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ABSTRACT 

There is conclusive evidence that the use of smokeless 

tobacco (ST) causes cancer in humans. Despite this finding, 

the incidence of ST use in the U. S. has tripled since 1972 . 

Subsequently, the need for screening, education and 

cessation programs tailored specifically for ST uses has 

recently been identified by a small number of health-care 

professionals. This descriptive study was designed to 

explore the health beliefs of smokeless users related to ST 

use and to look for patterns of behavior relevant for 

cessation and prevention programs specifically targeted at 

ST consumers. Ethnographic interviews with three ST users 

and participant observation were utilized to identify data 

applicable to these goals. Taxonomies of health beliefs and 

patterns of behaviors related to ST use led to two major 

cultural themes: 1) ST users believed· they were more 

vulnerable to health risks associated with ST use the older 

they grew and the longer they used the product; and, 2) the 

practice of ST use increased during times of boredom and 

stress , as well as during pleasurable activities. 



CHAPTER ONE 

INTRODUCTION 

1 0 

Nicotine consumption in the United States, mostly in 

the form of cigarettes, has been linked to multiple diseases 

and health problems (Wray, & McGuirt , 1993). The primary 

focus of research has centered on the health risks 

associated with cigarette smoking, because this has been the 

foremost mode of tobacco usage. Numerous smoking cessation 

programs have ensued because health benefits from reduced 

smoking have been recognized. Consequently, cigarette 

consumption has declined dramatically since the release of 

the first Surgeon General's report on smoking in 1964, 

although smokers still represent a significant portion of 

the general population. In contrast , the use of smokeless 

tobacco (ST) has tripled since 1972 (United Sates Department 

of Human Health Services [USDHHS] , 1992) . Whereas smoking 

cessation programs have been successful, programs directed 

specifically towards ST use are few. Consequently, few 

health care professionals have the necessary information to 

offer sound recommendations for relinquishing the habit. 



Recently, this lack of education has been noted by some 

health care professionals where the incidence of ST use is 

high (Glass, 1995; Hatsukami, Nelson, & Jensen, 1991; 

Hilton, Walsh, Masouredis, Drues, Grady, & Ernster, 1994) 
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To further complicate the problem, ST, like cigarette 

smoking, has recently been causally linked to human disease 

( D HHS [NIH] , 19 8 6 ) . In a 1986 report, . an advisory committee 

to the Surgeon General concluded that the use of ST can 

cause cancer and noncancerous oral conditions as well as 

nicotine addiction and dependence. This warning from the US 

Department of Human Health Services (USDHHS) was released 

when there were an estimated 12 million consumers of ST 

(1985 figures). Of the 12 million, half of these (6 

million) were considered regular users. The most recent 

available estimate (DHHS, 1992) reflects a slight decrease 

of regular users, estimated to be 5.3 million in 1991. This 

is a decline of 13 percent in regular users of ST. This 

small reduction is believed linked, in part, to legislation 

halting the aggressive television marketing practice of 

tobacco companies (World Health Organization, 1988). 
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In addition to being linked to cancer of the oral 

mucosa, ST has more recently been weakly linked to chronic 

hypertension, esophagitis and gastritis (National Institutes 

of Health [NIH], 1986; Shankaran, Kandarkar, Contractor, 

Kalo & Desai, 1993; Stich, Mathew, Sankaranarayanan & Nair, 

1991; Westman, 1995 Wray & McGuirt, 1993). According to the 

DHHS (NIH, 1986), numerous case reports, especially in the 

southern U.S., have described oral cancers among ST users. 

However, studies looking specifically at ST use and disease 

are few because until recently ST users represented such a 

small portion of the population (Hatsukami, Nelson & Jensen, 

1991) For aggregates in which incidence of ST use is high, 

i.e., the Southeast, and Midwest and areas with large 

populations of Native Americans, disease linked to ST use 

can result in a considerable health burden (MMWR, 1993; 

Wang, Fitzhugh, Green, Eddy, & Westerfield, 1994). This 

also imposes a specific responsibility upon health care 

professionals. It is the responsibility of health 

professionals to screen for ST use, to educate their 

consumers about health risks associated with ST use, and to 



provide informed instruction of ways to relinquish the 

habit . 

With regards to quitting the habit , ST users have 

historically had few resources at their disposal, 

particularly when compared to those afforded smokers 

(Hatsukami, Nelson & Jensen , 1991). Consequently , if 
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referred to a tobacco cessation program , ST users typically 

found themselves placed into smoking cessation programs with 

trainers unskilled at addressing such concerns as the 

habitual desire to spit or the enjoyment of chewing a 

flavorable substance. The results from these cessation 

programs have been typically disappointing (Glass , 1995) 

Statement of the Problem 

The use of ST is already a leading cause of disease in 

some countries , and may become more so in the U.S . if 

current trends continue (World Health Organization , 1988; 

Hoffman , Djordjevic , Fan, Zang, Glynn & Connaly, 1993 ) 

While much research has been devoted to uncovering 

information useful to smoking cessation , little is known 

about factors that influence the use of ST, or whether such 



factors can provide information applicable to ST education 

and cessation. 

Purposes of the Study 

The purposes of this study were: 1) to explore the 
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health beliefs of ST users related to ST use; and 2) to look 

for patterns of behavior that may be identified for the 

purpose of developing prevention and cessation programs [by 

health care professionals.] 

Significance of Study 

The incidence of oral cancers and periodontal disease 

associated with ST use can be devastating to the affected 

individual, and it has the potential to place an 

unnecessarily high health burden on the general population 

in terms of both man hours lost. In order to decrease the 

prevalence of ST use, health-care professionals potentially 

have three interventions in their arsenal: health screening 

for ST use, patient education regarding the health risks of 

ST use, and development and utilization of cessation 

programs designed to relinquish the habit. The knowledge 

gained from this study will be useful in reducing problems 



related to ST use by adding constructive information that 

can be incorporated into these three modalities. 

Sununary 

This chapter reviewed the rising trend in ST use and 
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its potential impact on health in the U.S. Despite its long 

lived use throughout the world, little is known about ST 

practices or factors that influence its use. Study is 

needed to provide information answering these questions. 

