smokeless tobacco? 2 Neither good nor bad
3 Bad
4 R
5 DK
In your opinion, please tell me
whether you agree, disagree, or
neither agree nor disagree with
each of the following statements.
In general...
PostGal Bangladeshi society disapproves | 1 Agree
of smokeless tobacco use. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA2 Smokeless tobacco is highly 1 Agree
addictive. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA3 It is acceptable for females touse | 1 Agree
smokeless tobacco. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGA4 Using smokeless tobacco sets a 1 Agree
bad example for children. 2 Disagree
3 Neither agree nor disagree
4 R
5 DK
PostGAS Smokeless tobacco use is 1 Agree
harmful to health. 2 Disagree
3

Neither agree nor disagree
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(If USER1=1 skip to worry, 4 R
If USER1=2 skip to RelRisk1) 5 DK
Worry How worried are you, if at all, 1 Not at all worried
that using smokeless tobacco 2 A little worried
WILL damage your health in the | 3 very worried
future? Are you ... 4 R
5 DK
Relrisk1 Compared to smoking cigarettes, | 1 less harmful
do you think using smokeless 2 more harmful
tobacco is less harmful, more 3 no difference
harmful, or no different for 4 R
health? 5 DK
Relrisk2 Compared to smoking bidis, do 1 less harmful
you think smokeless tobacco is 2 more harmful
less harmful, more harmful or no | 3 no difference
different for health? 4 R
5 DK
Asked if Randgroupl=1
Health Warning Label Recall
Experimental condition 1: Text
only
HWLrecla 1 text: 'tobacco causes oral cancer' | M =1
O=0
HWLrecla 2 other (incorrect): please specify M=1
O=0
HWLrec1aOTH Text Specify Text
HWLreclb 1 text: 'tobacco causes mouth M=1
disease' O=0
HWLreclb 2 other (incorrect): please specify M=1
O=0
HWLreclbOTH Text Specify Text
HWLreclc 1 text: 'tobacco causes heart M=1
disease' O=0
HWLreclc 2 other (incorrect): please specify M=1
O=0
HWLreclcOTH Text Specify Text
HWLrecld 1 text: "tobacco is highly addictive' | M =1
O=0
HWLrecld 2 other (incorrect): please specify M=1
O=0
HWLrec1dOTH Text Specify Text
HWLrecle 1 text: 'tobacco kills 156 M=1
Bangladeshis every day' O=0
HWLrecle 2 other (incorrect): please specify M=1
O=0
HWLrecleOTH Text Specify Text
HWLreclf 1 tobacco kills M=1
O=0
HWLreclf 2 Refused M=1
O=0
Asked if Randgroup1=2
Health Warning Label Recall
Experimental condition 2:
Symbolic imagery
HWLrec2a 1 text: 'tobacco causes oral cancer' | M =1
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O=0
HWLrec2a 2 picture: scorpion/bug (correct)
HWLrec2a 3 picture: other (incorrect): please M=1
specify O=0
HWLrec2aOTH Text Specify Text
HWLrec2b 1 text: 'tobacco causes mouth M=1
disease' O=0
HWLrec2b 2 picture: snake/cobra (correct) M=1
O=0
HWLrec2b 3 picture: other (incorrect): please M=1
specify O=0
HWLrec2bOTH Text Specify Text
HWLrec2c 1 text: 'tobacco causes heart M=1
disease' O=0
HWLrec2c 2 picture: yellow triangle (correct) | M =1
O=0
HWLrec2c 3 picture: exclamation mark M=1
(correct) O=0
HWLrec2c 4 picture: caution sign (correct) M=1
O=0
HWLrec2c 5 picture: other (incorrect): please M=1
specify O=0
HWLrec2cOTH Text Specify Text
HWLrec2d 1 text: "tobacco is highly addictive' | M =1
O=0
HWLrec2d 2 picture: red circle M=1
O=0
HWLrec2d 3 picture: 'no' symbol (correct) M=1
O=0
HWLrec2d 4 picture: other (incorrect): please M=1
specify O=0
HWLrec2dOTH Text Specify Text
HWLrec2e 1 text: 'tobacco kills 156 M=1
Bangladeshis every day' O=0
HWLrec2e 2 picture: skull and/or crossbones M=1
(correct) O=0
HWLrec2e 3 picture: poison (correct) M=1
O=0
HWLrec2e 4 picture: other (incorrect): please M=1
specify O=0
HWLrec2eOTH Text Specify Text
HWLrec2f 1 tobacco kills M=1
O=0
HWLrec2f 2 Refused M=1
O=0
