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ABSTRACT 

Cardiovascular diseases (CVD) are important causes of global preventable morbidity and mortality in which 

hypertension is an important public health concern worldwide being responsible for annual death of 7.1 million. 

Researchers recognize that smoking is common among drinkers and that it is a strong risk factor for heart 

disease and could enhancethe the true effect of alcohol consumption with itself can lead to the development of 

hypertension and other cardiovascular ailments. The present study was undertaken to study the prevalence of 

hypertension and its associated factors viz smoking index, alcohol consumption among men. The current 

research was a questionnaire based survey study. The study result showed the prevalence of hypertension as 

exposure to risk factors of smoking and alcoholism. Other diseases suffered at present or suffered in their past 

stages of childhood and adult hood life. Many alcoholics smoke, putting them at high risk for tobacco-related 

complications including cancers, lung diseases. It was also seen that interactions between two substances 

helped the prevalence of co-occurring of tobacco alcohol use disorders (AUD). Hence it was found out that 

there is direct relationship between prevalence of diseases with increased number of cigarette smoking and 

alcohol intake in different respondents. It has been found that as the number of cigarette smoking increases, 

people more likely to drink along. Dependence on alcohol and tobacco are known to be predictors of each other 

which shows many anxiety disorders and mood changes in the respondents. 

 

Keywords : AUD (alcohol use disorders), CVD (cardiovascular diseases), Hypertension, Morbidity 
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I. INTRODUCTION 

Understanding just how alcohol and tobacco interact is challenging. Because co-use is so common, and because 

both substances work on similar mechanisms in the brain, its proving difficult to tease apart individual and 

combined effects of these drugs 
[21]

. Many alcoholics smoke, putting them at high risk for tobacco-related 

complications including multiple cancers, lung disease and heart disease (i.e. cardiovascular disease) 
[7]

. 
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Alcohol and tobacco use varied according to gender, age and ethnicity, with men having high rates of co – use 

than women 
[2]

. 

Younger people tended to have a higher prevalence of AUDs (prevalence of co-occurring tobacco and alcohol 

use disorders), nicotine dependence and co-use 
[4]

. 

Anxiety disorders are another risk factors for both alcoholism and nicotine dependence 
[6]

. 

Though many of the alcohol-related health effects have been recognized recently, the use of alcohol in human 

life is very old. There is a casual relationship between alcohol consumption and more than 60 types of diseases 

and injury. Worldwide, alcohol is estimated to cause about 20% to 30% of esophageal cancer, liver cancer, 

cirrhosis of the liver, homicide epilepsy and motor vehicle accidents. Thus consumption of alcohol is a cause of 

concern to minimize these problems 
[20]

.  

Among industrialized countries where smoking is common, the habit is estimated to cause over 90% of lung 

cancer in men and attributable fractions of 56 – 80 % of chronic respiratory disorders and 22 % for 

cardiovascular diseases 
[18]

.   

Cigarette smoking is a relatively recent habit in India compared to the smoking of other traditional Indian 

products and its prevalence has increased steadily in past 40 years 
[15]

. 

The traditional Indian smoking product is bidi which is made with aged Indian tobacco, hand wrapped in a 

tembhurni leaf. It contains around 0.2-0.3g of locally grown tobacco 
[8,10]

. It has been suggested that bidi is equal 

to or more harmful than cigarette smoking for the development of lung cancer. 

Alcohol drinking was proposed as a potential risk factor of lung cancer and its carcinogenic potential has been 

reviewed. However, the epidemiological evidence of relationship has not been conclusive mainly due to 

potential residual confounding by cigarette smoking 
[13, 21]

. 

Several factors complicate the interactions between tobacco and alcohol on cardiovascular diseases. Most 

evidence suggests that consumption in the range of 3 to 14 drinks peer week is associated with lower risk of 

heart attack. Actually, alcohol causes a modest fall in blood pressure but continued consumption of more than 2 

usual portions a day results in a dose-dependent rise in blood pressure. Evidence for cardiovascular benefits of 

light drinking has been challenged by a recent meta-analysis i.e. researchers recognize that smoking is common 

among drinkers and that smoking is common among drinkers and that could cloud the true effect of alcohol 

consumption habits. Moreover cigarette smoking among alcohol drinkers may be related both to shared lifestyle 

habits and to direct effects of alcohol 
[14, 1, 12]

.  