The ethnographic research method provides the nurse 

researcher with an ideal way of gathering data based on the 

perceptions of those who can provide inside information 

related to ST use; the ST user. 
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CHAPTER TWO 

CONCEPTUAL FRAMEWORK AND REVIEW OF LITERATURE 

Conceptual Framework 

Concepts adapted from the models of Becker (1974) and 

Pender (1996) served as a conceptual framework for this 

study. These concepts also influenced the interpretation of 

data where appropriate. Both models are applicable to study 

involving health-related behavior when there is knowledge of 

a known threat of disease as a consequence of potentially 

changeable behavior, or when there is lack of such knowledge 

(Kramer, Longnecker & Woods, 1991). 

Perceived influences on the use of ST, particularly 

where there is knowledge of known risk-factors, are areas of 

interest to this study. It is commonly understood by health 

care providers that knowledge of possible negative 

consequences and illness, as a result of a particular 

lifestyle or habit, does not guarantee a positive change in 

behavior (Becker, Drachman & Kirscht , 1974; Kramer , 

Longnecker & Woods , 1991 ; Stoeckle , 1995). A well-known 

example is the continuation of smoking despite awareness of 
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the negative health risks associated with smoking. The fact 

that some people knowingly engage in high - risk behavior is a 

momentous and perplexing phenomenon and a frustration to 

health care providers. 

An early study of this perplexing phenomenon was done 

by Becker (1974) who studied how health beliefs might 

predict the widespread failure of people to accept low-cost 

or free health screening and prevention measures. Becker's 

Health-Beliefs model (1974) looks at three specific groups 

of variables to predict the likelihood of a change toward 

healthy behavior or lifestyle modification. 

These variables are (a) individual perceptions about 

the threat of disease, which includes the perceived 

susceptiblity to disease X and the perceived seriousness of 

the disease X, (b) modifying factors, including demographic 

variables and cues to action, and (c) likelihood of action, 

including preventive behaviors (Becker, Drachman & Kirscht, 

1 974). Becker (1974) suggests that to change behavior an 

individual must perceive a personal threat, and must have 

the demographic characteristics associated with more 
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frequent use of medical services, such as higher education, 

higher social class, and possibly additional motivations he 

terms "cues to action" (p. 5). Cues to action are external 

elements that take the form of reminders and motivational 

suggestions, such as advertising or witnessing a friend with 

a feared disease. Becker (1974) indicates that a perceived 

threat to personal health and the belief that the benefits 

of taking action to protect health outweigh any barriers to 

action are the two primary variables that directly affect a 

predisposition to take positive action (Janz & Becker, 

1984) . Modifying factors such as demographics, 

sociopsychologic and structural variables , as well as cues 

to action , only indirectly affect positive action (Janz & 

Becker, 1984) . 

More recently, Pender (1987; 1996), has extended 

Becker's model to explain health promoting behaviors. In 

contrast to Becker's (1974) model, Pender's Health Promotion 

Model (1987) uses a wellness orientation rather than a focus 

on the threat of disease as a factor in determining action. 

Pender (1987; 1996) defines health promotion as activities 



directed toward the development of resources that maintain 

or enhance an individual's well being. Determinants of 

health behaviors are categorized into cognitive-perceptual 

factors, modifying factors, and variables affecting the 

likelihood of actions. 
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In Pender's model (1987) the cognitive-perceptual 

factors are viewed as primary motivational factors for 

initiating and maintaining health promotion behavior. These 

factors include: (a) the individual's perceptions; (b) the 

importance of health to the individual; (c) the perceived 

self-efficacy; (d) the definition of health; (e) perceived 

health status; (f) the perceived benefits of health

promoting behavior; and, (g) the perceived barriers to 

health-promoting behavior (Pender, Walker, Sechrist, & 

Stromborg, 1990). 

The modifying factors of the Pender model are viewed as 

directly influencing the cognitive-perceptual factors of the 

individual (Pender et al., 1990). These factors include 

demographic and biologic characteristics, interpersonal 

influences, situational factors, and behavioral factors. 
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The likelihood of participation in health-promoting 

behavior, similar to Becker's model , is influenced by cues 

to action. Cues can be in the form of newspaper , magazine 

or television messages, or a discussion of illness with a 

friend. However, in contrast to Becker's model , Pender 

proposes cues to be either internal or external. Internal 

cues can be the personal awareness of a potential for growth 

or increased feelings of well-being related to initiating 

health promotion efforts (Pender, 1987). 

Application of the Models 

Concepts from Becker's (1994) and Pender's (1987 ) 

models were adapted into a conceptual framework for this 

study used to guide collection of the data . The Health 

Belief model (Becker, 1974) is more prevention or avoidance 

oriented , while the Health Promotion model (Pender , 1987) is 

promotion or approach oriented (Pender , 1996). When 

exploring ST use in relation to health belief and behavior, 

the concepts of both prevention and health promotion are 

equally important . Prevention addresses informing would-be 
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users of ST about known risk factors associated with ST use, 

and a health promotion orientation provides a framework for 

cessation for current users. 

For this study two main concepts from Becker's (1974 ) 

model, the perceived threat of susceptibility to disease and 

the perceived seriousness of disease, are linked to Pender's 

(1987) cognitive-perceptual factors, and these are then 

linked to the modifying factors that are essentially the 

same for both Becker's (1974) and Pender's (1987) models 

(see Figure 1, p. 22). Individual perceptions about the 

threat of disease have been shown to be a strong motivator 

to change health-behavior, and, for ST users, may be more of 

a factor for the individual who is older and has been using 

ST for a long time (Janz & Becker , 1984) . However , for the 

adolescent and young adult who is healthy and just 

considering or beginning to use ST, a threat of disease in 

the distant future may lack the same motivational strength 

(Janz & Becker, 1984; Pender, 1996). Linking these major 

c oncepts together provides a broader framework that can 

encompass current users and would-be users alike , and 
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Figure I. Adapted from Becker, Drachman & Kirsch; American Journal of Public Health, 1974. 64: 

205-216. 
Adapted from Pender, N., I 987. Health Promotion in Nursing Practice, Norwalk, Conn. 
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account for the past individual perceptives of current long

term users at the point in time when they initiated using 

ST. Accordingly, the framework for this study blends these 

two orientational concepts. 