Asked if Randgroup1=3
Health Warning Label Recall
Experimental condition 3:
Graphic health effect
HWLrec3a 1 text: 'tobacco causes oral cancer' | M =1
O=0
HWLrec3a 2 picture: tumour on side of face M=1
(correct) O=0
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HWLrec3a 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3aOTH Text Specify Text
HWLrec3b 1 text: 'tobacco causes mouth M=1
disease' O=0
HWLrec3b 2 picture: diseased/gross teeth M=1
(correct) O=0
HWLrec3b 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3bOTH Text Specify Text
HWLrec3c 1 text: 'tobacco causes heart M=1
disease' O=0
HWLrec3c 2 picture: open chest (correct) M=1
O=0
HWLrec3c 3 picture: surgery (correct) M=1
O=0
HWLrec3c 4 picture: other (incorrect): please M=1
specify O=0
HWLrec3cOTH Text Specify Text
HWLrec3d 1 text: 'tobacco is highly addictive' | M =1
O=0
HWLrec3d 2 picture: hole in throat (correct) M=1
O=0
HWLrec3d 3 picture: tumour on throat M=1
(correct) O=0
HWLrec3d 4 picture: other (incorrect): please M=1
specify O=0
HWLrec3dOTH Text Specify Text
HWLrec3e 1 text: 'tobacco kills 156 M=1
Bangladeshis every day' O=0
HWLrec3e 2 picture: dead body under white M=1
sheet (correct) O=0
HWLrec3e 3 picture: other (incorrect): please M=1
specify O=0
HWLrec3eOTH Text Specify Text
HWLrec3f 1 tobacco kills M=1
O=0
HWLrec3f 2 Refused M=1
O=0
Asked if Randgroup1=4
Health Warning Label Recall
Experimental condition 4:
Testimonial
HWLrec4a 1 text: 'tobacco causes oral cancer' | M =1
O=0
HWLrec4a 2 picture: man with oral cancer M=1
(correct) O=0
HWLrec4a 3 picture: missing jaw (correct) M=1
O=0
HWLrec4a 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4a 5 testimonial: “I lost my jaw to oral | M =1
cancer”. Abdur, age 38, diedtwo | O =0
weeks after this photo was taken.
HWLrec4aOTH Text Specify Text
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HWLrec4b 1 text: 'tobacco causes mouth M=1
disease' O=0
HWLrec4b 2 picture: woman with mouth M=1
disease/tumour (correct) O=0
HWLrec4b 3 picture: woman with open mouth | M =1
(correct) O=0
HWLrec4b 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4b 5 testimonial: “Because of using M=1
tobacco, I have this mouth O=0
tumour that cannot be removed”.
Amena, age 53.
HWLrec4bOTH Text Specify Text
HWLrec4c 1 text: 'tobacco causes heart M=1
disease' O=0
HWLrec4c 2 picture: man lying M=1
down/unconscious (correct) O=0
HWLrec4c 3 picture: CPR administered on M=1
man (correct) O=0
HWLrec4c 4 picture: other (incorrect): please M=1
specify O=0
HWLrec4c 5 testimonial: “This is my second M=1
heart attack caused by tobacco O=0
use. It could be my last.” Moti ,
age 44.
HWLrec4cOTH Text Specify Text
HWLrec4d 1 text: "tobacco is highly addictive' | M =1
O=0
HWLrec4d 2 picture: man with hole in throat M=1
(correct) O=0
HWLrec4d 3 picture: other (incorrect): please M=1
specify O=0
HWLrec4d 4 testimonial: “T thought I could M=1
quit tobacco any time I wanted. I | O =0
was wrong.” Golam, age 45.
HWLrec4dOTH Text Specify Text
HWLrec4de 1 text: 'tobacco kills 156 M=1
Bangladeshis every day' O=0
HWLrec4e 2 picture: woman mourning M=1
(correct) O=0
HWLrec4e 3 picture: woman in white clothing | M =1
(correct) O=0
HWLrecde 4 picture: body under sheet M=1
(correct) O=0
HWLrec4e 5 picture: other (incorrect): please M=1
specify O=0
HWLrec4e 6 testimonial: “Tobacco use killed | M =1
my husband. I feel so alone'. O=0
Momtaz, age 36.
HWLrec4eOTH Text Specify Text
HWLrec4f 1 tobacco kills M=1
O=0
HWLrec4f 2 Refused M=1
O=0
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I am going to read you a list of
health effects and diseases that
may or may not be caused by
using smokeless tobacco. Based
on what you know or believe,
does smokeless tobacco use
cause...