Smoking causes an immediate increase in blood pressure (both systolic and diastolic) and heart rate that persists 

for more than 15 minutes after 1 cigarette. Although smoking is known to increase the risk of developing 

hypertension, there is currently no evidence that smoking cessation directly reduces blood pressure in people 

with hypertension 
[1, 19]

. 

 

II OBJECTIVES 

1) To check the number of respondents actually suffering from hypertension. 

2) To see the risk factors of CVD associated with smoking and alcohol consumption. 
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III  LIMITATIONS 

1) Though most of the respondents were enthusiastic and co-operative, there were very few who did not 

understand the significance and relevance of the survey and they had to be really persuaded for giving 

the required information. 

2) The authenticity of answers to the questions could not be verified and therefore the responses obtained 

had to be considered true and used for analysis and interpretation as such. 

 

IV. METHODOLOGY 

40 Subject from Yamunanagar were selected by random sampling procedure. Survey method was used for the 

investigation and a questionnaire was formulated according to the requirement of the study. Clinical status was 

judged from the information regarding the type and frequency of illness suffered or suffering. Information was 

collected on the number of cigarettes smoked and on the subject’s drinking habits. 

Smoking index was proposed by Jindal et al., 1988 
[11]

. It was classified as the number of cigarette per day. It 

was classified as 

1) Light (S.I.< or =100) 

2) Moderate (S.I.=101-300) 

3) Heavy (S.I. > 300) 

The questionnaire prepared was pre-tested on 5 smokers and found satisfactory. Coding of data was done to get 

an organized table of raw data collected. 

 

V  RESULT AND DISCUSSIONS 

TABEL I: Distribution of Respondents according to regular or irregular smokers. 

S.No. REGULAR IRREGULAR 

No. OF PERSONS PERCENTAGE NO. OF PRSONS PERCENTAGE 

1 27 67.5 13 32.5 

  

Table 1 reveals that 67.5% of the respondents were regular in their smoking habit and remaining 32.5% of them 

discontinued their smoking instinct in between. Thus it can be concluded that it is difficult to quit smoking. 

They could not do so, thus started the habit again after sometime. These respondents off and again started 

smoking at irregular intervals thus were falling under the category of irregular smokers. 

TABLE II: Distribution of the respondents on the basis of number of cigarettes smoked a day 

and number increased per day. 

S.NO. NO. OF CIGARETTE NO. OF RESPONDENTS PERCENTAGE 

1 1-6 17 42.5 

2 7-12 13 32.5 

3 13-18 7 17.5 

4 >20 3 7.5 
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 NO OF CIGARETTES   

1 Increased 22 55 

2 Decreased 18 20 

3 Same 10 25 

 

Table 2 reveals that 42.5% of the respondents used to smoke 1-6 cigarettes in a day and 32.5% smoked 7-12 

cigarettes per day and 17.5% used to smoke 13-18 cigarettes a day and the remaining left respondents smoked 

more than 20 cigarettes per day. Hence they were known to be chain smokers. When we questioned the 

respondents about their smoking index, we got positive answers. Only in case of 20% respondents, the number 

of cigarettes had been decreased. 25% of them smoked at the same index and remaining 55% of the respondents 

told that the number of cigarettes was increasing at an alarming rate day by day. It shows that these 55% of the 

respondents were prone to addiction of tobacco consumption. 

TABLE III: Distribution of the respondents according to the type of smoke, taking of alcohol 

along with smoke 

S.NO. TYPE NO. OF RESPONDENTS PERCENTAGE 

1 Cigarettes 33 82.5 

2 Bidi 9 22.5 

 SMOKE WITH 

ALCOHOL 

  

1 Yes 27 67.5 

2 No 13 32.5 

 

Table 3 reveals that 82.5% of the respondents were consuming cigarettes and corresponding 22.5% lower 

income group respondents were having bidi. 67.5% of the respondents did smoke along with alcohol 

consumption and remaining 32.5% of respondents did not took alcohol along with smoking.  