According to Becker (1974) and Pender (1996) both the 

Health Belief model and Health Promotion model are relevant 

for exploring the relationships between people's health 

beliefs and their health behaviors because individual 

perceptions about health are predictive variables of 

behavior. Beliefs, attitudes, values and knowledge 

contribute to motivation and underlie any decisions to 

change behavior (Pender, 1996). 

The combination of these concepts from Becker (1974) 

and Pender (1987), the perceived threat of susceptibility to 

disease, the perceived seriousness of disease, Pender's 

(1987) cognitive-perceptual factors , and modifying factors 

(see Figure 1 , p. 22) , directed the collection of data by 

influencing the type of questions that were included in the 

development of the interview guide used in this study. 

Subsequently , the questions in the interview guide were 



oriented toward eliciting data about health beliefs and 

behavior, and their relationships. 

Review of the Literature 

The literature review for an ethnography provides 
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background for conducting an inductive study and for 

interpreting the findings (Burns & Grove, 1993). For the 

purpose of this study, the literature . review focuses 

primarily on the history, health risks and psychosocial 

factors influencing smokeless tobacco (ST) use. When 

reviewing literature related to ST use, other forms of 

tobacco use, primarily smoking, are hard to avoid because 

they have been the primary focus of numerous research 

studies and articles. However, a specific effort is made to 

focus primarily on ST literature to promote consistency 

throughout this study. 

History of Smokeless Tobacco Use 

Rogozinski (1990) reviews the history of ST in relation 

to its influence and consumption by European states and the 

American colonies from the sixteenth century to 1950. He 

recounts that tobacco was indigenous to the Americas and 
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introduced to European explorers during this same period. 

These explorers found the indigenous people using tobacco by 

chewing it, taking it as nasal snuff, and smoking it in 

pipes, cigars, and rolled in a vegetable substance 

resembling today's cigarettes. Interestingly, Rogozinski 

(1990) points out that in the United States, chewed ST was 

the preferred mode of consumption up until 1900 and 

represented more than half of all tobacco sales prior to 

that time. The change in preference appears to have been 

influenced by a number of factors such as the introduction 

of the modern cigarette and increasing urbanization which 

was less conducive to chewing habits than it was towards 

smoking as well as the concern for spreading Tuberculosis by 

spitting (Koop, 1986; Rogozinski, 1990). 

Tobacco use has been controversial for almost as long 

as it has been in use (Christen, Swanson, Glover & 

Henderson, 1982). Ancient and modern human beings have 

considered tobacco as beneficial in medicinal use against 

hunger pains , toothaches, disinfecting cuts and insect bites 

(Christen et al. , 1982). On the other hand, tobacco use was 
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spurned through history by such notables as King James VI of 

Scotland, Pope Urban VIII, and a London physician, John 

Hill, who is thought to have made the first scientific 

observation of health risks related to ST use in 

1 761 (DHHS, [NIH] , 1986) . 

ST has had a notable social history in Europe and the 

Americas during their colonization (Christen et al., 1982). 

According to Christen et al., snuff tobacco was considered 

an extravagant item used by dignitaries and royalty in 

Europe from the time of its first introduction until about 

the mid 1800s. 

During the late 1500s and early 1600s the best tobacco 

was believed to be the "Spanish Leaf" from the plants in 

Trinidad and Caracas. In 1611, John Rolfe, an honored 

Englishmen known in part for his alleged romance with 

Pocahontas, helped replace the inferior native American 

tobacco with the Spanish Leaf in the Jamestown Colony of 

Virginia. Virginian tobacco became popular in the English 

market and was one of the major exports during the American 

Revolution. The rebellious Americans scorned the nasal 
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snuffing and tea drinking practices of their English rulers 

and chewing practices began to grow (Christen et al., 1982). 

From that time to the early 1900s, chewing tobacco accounted 

for more than half of all tobacco sales (Rogozinski, 1990). 

Tobacco was used to finance the American Revolution. George 

Washington once wrote regarding the problems of financing 

the Revolution, "If they cannot send money, tell them to 

send tobacco" (Christen et al., 1982, p. 826 ). The 

Continental Congress, through the effort of Benjamin 

Franklin built foreign credit with France in exchange for 

the Virginian leaf. Christen et al. (1982) note that Dolly 

Madison passed out samples of American snuff to White House 

guests and later a communal snuff-box and cuspidors were 

installed for members of Congress, a practice which 

continued until the mid-1930s. According to Christen, et 

al., (1982), Charles Dickens (1842) wrote of his observation 

of American culture describing in detail the profuse and 

careless practice of chewi ng tobacco and spitting. Christen 

et al. (1982 , p. 827) note that during the early 1900s 

tobacco chewing became known as "the American Habit." 
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Clearly the literature addressing the history of tobacco use 

underscores the importance of tobacco cultivation and trade 

in the development of the United States as a nation. As a 

result it has had deep-seeded influence on American culture. 

Tobacco consumptom and cultivation produced great revenues 

and tobacco companies became powerful lobbists in American 

politics . This powerful influence helped tobacco use thrive 

through the twentieth century despite discovered health 

risks associated with its use. 

Health Risks of Smokeless Tobacco Consumption 

Since the release of the first Surgeon General's report 

on smoking in 1964, there has been a steady decline among 

the ranks of cigarette smokers (DHHS [NIH], 1986). 

Antithetically, however, the use of smokeless tobacco since 

that same period has actually increased (Morbidity & 

Mortality Weekly Report [MMWR], 1993). According to a 1991 

survey by the DHHS, consumption of smokeless tobacco has 

tripled from 1972 through 1991 . There is an estimated 5.3 

million U.S. adults who are current users of smokeless 

tobacco (MMWR, 1993). This increase has not gone unnoted. 
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ST use has been targeted in Healthy People 2000 in which 

there is an objective to reduce the consumption of ST to no 

more than four percent of the U.S. population and to 

specifically target the Native American and Native Alaskan 

population for a reduction from a mean of 41 percent to 10 

percent (DHHS, 1992). There are differing patterns of 

consumption within the U.S. Smokeless tobacco use is higher 

in the Southern, Midwest and Southwestern U.S., and as 

previously noted, disproportionately high among Native 

Americans and Native Alaskans (MMWR, 1993; Wang, Fitzhugh, 

Green, Eddy, & Westerfield, 1994). 