HBoral

Oral cancer?

Yes

No

Don't Know
R

HBmouth

Mouth disease?

Yes

No

Don't Know
R

HBheart

Heart disease?

Yes

No

Don't Know
R

HBdeath

Death?

Yes
No

Don't Know
R

Randgroup2

Randomly Assigned Health
Affect for Ranking Question

N AR WN~RLRWND~RRNROWNRR LW~ WD~

oral cancer
mouth disease
heart disease
addiction
death

HWranktaskl 1 1

Position on screen that was
picked first

Top left

Top right
Bottom left
Bottom right

HWranktaskl 1 2

Position on screen that was
picked second

Top left

Top right
Bottom left
Bottom right

HWranktaskl 1 3

Position on screen that was
picked third

Top left

Top right
Bottom left
Bottom right

HWranktaskl 1 4

Position on screen that was
picked fourth

Top left

Top right
Bottom left
Bottom right

LR1_5DKREF

Don’t know or refuse the rank
question

R
DK

RankHW1

image/label number shown in
position 1 (top left)

Image 11
Image 12
Image 13
Image 14

RankHW?2

image/label number shown in
position 2 (top right)

A LW =AW=~ WND=RARWOWND~=RARWDND =N WDND—

Image 11
Image 12
Image 13
Image 14
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RankHW3

image/label number shown in
position 3 (bottom left)

Image 11
Image 12
Image 13
Image 14

RankHW4

image/label number shown in
position 4 (bottom right)

Image 11
Image 12
Image 13
Image 14

HWranktask1 actual

Actual image/label ranked first

Image 11
Image 12
Image 13
Image 14

HWranktask2 actual

Actual image/label ranked
second

Image 11
Image 12
Image 13
Image 14

HWranktask3 actual

Actual image/label ranked third

Image 11
Image 12
Image 13
Image 14

HWranktask4 actual

Actual image/label ranked fourth

Image 11
Image 12
Image 13
Image 14

A WNRPRAR WD~ OWOUNDREIREWND =D WND =R~ WN —

HWfirst label rank

Rank of the image/label 1

Number (1-4)

HWsecond label rank

Rank of the image/label 2

Number (1-4)

HWthird label rank

Rank of the image/label 3

Number (1-4)

HWfourth label rank

Rank of the image/label 4

Number (1-4)

comments Open ended comments field text
XEVERUSE Number of products chosen in Number

Everuse
XCURRENTUSE Number of products chosen in Number

Currentuse
XSPRODUCTS Number of products chosen in Number

Sproducts

GH#p# - G# goes from G1-G4 for

each of the 4 groups, p# goes

from p1-p5 for each image in the

group
Gifpttaattention HW Section questions organized | 1 Not at all
G#fpt#bbelieve by group 2
Gifpticrelevant 3
G#p#dsurprise 4
Gipttefright 5
Gi#pt#fdisgust In The Middle
Gi#fp#gunpleasant 6
Gi#fpt#thconcern 7
G#fpttiprevent 8
G#p#jquit 9
Gfpttkeffective 10 Extremely