TABLE IV: Distribution of the respondents according to the age when suffered from disease and type of 

disease suffered. 

S.NO. Age No. OF PESPONDENTS PERCENTAGE 

1 Childhood 2 5 

2 Young age 2 5 

3 Present 11 27.5 

 TYPE OF DISEASES  

1 Cough 8 20 

2 Asthma 1 2.5 

3 Throat infection 2 5 

4 Cold 2 5 

5 Stone 2 5 
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Table IV reveals 5% of the respondents suffered from illness during their childhood and 5% suffered at an early 

young age of their life. And presently 27.5% of the respondents were still suffering. 

Commonly seen diseases were cough which was suffered by 20% of the respondents. 2.5% were suffering from 

asthma, 5% suffered from throat infection and cold while 5% complained kidney or gall stones. All these 

diseases could be a result of consistent smoking and drinking. Viewing these diseases, in their present and past 

life span assumed  that it could prove in acute metabolic disorders in future years if they pursue continuous 

smoking and drinking instincts. 

TABLE V: Distribution of the respondents according to the sufferings of high blood pressure 

and cholesterol. 

S.NO. SUFFERING NO. OF RESPONDENTS PERCENTAGE 

1 YES 38 95 

2 NO 2 5 

 

Table V reveals 95% of respondents did had high blood pressure and high cholesterol and were prone to heart 

diseases and arterioscleroses than 5% of the respondents who were comparatively less prone to these diseases as 

they didn’t suffered from high BP and cholesterol at present. But could show their symptoms in their later ages 

because the elevated level of cholesterol in blood could be the root cause of heart diseases. 

 

VI CONCLUSION 

This study proved a direct association between hypertension, smoking and alcohol consumption i.e. the higher 

the number of bidis / cigarettes smoked per day, more may be the relationship seen between alcohol 

consumption and development of hypertension and other cardiovascular disorders 
[16]

. Most of the respondents 

were suffering from minor ailments like throat infection, common cold, etc. which if not handled with care or 

controlled could lead to major lung and kidney problems in future. 

Tobacco addiction often is not addressed in recovering alcoholics. One of the major barriers to treating tobacco 

dependence in patients with a co-occuring AUD in the notion that it is too difficult to quit both alcohol and 

tobacco and that attempts to quit tobacco might adversely affect the platent’s recovery from alcoholism 
[17, 19]

. In 

the present study as the number of cigarettes increases, craving of drinking also increases. Since 67% of the 

respondents smoked while drinking. Hence quitting one drug  leads to co-occurrence of other after some time 

span. This was known to be called as addiction. 

Because of the mortality and morbidity associated with both tobacco and alcohol abuse, it is important to 

address both addictions. Research is beginning to explain some of the reason behind the frequent co-occurrence 

of these disorders. Treating co-occurring disorders remains a challenge; however evidence suggests that 

combining treatments might be the most effective way to address concurrent addictions 
[21]

. 

 

 

 

VII  SUGGESTIONS 
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1) The study suggested and demanded that these kinds of studies will improve rural awareness about 

cardiovascular diseases and the risk factors associated with them which may in turn aid in reducing the burden 

of these non communicable diseases and help in improving the quality of life especially in rural population of 

India. 

2) We should create an environment in the community that help smokers who want to quit and those who quit 

should continue to persuade and help other smokers to quit. 

3) Awareness should be made of the ill effects of smoking and alcohol use by individuals and group discussions 

at the community level through health workers and through media (at the national level) and encourage adopting 

healthy lifestyles. 

4) Medical assistance should be provided to those wishing to quit smoking to overcome the withdrawal effects 

[5]
. 

 

REFRENCES 

[1.] Ahmed ST and Memon M A. Smoking and its relationship with blood pressure, blood glucose and blood 

parameters in patients with coronary heart disease. Pak J Physiol 2008; 4(1) : 5-7. 