Frequent long-term use of smokeless tobacco has been 

associated with nicotine addiction, and increased risk of 

oral cancer, and weakly associated with chronic 

hypertension, esophagitis and gastritis (Shankaran, 

Kandarkan, Contractor, Kalo, & Desai, 1993; Stich, Mathew, 

Sankaranarayanan & Nair, 1991; Westman, 1995; Wray & 

McGuirt, 1993 National Institutes of Health [NIH], 1986) 

However, snuff tobacco use was most highly correlated with 

precancerous lesions of leukoplakia found on the oral mucosa 



of the cheek and inner lip of users (Little, Stevens, 

Lachance, Severson, Bartley , Liechtenstein , & Leben , 1992; 

NIH , 1986 ). 
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In the report to the Surgeon General the DHHS (NIH, 

1986) cited research by Winn, Blot, Shy, Pickle, Toledo and 

Fraumeni (1981) as the primary case control study showing a 

relationship between ST use and oral cancer. In the study , a 

sample of 255 women with oral and pharyngeal cancer was 

compared to two matched controls. Winn et al. (1981) found 

a fourfold increase of oral-pharyngeal cancer in non-smoking 

white women who dipped snuff. Additionally for long-term 

chronic users of snuff (> 50 years) there was almost a 

fifty-fold increase in risk for cancer of the gum and buccal 

mucosa. 

The DHHS (NIH, 1986) points out that the Winn et al. , 

(1981) study was the only research which looked specifically 

at the relationship between ST use and oral-pharyngeal 

cancer while controlling for confounding factors, 

particularly alcohol and smoking. In a quantitative study 

including 347 ST users Kaugars, Riley , Brandt, Burns and 
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Sversky (1992 pg. 2584) reported that 13 percent of subjects 

had oral lesions significantly (p: 0 . 0001) associated with 

ST use. Wray and McGuirth (1993) looked at a sample of 128 

mostly female patient's medical records (mean age, 78) of 

known oral cancers who had used ST for 40 years or more 

exclusive of other carcinogens. The researchers found that 

42 percent had post-treatment recurrences with a survival 

rate of only 37 percent after five years (Wray & McGuith , 

19 9 3 pg . 9 3 2 ) . 

While there have been several studies evaluating the 

health risks associated with smokeless tobacco use, most of 

these studies use small samples or retrospective analysis of 

samples with known disease. In addressing the validity of 

case controlled epidemiologic studies . of oral cancer, the 

NIH (1986) points out that low prevalence of ST use in North 

American populations contributes to low statistical 

efficiency in most of these studies. Consequently, there is 

some controversy over the relative risk factors associated 

with smokeless tobacco use , particularly its correlation 

with cardiovascular and gastrointestinal disease 



(Huhtasaari, Asplund, Lundberg, Stegmayr & Wester, 1992; 

Robu, 1994). For example , Sterling , Rosenbaum and Weinkam 
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(1992) conducted a combined data analysis of the Mortality 

Followback Survey and the National Health Interview Survey 

and reported that the use of ST either as snuff or chewing 

tobacco did not increase the risk of oral or digestive tract 

cancer. Huhtasaari et al. (1992) concluded that dip snuffing 

in middle-aged men was associated with lower risk of 

myocardial infarction than that of cigarette smokers. 

However, the correlation of smokeless· tobacco and oral 

mucosal cancers cannot be taken frivolously (Little et al., 

1992 ; MMWR , 1993; NIH, 1987) . 

Psychosocial Factors 

A review of the literature relating to psychosocial 

factors influencing the use of ST was included to provide 

background on not only addictive behavior , but to 

i nvestigate why one would be inclined to try ST. Frank and 

Jaen (1993) summarized evidence supporting nicotine 

addiction by noting factors such as: (a) continued use in 

the face of known damage; (b) neuroadaption: nicotine 
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tolerance and nicotine withdrawal syndrome; (c) inability to 

abstain and tendency to relapse; (d) nicotine functions as a 

euphoriant in humans and animals; as well as; (e) strong 

substance-seeking behavior. Hilton, Walsh, Masouredis, 

Drues, Grady & Ernster (1994) examined the relationship 

between beliefs regarding ST use and addiction among male 

college students. Using the Theory of Reasoned Action, 

Hilton et al. found that with increasing addiction level 

respondents were significantly more likely to believe that 

ST helped them relax, kept them alert, tasted good, and was 

addictive. Foreyt, Jackson, Squires, Hartung, Murray, & 

Gotto (1993) surveyed college students who used ST and 

developed psychological profiles of these students. They 

reported that college students with the highest probability 

to use ST were white males who scored· higher in extraversion 

and neuroticism but lower on state-anxiety than non-users. 

Riley, Barenie, Mabe, & Myers (1991), using a stratified, 

random sampling survey, found in a discriminant analysis of 

initial use that substance use and modeling behavior were 

the strongest predictors of trying ST. In a report from a 
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survey conducted on reasons for tobacco use in MMWR (1994), 

early adolescent experimentation, peer pressure and 

approval, plus nicotine addiction were found to be as 

significant for ST use as it was for smoking. Using 

bivariate and logistic regression analysis , Lee, Raker and 

Chisick (1994) found male and female triers of ST shared 

five factors: (a) parental approval ; (b) peer approval; (c) 

trying smoking; (d) relatives using ST; and, (e) athletic team 

membership. This study also found that male use of ST was 

associated with race, grade level and lack of ST counseling 

from dentists despite high dental utilization rates. All 

data collection methods in the aforementioned studies were 

telephone or in-person surveys. 

In one of the few studies addressing cessation 

intervention for ST use, Hilton et al. (1994) noted the 

indifference of male ST user's peers and mentors toward ST 

use. Additionally , Hilton et al. (1994 ) suggest that to 

increase cessation rates, highly addicted ST users may need 

specialized cessation programs that consider nicotine 

replacement to overcome withdrawal, oral substitutes for the 
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enjoyable taste of ST, and support of male peers who 

influence their social norms. 