11 Don’t know/Refused
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APPENDIX E. Sample characteristics by experimental condition

BANGLADESH EXPERIMENTAL CONDITIONS
Adults OVERALL Text Symbolic Graphic Testimonial
n=569 n=143 n=140 n=142 n=144 Test statistic, p-value
Sex % (n)
Female 459 (261) 45.5 (65) 45.0 (63) 45.1 (64) 47.9 (69) X?=0.33, p=.095
Male 54.1 (308) 54.5 (78) 55.0 (77) 54.9 (78) 52.1(75)
Age Mean (SD) 38.6 (SD 12.5) |39.0(SD 13.5) 38.7(11.8) 38.9 (12.2) 37.6 (12.4) F=0.37, p=0.77
Religion % (n)
Muslim 98.1 (558) 99.3 (142) 97.8 (136) 100.0 (141)  96.5 (139) X?=8.00, p=0.24
Hindu 1.6 (9) 0.7 (1) 22(3) -- 3505
Smokeless tobacco use % (1)
Daily user
Non-daily user 94.4 (537) 93.0 (133) 94.3 (132) 96.5 (137) 93.8 (135) X*=1.80, p=0.62
5.6 (32) 7.0 (10) 5.7(8) 3505 6.3(9)
Mixed use % (n) 2 _
(Smoked & smokeless) 24.8 (141) 23.8 (34) 22.9 (32) 29.6 (42) 22.9 (33) X"=2.38, p=0.50
Age of initiation Mean (SD) [20.1 (SD6.4) [20.8(SD7.1) 19.1(SD5.6) 19.9(SD7.2) 20.3(SDS5.5) F=1.70, p=0.17
Quit intentions % (n)
Plans to quit 50.1 (284) 50.0 (71)* 503(83)°  489(69°  57.6(83) X’=8.25. 10,04
No Plans to quit 49.9 (283) 50.0 (71) 40.7 (57) 51.1(72) 42.4 (61) o> P
Income % (n)
Low 72.8 (412) 70.4 (100) 72.9 (102) 69.7 (99) 78.2 (111)
Moderate 18.0 (102) 19.0 (27) 17.9 (25) 21.8 (31) 13.4 (19) X?*=5.91, p=0.75
High 3.0 (17) 2.8(4) 4.3 (6) 2.8(4) 2.1 (3)
Not stated 6.2 (35) 7.7(11) 5.0(7) 5.6 (8) 6.3(9)
Education % (n)
Low 31.5(179) 28.0 (40) 32.9 (46) 30.3 (43) 35.0 (50) X2=3.03, p=0.80
Moderate 55.6 (316) 60.1 (86) 55.0 (77) 54.2 (77) 53.1(76) R '
High 12.9 (73) 11.9(17) 12.1 (17) 15.5 (22) 11.9(17)

Different letters denote significant differences between experimental conditions, where p<0.05.
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APPENDIX E continued. Sample characteristics by experimental condition