[2.] Anthony, J.C., and Echeagaray- Wagner, F. Epidemiologic analysis of alcohol and tobacco use. Alcohol 

Research and Health 24(4) : 201-208, 2000 PMID: 55986714. 

[3.] Bandera E.V, Freudenheim J.L, Vena J.E. Alcohol consumption and lung cancer: a review of the 

epidemiologic evidence. Cancer Epid C moil Biomarkers prev. 2001, 10:813-21. 

[4.] Falk, D.E.: Yi, Hsiao- ye: and Hiller Sturmhofel, S, An epidemiologic analysis of re-occurring alcohol 

and tobacco use disorders: Finding from the National Epidemiologic survey on Alcohol and Related 

conditions. Alcohol Research and Health 29(3): 162-171, 2007. 

[5.] Goswami Anil, Reddaiah V P, Kapor S.K., Singh Bir, Dwivedu S.N and Kumar Gurish Indian J 

psychiatry. 2005 Oct – Dec; 47(4): 192-197. PMCID: PMC 2921132. 

[6.] Grant, B.F; Hasin, D.S.; Chow, S.P.; etal Nicotine dependence and psychiatric disorders in the United 

states; Results from the National Epidemiologies. Survey on Alcohol and Related Conditions. Archives 

of general psychiatry 61:1107-1115, 2004. 

[7.]  Grucza, R.A., and Beerut, L.J. Co-occurring risk factors for alcohol dependence and habitual smoking: 

Update on findings from the collaborative study on the genetics of Alcoholism. Alcohol research and 

Health 29(3):172-177, 2007. 

[8.] Gupta P.C., Murti R.R, Bhonsle R.B. Ependemiology of cancer by tobacco products and the significance 

of TSNA. Crit Rev Toxicol 1996; 26:183-98. 

[9.] Huang  N, Duggan K and Harman J. Life style management of Hypertension. Austratian Prescriber 2008; 

31(6): 150-53. 

[10.]  International Agency of Research on cancer. Tobacco habits other than smoking; Betel-quid and areca 

nut. 

[11.] Jindal et. al., The personality of cigarette smokers (1988). Int. J. Addict. 22: 3-8. 

[12.] Kaplan N.M. Alcohol and Hypertension. The LANCET 1995; 345: 1588-1589. 



 

142 | P a g e  

[13.] Korte J.E, Brennan P, Heley S.J, Boffetta P. Dose-specific meta analysis and sensitivity analysis of the 

relation between alcohol consumption and lung cancer risk. Am J Ependemiol 2003; 155: 496-506. 

[14.]  Mukamal K.J. the effects of smoking and drinking on Cardiovascular Disease and Risk factors. Health 

Risks 2006; 29(3): 199-202. 

[15.] Rapiti E, Jindal S.K., Gupta D, Boffetta P. Passive smoking and lung cancer in Chandigarh, India. Lung 

cancer, 1999; 23: 183-9. 

[16.] Venkataraman Rajesh, Kumar BP Satish, Klimaraswamy. M, Singh Rajveer, Panday Manu, Tripathi 

Priyank, Sharath Gorge V. Job, Dahal Prasanna, patel Vaibhav, International journal of pharmacy and 

pharmaceutical Sciences. 2013; 5(4) 28-32. 

[17.] Walsh, R.A.; Bowman, J.A.; Tzelepis, F.; etal. Smoking cessation interventions in Austration drug 

treatment agencies: a national survey of attitudes and practices. Drug and Alcohol Review 24: 235-244, 

2005 PMID: 16096127. 

[18.] World health organization. Reducing risk, promoting healthy life. World health report 2002 Geneva: 

WHO;2002. 

[19.] Zullino, D.F.; Besson, J.; Farrat, B.; et al. Acceptance of an intended smoking ban or an alcohol 

dependence clinic. European Psychiatry 18:257, 2003. PMID: 12927327. 

[20.] Retreved http://www.WHO.int/substance_abuse/facts/tobacco/en/print/html. 

[21.] Retreved from http://pubsniaaa.nih.gov2007. Alcohol alert. 

 

http://pubs/