Summary 

This chapter described Becker's and Pender's models for 

studying health care behaviors and explained how concepts 

from each were adapted into a conceptual framework for this 

study. The literature review focused the history of ST use 

in the U. S. , the health risks associated with ST use, and 

the psychosocial factors associated with ST currently . As 

can be noted in the literature review there are no 

ethnographic studies addressing ST use. In fact the 

researcher found no qualitative studies on the issue, which 

indicates the lack of ST users' perceptions explaining their 

reasons for ST use and their knowledge of related health 

risks . 



CHAPTER THREE 

METHODOLOGY 

The purposes of this study were to: 1) explore the 
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health beliefs of ST users related to ST use ; and 2 ) look 

for patterns of behavior that may be identified for the 

purpose of developing prevention and cessation programs by 

health care professionals. Addressing the uniqueness of ST 

addiction, Hilton et al . (1995) suggest that to increase 

cessation rates , ST users may require intensive cessation 

programs that include nicotine replacement to overcome 

symptoms of withdrawal, oral substitutes for the enjoyable 

taste of ST , and the support of peers who influence their 

social norms. To identify what unique factors may influence 

ST use from an insider's view and the sociocultural context 

of the problem , an ethnographic approach was used for this 

study. 

Ethnography is a qualitative research method used to 

systematically describe life experiences from informants' 

points of view (Burns & Grove , 1993). An underlying 

assumption of the researcher is that every human group 
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eventually evolves a culture that guides the members ' views 

of the world and the way they structure their experiences. 

An ethnography includes interview of participants in the 

culture being studied and also participant observations in 

lifeways of the group or society being researched. 

Research Design 

An ethnographic approach was utilized to explore the 

health beliefs of ST users to find patterns of behavior 

applicable to cessation strategies and patient education. 

An inductive approcah and descriptive design was used 

because little is known about ST use and practices. 

Method 

Ethnography is defined as a method of examining a 

culture or subculture from the {nsider's viewpoint (emic 

perspective) rather than an outsider's view (etic 

perspective) regarding, behavior patterns, customs, beliefs, 

and ways of life (Leininger, 1985; Spradley, 1979). It 

consists of three sources of data: literature review, 

participant observation and lnformat interviews called 

ethnographic interviews. The purpose of the ethnographic 
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interview is to allow informants to talk about what they 

know (Spradley, 1979). The use of selected questions to 

guide the interview and participant-observation distinguish 

ethnography from the phenomenologic approach which describes 

only phenomena (Morse, 1994). 

Ethnographic interviews are a series of focused and 

amiable dialogues into which the researcher slowly 

introduces new elements to assist people to respond as 

informants (Spradley, 1979). The ethnographic interview has 

three parts: clarifying the purpose of the interview, 

providing explanations, and asking questions related to a 

focus. Ethnographic questions seek not only to elicit 

information, but to clarify information as well. 

Spradley (1979) identifies three main types of 

questions: descriptive, structural and contrast. 

Descriptive questions are the easiest to ask and are used in 

all interviews. Descriptive questions help to characterize 

terms and symbols of a culture . They also help describe the 

setting where things in a culture take place. Structural 

questions enable the researcher to focus on discovering 



39 

domains or "units" of information from the informant. 

Structural question help the researcher determine how 

informants organize their knowledge. Contrast questions 

enable the researcher to discover the dimensions of meaning 

which informants give to elements and events in their world. 

During the process of asking questions , the first attempts 

at identifying contrasts between categories are made 

(Evaneshko & Key, 1982) . The researcher is seeking a 

general understanding of what entities are similar and what 

entities are different , both within a cultural category and 

between categories (Evaneshko & Key, 1982). 

The essential core of ethnography is to understand 

another way of life as described by those living it. 

Instead of objectively studying people or a phenomenon, the 

ethnographic approach strives to learn from the people or 

phenomena subjectively through prolonged engagement , 

participant observation and in-depth interviews of a 

purposive sample (Lincoln & Guba , 1985; Spradley, 1979). 

Evaneshko and Key (1982) point out that the data obtained in 

ethnographic study are not intrinsically ordered and the 
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researcher must develop that ordering, such as in a taxonomy 

or a hierarchy. This ordering is accomplished by using 

knowledge of other aspects of the total cultural system that 

permits the researcher to order data into tentative 

categories that are then verified with the informants 

themselves (Evaneshko & Key , 1982) . This inductive approach 

is very different from the broad, impersonal survey. 

Sample 

Qualitative studies tend to use small samples. 

Comparisons between groups and controls are not being 

performed, and problems related to sampling error and 

generalization have little bearing on these studies (Burns & 

Groves, 1993). Evaneshko and Key (1982) posit that culture 

by definition is group - shared knowledge and only a small 

number of key informants need be interviewed on a topic in 

order to learn what is identified as knowledge shared by the 

group. 

A sample size of three informants was used for this 

study (see Table 1 pg. 41). Purposive sampling was used to 

ensure selection of appropriate informants. Informants were 
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Table 1. Demographic Data 

Informant 1 Informant 2 Informant 3 

Age 

Sex 

Marital Status 

Occupation 

Education 

Hobbies/ 
Interests 

First Used ST 

Length of Use 

Brand 

35 

M 

Divorced 

Sales Clerk 

1 yr. College 

Body Building 
Baseball 
Football 

18 yr. old 

13 years 

Skoal Winter 
Green 

39 

M 

Married 

Fire Captain 

A.D.S. 

Fishing 
Hunting 
Camping 

25 yr. old 

16 years 

Skoal Cherry 

32 

M 

Married 

Fire 
Fighte r 

B.A. 

Hunting 
Running 
Swimming 

16 yr. old 

14 years 

Redman 
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located by word of mouth advertisement through a local 

health club. Inclusion criteria included: English speaking, 

18 years of age or older, and being a previous or current 

regular user of ST. A regular user for the purpose of this 

study was defined as someone who uses a "pinch" of ST for a 

duration of 15 minutes or more at least once a day , and has 

a history of using ST consecutively for at least one year. 