BANGLADESH EXPERIMENTAL CONDITIONS
Youth OVERALL | Text Symbolic Graphic Testimonial
n=512 n=130 n=118 n=134 n=130 Test statistic, p-value
Sex % (n)
Female 49.6 (254) 51.5(67) 46.6 (55) 53.7(72) 46.2 (60) X?=2.15, p=0.54
Male 50.4 (258) 48.5 (63) 53.4 (63) 46.3 (62) 53.8 (70)
Age Mean (SD) 17.1(SD0.8) | 17.1(SD0.8) 17.2(SD0.8) 17.2(SD 0.7) 17.1 (SD 0.8) F=1.10, p=0.35
Religion % (n)
Muslim 98.4 (504) 97.7 (127) 98.3 (116) 99.3 (133) 98.5 (128) X*=2.81, p=0.42
Hindu 1.4 (7) 233 1.7 (2) 0.7 (1) 1.5(2)
Smokeless tobacco use % (n)
Daily user 14.5 (74) 13.8 (18) 11.0 (13) 14.2 (19) 18.5 (24)
Non- daily user 11.7 (60) 13.8 (18) 9.3 (11) 12.7 (17) 10.8 (14) X?=9.72, p=0.37
Susceptible non-user 15.4 (79) 10.8 (14) 20.3 (24) 18.7 (25) 12.3 (16)
Non-susceptible non-user 58.4 (299) 61.5 (80) 59.3 (70) 54.5(73) 58.5(76)
Mixed use” % (n) 16.7 (6) 25.0 (6) 19.4 (7) 26.3 (10) 2 _
(Smoked & smokeless) 21.6(29) n=36 n=24 n=36 n=38 X=1.28,p=0.73
Age of initiation® Mean (SD) | 13.2(SD3.1) | 13.3(SD2.4) 12.6(SD3.7) 12.9(SD2.9) 13.7(SD 3.4) _ _
i ~ ~ i F=0.79, p=0.50
n=38 n=27 n=40 n=40
Quit intentions” % (n)
Plans to quit 49.6 (66) 52.8(19) 54.2 (13) 52.8(19) 40.5 (15) =1 71. p=0.64
No plans to quit 50.4 (67) 47.2 (17) 45.8 (11 47.2 (17) 59.5 (22) L P
n=36 n=24 n=36 n=37
Susceptiblebc% (n) 20.8 (79) 14.9 (14) 25.5(24) 9.1 (25) 17.4 (16) X’=5.22, p=0.16
n=94 n=94 n=98 n=92
Education level % (n)
Low 36.3 (185) 38.8 (50) 32.5(38) 32.8 (44) 41.1 (53) X?=6.05, p=0.42
Moderate 47.2 (240) 48.1 (62) 47.0 (55) 52.2 (70) 41.1 (53) R '
High 16.5 (84) 13.2.(17) 20.5 (24) 14.9 (20) 17.8 (23)

“Among users (n=134); bAmong non-users (n=378)

“Where susceptible = absence of firm commitment not to use smokeless tobacco (i.e., anything other than “definitely not” on all 3 susceptibility

measures)
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APPENDIX E continued. Sample characteristics by experimental condition

INDIA EXPERIMENTAL CONDITIONS
Adults OVERALL Text Symbolic Graphic Testimonial
n=502 n=125 n=127 n=124 n=126 Test statistic, p-value
Language % (n)
English 1.6 (8) 24(3) 0.8 (1) 0.8 (1) 24(3)
Hindi 46.8 (235) 48.0 (60) 51.2 (65) 44.4 (55) 43.7 (55) X?=3.78, p=0.71
Marathi 51.6 (259) 49.6 (62) 48.0 (61) 54.8 (68) 54.0 (68)
Sex % (n)
Female 49.8 (250) 52.0 (65) 48.8 (62) 48.4 (60) 50.0 (63) X?=0.39, p=0.94
Male 50.2 (252) 48.0 (60) 51.2 (65) 51.6 (64) 50.0 (63)
Age Mean (SD) 35.98 (9.2) 352(SD9.2) 36.6(SD9.3) 35.8(SD9.4) 36.2(SD8.9) F=0.55, p=0.65
Religion % (n)
Hindu 62.7 (315) 64.8 (81) 58.3 (74) 68.5 (85) 59.5 (75)
Muslim 17.7 (89) 17.6 (22) 21.3(27) 14.5 (18) 17.5 (22)
Christian 0.2 (1) -- 0.8 (1) -- -- 2 _
Sikh 0.2 (1) 0.8 (1) - - - X'=15.44, p=0.42
Buddhist 17.1 (86) 12.8 (16) 18.1 (23) 16.1 (20) 21.4 (27)
Jain 2.0 (10) 4.0 (5) 1.6 (2) 0.8 (1) 1.6 (2)
Smokeless tobacco use % (n)
Daily user 93.6 (470) 92.0 (115) 93.7 (119) 94.4 (117) 94.4 (119) X?=0.81, p=0.85
Non-daily user 6.4 (32) 8.0 (10) 6.3 (8) 5.6 (7) 5.6 (7)
Mixed use % (n) 2 _
(Smoked & smokeless) 16.9 (85) 20.0 (25) 17.3 (22) 10.5 (13) 19.8 (25) X"=5.27, p=0.15
Age of initiation Mean (SD) 19.4(SD4.6) |19.6(SD4.1) 193(SD5.3) 19.2(SD4.5) 19.4 (4.5 F=0.15, p=0.93
Quit Intentions % (n)
Plans to quit 69.7 (350) 68.8 (86) 70.9 (90) 69.4 (86) 69.8 (88) X?=0.14, p=0.99
No plans to quit 30.3 (152) 31.2.(39) 29.1 (37) 30.6 (38) 30.2 (38) v '
Income level % (n)
Low 38.5(193) 42.4 (53) 37.0 (47) 36.3 (45) 38.4 (48)
Middle 34.9 (175) 29.6 (37) 37.8 (48) 41.1 (51) 31.2 (39) X?*=11.39, p=0.25
High 10.4 (52) 12.8 (16) 6.3 (8) 7.3 9 15.2 (19)
Not stated 16.2 (81) 15.2 (19) 18.9 (24) 15.3 (19) 15.2 (19)
Education level % (n)
Low 3.8(19) 24(3) 4.7 (6) 5.6 (7) 24(3) X?=5.29, p=0.51
Moderate 44.4 (223) 44.8 (56) 48.8 (62) 38.7 (48) 45.2 (57) B '
High 51.8 (260) 52.8 (66) 46.5 (59) 55.6 (69) 52.4 (66)
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APPENDIX E continued. Sample characteristics by experimental condition