A pinch also known as a "dip" or chew" , is the amount that a 

user can grasp or "pinch" between the finger and thumb and 

varies slightly from one individual to another, being an 

amount that can fit comfortably between the cheek and gum in 

the oral cavity . 

Setting 

This study collected data through prearranged, semi-

structured audio-taped interviews in a quiet , relaxed 

setting that was conducive to rich conversation. 

Participants were asked to think about their own use of ST 

before the actual interview so that they could be in touch 

with as many of their own thoughts, feelings and 

circumstances as possible. Each interview was conducted in 



a location convenient to each informant. Two participants 

requested the interview be done at their homes, while one 

requested the interview be done where he worked. 

Data Collection 

Ethnographic Interview 

As previously mentioned, data were collected through 

prearranged, semi-structured audio-taped interviews. An 

interview guide was followed (see Appendix C) in a precise 

order with each informant while making an effort not to 
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quench an atmosphere of trust and open-endedness. Recorded 

interviews were transcribed and reviewed for common themes 

and domains. These were analyzed for meaning, descriptive 

quality and for major themes related to beliefs and 

behaviors related to ST use. 

A time-frame of approximately two to four hours was 

allotted for each interview session . Interviews lasted 2 to 

3 hours , with a mean of 2.75 hours . Inclusion of 

demographic data was obtained by a short questionnaire that 

informants were asked to complete prior to the interview 

(see Appendix D) . 
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Participant Observation 

To absorb first-hand field observation, the researcher 

spent time watching the informants use their tobacco product 

and he also observed the settings in stores that sold ST 

products including making limited contact with the 

consumers. This allowed further contact with ST users and 

elicited first-hand knowledge of ST-users preferences, 

dislikes, and ideology. Written field notes were used as a 

record of this encounter. 

Protection of Human Subjects 

Human Subjects Committee approval was obtained prior to 

any informant involvement. Confidentiality and anonymity 

were insured and audio tapes were destroyed after 

transcription. A disclaimer explaining the purpose of the 

study as well as the option to withdraw at anytime was given 

to each potential informant (see Appendix A). Development 

of the interview guide was completed and reviewed for 

approval by the thesis chair, who is an expert in the field 

of ethnographic research. 
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Data Analysis 

Each audio-taped interview was transcribed and 

rechecked for accuracy against the taped recording. Field 

notes concerning non-verbal communication were added to the 

transcriptions. Descriptive data were analyzed, compared 

and organized into categories, themes and patterns. Once all 

the data that had been collected were transcribed and 

printed, recurrent themes and symbols were organized into 

subcategories, categories and major domains. Data were 

examined for themes and emergent concepts were evaluated by 

checking information with the informants for informational 

adequacy, credibility, usefulness and centrality. 

Transcription data were re-evaluated until there was 

saturation, that is, no new themes arose. This task was 

supervised by an expert ethnographer, the thesis chair. 

Evaluation of the Findings 

A systematic way of evaluating the findings was 

followed. The rigorous approach for evaluating qualitative 

data of Guba & Lincoln (1989) was used. Terminology used by 



them are explicit in describing the process of evaluation 

and is described below. 

Trustworthiness 

Guba and Lincoln (1989) state that the internal 

validity, external validity, reliability and objectivity 

that determine rigor of inquiry in quantitative research 

coincide with what is known as trustworthiness in 

qualitative research. Trustworthiness criteria for 

qualitative research include credibility, dependability, 

transferability and confirmability of findings . 
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For qualitative analysis, Guba and Lincoln (1989) 

define credibility as confidence in the truth of the data 

indicating an agreement between the reality revealed by the 

participants and the reality interpreted by the researcher. 

A method to ensure credibility proposed by Denzin (1989) is 

triangulation. Triangulation incorporates the use of 

multiple data sources in a study, multiple individuals to 

collect, interpret and analyze data , multiple perspectives 

to interpret a single set of data, and multiple methods to 

address a research problem such as observation plus 
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interviews (Denzin, 1989). Triangulation of data in this 

study was performed using multiple informants to corroborate 

findings and these findings were verified by multiple 

sources such as participant-observation, findings from the 

literature and expert analysis and interpretation of data of 

the thesis chair (Denzin , 1989). 

Dependability refers to stability of data over time and 

conditions (Guba & Lincoln, 1989). Dependability was 

assessed in this study by having the primary investigator 

and the expert ethnographer conduct independent inquiries of 

collected data, which was then compared with regular 

communication between the researcher and the expert 

ethnographier, the thesis chair. This process is referred 

to as step-wise replication (Lincoln & Guba, 1989). 

Transferability refers to the generalizablity or extent 

to which the findings can be transferred to other settings 

or groups. By providing an in-depth description of the data 

analysis and results of data analysis the researcher for 

this study provides readers the necessary information for 

them to judge transferability. Transferability is left to 
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the reader to decide whether or not findings transfer to his 

or her own situation (Guba & Lincoln, 1989). 

·confirmability refers to the objectivity or neutrality 

of the data to the extent that there would be agreement 

between two or more independent members about the data's 

relevance or meaning (Guba & Lincoln, 1989). In this study, 

an audit trail using a systematic labeling of each 

transcription, numbering of cultural themes and resultant 

domains allowed the researcher and the thesis chair, an 

expert ethnographer, to come to independent conclusions 

about the data. 

Summary 

This chapter outlined the method of data collection and 

analysis used in this study. The inclusion criterion of the 

sample of informants was outlined as were the participant 

observation method and steps taken to protect human 

subjects. Trustworthiness was defined as measures of 

credibility, transferability, dependability and 

confirmability. How trustworthiness was appraised for this 

study was discussed as well. 
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CHAPTER FOUR 

ANALYSIS AND PRESENTATION OF THE DATA 

This chapter includes a description of both the process 

of data analysis and of the ethnographic tnterview and the 

participant observation experience. A discussion of the 

taxonomies , categories and domains are presented as well. 

Each final domain is presented in table form and sections of 

major categories are further dissected down to lower 

categories with supporting statements from the informants. 

Data Analysis Procedure 

Data analysis began immediately after transcription of 

the first interview and continued throughout the study. 

Scribbled notes, dictated tapes and write-ups were reviewed, 

clarified and loosely coded in an attempt to allow the 

researcher to cycle back and forth between thinking about 

existing data and generating strategies for collecting new 

data. Prior to each subsequent interview, new data

generating strategies gleaned from the previous encounter 

were included to help yield more prolific testimony. 
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Once all the data that had been collected were 

transcribed and printed, recurrent themes and symbols were 

organized into subcategories, categories and major domains . 

Areas that either the researcher or the expert ethnographer 

felt needed clarification were reviewed , and participants 

were re-contacted on several occasions to clarify symbols 

and meanings to further delineate organization of sub-

categories into larger sets. Taxonomic analysis was used to 

organize these categories and subcategories into similar and 

contrasting sets. Descriptive questions and structural 

questions helped strengthen taxonomies and identify cultural 

themes. Major categories were further organized into major 

domains . Finally , two major cultural themes (presented in 

Chapter Five) emerged from the domain analysis. 

Participant Observation 

Participant observation took place at either the 

informants' homes or a work site during interviews and at 

local stores that sell ST products. The researcher observed 

participants chewing and spitting tobacco , including how 

they extracted the product from containers , formed it into 
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"dips" or "chews" and placed it between their cheek and 

gums. This observation included watching participants spit 

either into spittoons or on the ground. Additionally, for 

the purpose of discovery the researcher participated in 

chewing tobacco with two of the informants. This 

participant act appeared to assist opening informants to 

deeper disclosure of information. 

The researcher also had limited participant observation 

contact with ST consumers at outlets that sold the product, 

allowing first-hand observation of packaging, advertisement 

and variety. Contact with ST users buying the product 

produced data about preferences, types of ST products, 

reasons for use and types of consumers. 

Types of ST 

Three major forms of ST were identified from the 

participant observation encounter: snuff, leaf tobacco, and 

plug tocacco. The first form is snuff, which can be either 

ground to a fine powder, or coarsely chopped. Coarsely 

ground snuff is called "long-cut" and its texture resembles 

the consistency of dill weed, although softer than dill weed 
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and certainly more moist. Popular brand names include 

Copenhagen, Skoal and Kodiak. Snuff tobacco comes packaged 

in small plastic containers called "tins" or "cans" which 

are brightly colored to represent their flavor. For 

example, cherry-flavored snuff comes in a bright , burnt

cherry colored can and wintergreen-flavored snuff in a deep-

green colored can. Flavors include: regular, mint, 

"classic," wintergreen, cherry, spearmint, cinnamon and 

licorice . Some snuff is pre-measured into dips and sealed 

into small cotton pouches called "Bandits." These pouches 

keep the tobacco in place so the user does not get tobacco 

floating around in the mouth and getting stuck between the 

teeth . 

A second form of ST is leaf tobacco, which is simply 

cured tobacco leaves that come packaged in foil pouches. 

Flavors are not as varied as snuff and consist of either 

wintergreen or regular, in which the taste varies slightly 

depending on how the tobacco was cured . Popular brands of 

leaf tobacco include Red Man, Beechnut and Levi Garrett. 
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The third form is known as plug tobacco, which is leaf 

tobacco that has been compressed into a hard block or "plug" 

from which a section is cut or bit off. The most popular 

brands are the same as leaf tobacco (Levi Garrett, Red Man) 

and come packaged in clear cellophane wrappers with a label. 

ST users say that plug tobacco retains its freshness longer 

than snuff or leaf, but is not as popular as the other forms 

because it must first be chewed and moistened with saliva 

before it can be enjoyed. 

All ST is malleable , and the user fashions it into a 

little ball or wad called a "dip" that can be placed 

comfortably between the cheek and gum .. The size of the 

"dip" varies from about the size of a small grape to the 

size of a kumquat. The selection of one form over the other 

depends on personal preference. 

The stores that the researcher visited displayed ST 

along with smoking tobacco products in an area away from 

easy access to minors, such as behind the cash register or, 

i n larger stores , in an aisle seen by cashiers or management 

and high off the ground , out of reach of children. 
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Cardboard displays advertising cigarettes were noted and 

found to be numerous in one convenience store, but semi-

discrete. However, only one small five by seven inch 

cardboard display was noted advertising ST, and this was for 

long-cut snuff . The larger stores presented only 

identification labels beneath the ST product which was sold 

along side smoked tobacco products. 

Presentation of Taxonomies 

The following is a summary of the taxonomies that led 

to the two primary domains (see Tables 2 & 3 pgs. 56 & 57 , & 

65 & 66). According to Spradley (1979), a taxonomy reveals 

subsets of data designated as folk terms, and links the 

relationship of these subsets to a domain as a whole. 

Congruently, during analysis in this study, subsets or sub

categories of data were grouped into larger categories which 

were then organized into the major categories. Major 

categories were further grouped into ~wo final domains: (a) 

beliefs related to ST use and (b) patterns of behavior, as 

indicated by the essence of sub-categories and larger 

categories . 
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Taxonomy Of Beliefs Related To ST Use 

Four categories under the domain of beliefs emerged 

from the investigative process: (1) starting the habit; (2) 

beliefs or reasons for continuing the habit; (3) quitting 

the habit; and, (4) illness. 

The category of starting the habit emerged from each 

interview with striking similarity. This category emerged 

in response to the question , "Tell me about how you got 

started chewing ST . " Starting the habit surfaced from the 

themes and subcategories: 

Knowledge/Lack of Knowledge 

Informant (I)#2: " .. I knew smoking was bad for you, but I 

never heard anything about chewing." " .. at that time 

(17 years old), I'd have to say no, I didn't think it 

could harm you .. you weren't smoking it." I#2: 

" .. remember that was 1979, we all knew about 

smoking ... I guess I thought it would be a safe 

substitute .. who knew?" 