INDIA EXPERIMENTAL CONDITIONS
Youth OVERALL Text Symbolic Graphic Testimonial

n=500 n=128 n=124 n=123 n=125 Test statistic, p-value
Language % (n)

English 5.0 (25) 7.0 (9) 6.5 (8) 4.1(5) 2.4 (3)

Hindi 44.2 (221) 45.3 (58) 41.1 (51) 45.5 (56) 44.8 (56) X*=4.26, p=0.64

Marathi 50.8 (254) 47.7 (61) 52.4 (65) 50.4 (62) 52.8 (66)

Sex % (n)

Female 50.0 (250) 55.5(71) 45.2 (56) 45.5 (56) 53.6 (67) X*=4.32, p=0.23

Male 50.0 (250) 44.5 (57) 54.8 (68) 54.5 (67) 46.4 (58)

Age Mean (SD) 17.49 (0.66) 17.5 (SD 0.7) 17.4 (SD 0.7) 17.5 (SD 0.6) 17.5 (SD 0.7) F=0.62, p=0.60
Religion % (n)

Hindu 65.0 (325) 60.1 (77) 66.1 (82) 64.2 (79) 69.6 (87)

Muslim 14.0 (70) 16.4 (21) 14.5 (18) 10.6 (13) 14.4 (18)

Christian 4.4 (22) 3.9(5) 4.0 (5) 4.1(5) 5.6 (7)

Sikh 1.0 (5) 0.8 (1) -- 2.4 (3) 0.8 (1) X?=20.79, p=0.29

Buddhist 12.8 (64) 14.8 (19) 9.7(12) 17.9 (22) 8.8 (11)

Jain 2.6 (13) 3.9(5) 4.8 (6) 0.8 (1) 0.8 (1)

Parsi 0.2 (1) -- 0.8 (1) -- --

Smokeless tobacco use % (1)

Daily user 29.0 (145) 31.1 (40) 29.0 (36) 30.9 (38) 24.8 (31)

Non- daily user 5.8(29) 4.7 (6) 4.0 (5) 8.9 (11) 5.6 (7) X*=6.02, p=0.74

Susceptible non-user 21.2 (106) 20.3 (26) 19.4 (24) 21.1(26) 24.0 (30)

Non-susceptible non-user 44.0 (220) 43.8 (56) 47.6 (59) 39.0 (48) 45.6 (57)

Age of initiation” Mean (SD) 14.4(2.2) 14.2 (2.0) n=46 14.7 (2.1) n=41 144 (24)n=49 14.1 (2.3) n=38  F=0.65, p=0.58
Mixed use” % (1) 19.6 (9) n=46 26.8 (11) n=41 12.2 (6) n=49 15.8 (6) n=38 ) B
(Smoked & smokeless) 18.4(32) X'=3.40, p=0.33
Quit intentions” % (n)

Plans to quit 81.6 (142) 78.3 (36) 82.9 (34) 83.7 (41) 81.6 (31) )

No plans to quit 18.4 (32) 21.3 (10) n=46 17.1 (7) n=41 163 (8) n=49 184 (Tyn=38  ~ 0-33,p=091
Susceptiblebc% (n) 32.5 (106) 31.7 (26) n=82 28.9 (24) n=83 35.1 26) n=74  34.530)n=87  X°=0.90, p=0.826
Education level % (n)

Low 20.0 (100) 26.0 (33) 16.9 (21) 19.5 (24) 17.6 (22) X2=7.02, p=0.32

Moderate 12.8 (64) 13.4 (17) 12.9 (16) 8.9 (11) 16.0 (20) B ’

High 67.1 (335) 60.6 (77) 70.2 (87) 71.5 (88) 66.4 (83)

b
aAmong users (n=174); ~Among non-users (n=326); “Where susceptible = absence of firm commitment not to use smokeless tobacco (i.e., anything other than
“definitely not” on all 3 susceptibility measures)
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APPENDIX F. The statistical diagram for mediation

Model 1. Text-only vs. Pictorial health warnings

Adults (n=1,053)
Y outh (n=988)

X

MESSAGE THEME
Text (ref.) vs. Pictorial

Adults (n=524)
Youth (n=504)

X

MESSAGE THEME
Testimonial (ref.) vs.

M
NEGATIVE AFFECT
1.30%** 0.56%%*
1.60%%* *kk
Y
c’
PERCEIVED
1.43%%% (0.70%*%) EFFECTIVENESS
1717 (0.74%%%)
Model 2. Personal testimonial (ref.) vs. Graphic health effect
M
NEGATIVE AFFECT
0.87 *** 0.29% %%
()51 Fkk (')3():::;;:;;:
c’
— PERCEIVED
0.54 ** (0.29%*%) EFFECTIVENESS
0.9 *xx (0.29%%%)

Graphic
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APPENDIX F continued. The statistical diagram for mediation

Model 3. Symbolic (ref.) vs. Personal testimonial

Adults (n=529)
Youth (n=492)

M
NEGATIVE AFFECT
0.80%%% 0.54%%%*
.75% QA7***
X a b Y
MESSAGE THEME ¢ PERCEIVED
Symbolic (ref.) vs.
nooe et 1350 fggg***z EFFECTIVENESS
Model 4. Symbolic (ref.) vs. Graphic health effect
Adults (n=527)
Youth (n=490)
M
NEGATIVE AFFECT
1.64 #*+ 0.53%%
2'25:{:::::{: ()47'\'\
X 2 P X
MESSAGE THEME ¢’ PERCEIVED
Symbolic (ref.) vs.
y Grapgl o ) ¥'§7)iii ((110}4***? EFFECTIVENESS
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APPENDIX G. Level of agreement (%) with five attitudes and beliefs about smokeless tobacco, before and after
presentation of health warnings, by experimental condition, country, and age group (n=2,083)

TEXT SYMBOLIC
INDIA BANGLADESH INDIA BANGLADESH
Adults Youth Adults Youth Adults Youth Adults Youth
Before After Before After Before After Before After | Before After Before After Before After Before After
Z‘Z’Zlfu”" 568 672 685 719 804 930 836  93.1 60.6 68.5 734 750 857 964 863 915
Society 736 872 875 85 790 930 885 985 | 772 86.6 823 919 871 921 932 958
disapproves
Bad example 581 648 672 711 762 832 713 792 | 622 68.5 758 669 779 879 744  83.1
for children
Not acceptable
492 640 656 680 545 601 546 623 | 583 66.9 585 742 543 571 632 627
for females
Addictive 584 680 648 672 958 937 969 985 | 685 66.9 618 685 950 993 983 992
TESTIMONIAL GRAPHIC
Z‘Z’Zlfu”" 595 738 760 728 632 819 845 946 | 675 724 770 721 796 943 836 948
Society
: 762 865 896 920 715 944 829 946 | 806 89.4 846 935 845 957 8.6  97.0
disapproves
Bad example 595 690 776 712 583 771 713 800 | 659 683 672 724 715 819 672  79.1
for children
Not acceptable
548 595 669 696 458 632 535 577 | 577 683 707 672 535 596 552 604
for females
Addictive 576 714 720 744 958 931 969 992 | 677 683 667 697 965 957 970 978
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APPENDIX H. Level of agreement (%) with “overall opinion” about smokeless tobacco, before and after presentation of
health warnings, by experimental condition, country, and age group (n=2,083)

TEXT SYMBOLIC
INDIA BANGLADESH INDIA BANGLADESH
Adults Youth Adults Youth Adults Youth Adults Youth
Before After Before After Before After Before After | Before After Before After Before After Before After
Good 8.0 4.8 0.8 1.6 6.3 0.0 1.6 0.8 8.7 1.6 5.6 0.8 7.1 29 0.9 1.7
Neither good
nor bad 45.6 30.4 22.7 23.4 31.0 21.7 19.7 11.5 33.1 31.5 26.6 20.2 23.6 20.7 12.0 16.9
Bad 46.4 64.8 76.6 75.0 62.7 78.3 78.7 87.7 58.3 66.9 67.7 79.0 69.3 76.4 87.2 81.4
TESTIMONIAL GRAPHIC
INDIA BANGLADESH INDIA BANGLADESH
Adults Youth Adults Youth Adults Youth Adults Youth
Before After Before After Before After Before After | Before After Before After Before After Before After
Good 11.1 32 4.8 1.6 35 0.7 2.3 0.0 6.5 1.6 33 0.8 35 2.1 3.7 0.7
Neither good
nor bad 333 27.0 18.4 18.4 31.9 29.2 19.2 12.3 37.9 28.2 31.7 22.8 22.5 12.7 14.2 8.2
Bad 55.6 69.8 76.8 80.0 64.6 70.1 77.7 87.7 55.6 70.2 64.2 76.4 73.9 85.2 81.3 91.0
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APPENDIX I. Percent change difference in agreement with “overall opinion” of smokeless tobacco, before and after
presentation of health warnings, by experimental condition, country and age group (n=2,083)

TEXT SYMBOLIC

INDIA BANGLADESH INDIA BANGLADESH

Adults Youth Adults Youth | Adults Youth Adults Youth

Good 32 +0.8 -6.3%* 0.8 | -7.1% -4.8% 42 +0.8
Neither

gz;d”‘” A15.2%% 407 9.3% 82 1.6 6.4 2.9 +4.9
Bad

+18.4%%  _1.6  +15.6%%*  +9.0* | +8.6 +11.3% +7.1 5.8

TESTIMONIAL GRAPHIC
INDIA BANGLADESH INDIA BANGLADESH

Adults  Youth Adults Youth Adults Youth Adults Youth

Good -7.9% 32 2.8 2.3 4.9 2.5 1.4 3.0
Neither

good nor 6.3 0.0 2.7 6.9 9.7 8.9 9.8% 6.0
bad

Bad +142%% 432 455 +10.0% | +14.6%*  +12.2%  +11.3*  +9.7%

Numbers in the table represent the difference in the percentages of respondents agreeing with “overall
opinions” about smokeless tobacco before and after viewing health warnings. McNemar Chi-Square
tests were conducted to assess differences between percent-changes.

*Significant difference (at *p<0.05, **p<0.01, ***p<0.001) between percentages agreeing before vs.
after viewing warnings
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