I#3 : " I think I was aware of the health risks when I was 

16 . II 
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TABLE 2. Taxonomy of Beliefs Related to ST Use 

Major 
Category 

Starting 
Habit 

Beliefs/ 
Reasons for 
Continuing 
Habit 

Category 

Knowledge/Lack 
of Knowledge 

Indifference (Risk 
Taking) 

Smokeless 
Tobacco is 
Addictive 

Enjoyment 

Appearance 

Peer Pressure 

• 

• 

• 

• 
• 

• 

• 

• 
• 
• 
• 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Sub Category 

some knew cigarettes were harmful but not 
smokeless tobacco 
some found out smokeless tobacco was 
harmful after they were addicted 
thought smokeless tobacco was safe 
substitute 
felt he could quit at anytime 
when you are a young adult or teenager you 
feel indispensable 
knew of health risks but would worry "down 
the road" . 
"you might" get cancer, it's the "might" . 
"You might get run over by a car too." 

there is a physical addiction 
there is an oral addiction, it is an oral habit 
a need to have something in your mouth 
I'm such a miserable bastard that I need to 
have another chew 
any nicotine product can be addictive 
if it's around I'll do it 
smokeless tobacco tastes good 
there are many flavors 
enjoyment in spitting 
tobacco buzz (high) 
makes activities more enjoyable 
smokeless tobacco keeps your weight down 
you can substitute smokeless tobacco for food 
it speeds up your metabolism 
smokeless. tobacco curbs your appetite 
socializing with friends who do it 
a fraternity of chewers 
camaraderie 



TABLE 2. - Continued 

Major 
Category 

Quitting the 
Habit 

Illness & 
Reality with 
Age 
(Conseque-
nces) 

Category 

Guilt(+ 
Addiction) 

Social 

Financial Cost 

Health 

How 

• 

• 
• 
• 
• 
• 
• 
• 
• 
• 

• 

• 

• 
• 
• 
• 

• 
• 
• 

• 

• 

• 

• 
• 
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Sub Category 

not a day goes by that you don't think about 
quitting 
think about quitting every time you take a dip 
try to conceal use 
you know you shouldn't be doing this 
it's a disgusting habit 
it's not socially accepted 
females don't want to kiss you 
getting too expensive 
health insurance cost more 
use to think that $ 3/can would be too much, 
how much is too much? 
the main reason to quit and for some the only 
reason 
there is great fear of disfigurement 

outlaw tobacco 
need a personal resolve to quit 
"cold turkey" 
use oral substitutes (gum, sunflower seeds, 
tobacco-less snuff, nicotine gum) 
stay away from chewers 
slowly wean 
after experiencing a major health related 
problem 
advise or help from health provider only is 
unsuccessful on own 

it may effect your blood pressure or your 
heart 
when you get older and the longer you do it 
the more real the risks become to you 
you can get mouth and throat cancer 
'"you're just dodging the bullet" 
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Indifference/Invincibility 

I#3: "I knew nicotine in any form could be bad for 

you .. I never thought I would be doing it this long." 

I#l : II . someone said you might get cancer . 

you might get run over by a car too . . i t ' s the mi ght ." 

I#3: "When I was sixteen years old I wasn't really 

concerned with things like that . . it would be down the 

road that I would have to worry. II I#2: II .when 

you're sixteen or nineteen you'r~ invincible .. so who 

cares?" 

Beliefs and reasons for continuing the habit included 

believing ST was physically addictive as the strongest 

reason. However, enjoyment, appearance and peer pressure 

were believed to be important factors as well. Appearance 

was a surprising finding and this was discovered as 

informants relayed their belief that ST helped them keep 

their appetite curbed and increased their metabolism, thus 

keeping their weight down. 



Enjoyment 

I#l: "Thought . . this stuff tastes good." "I tried 

it and got dizzy . .. when I got up I thought I was 

going to fall over .. thought, I#2: 'Hey this is 

good! ... I like this stuff!'" 

multitude of flavors .. " I#3: 

" .. there is a 

" I guess I j us t 

enjoy spitting." I#3: " .. Igo hunting and 

fishing a lot and I really enjoy it when I'm 

outdoors." I#3: " .. it makes what you're doing 

more enjoyable . " 

Appearance 
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I#l: "I know that .. if I'm trying to keep my weight 

down and I get hungry I can just throw a dip in and 

that takes care of it .. for a wh~le." I#2: II ••• it 

definitely curbs your appetite." I#2: "When I quit 

that first time I think I gained 10 pounds .. . it speeds 

up your metabolism." 

Peer Pressure 

I#l : "Everyone was doing it , " " .. hanging out with the 

guys . . ," " . . most people I know were doing it , " I#l : 
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" ... friends influenced me." I#2: " .. its kind of a 

fraternity .. " I#3: "I wouldn't say peer pressure." 

Ouitting the Habit 

Conceptualizations of Quitting the habit included 

factors of guilt, social acceptance, cost, health , as well 

as how one might quit. The thought of quitting seemed to be 

a haunting vex in the mind of each informant . 

Remorse and Guilt 

I#2: " . . not a day goes by that you don't think about 

quitting ... every time I open a can." " .. it's a daily 

struggle .. hourly struggle . " I#l: " .. I'd worry about 

my son .. what he would have to go through with a father 

that is deformed or something . " I#3: " ... that I 

shouldn't be doing this . . this is stupid . " I#2: II •• I 

try to conceal it . . . (my kids say ) that your going to 

die from chewing." I#l & #2: 

had never started." 

Social 

"I really wish that I 

I#2: " .. i t ' s a disgusting habit . . " I#3: " .. it's not 

generally accepted." I#2: "If I'm at a social event 
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... I'll sneak a chew somewhere." I#l: "Women don't 

want to kiss you .. they don't want to touch you." 1#2: 

" .. it's socially unacceptable and teaching my children 

bad habits." 

I#l: " ... this three dollars is getting out of hand." 

" .. how much is too much?" " . . (health insurance would 

cost more) so I lied and said no." 1#3: " .. (it ' s 

still) relatively inexpensive." I#2: "I thought when 

they put the tax on it I would quit, but that didn't 

work." 

Health 

I#3: "Again, my motivation for quitting is only the 

health risks." " .. as it stands .. other than getting 

cancer, no, no reason [to quit] . ·11 

my health is the driving factor . . " 

I#3: " .. concern for 

"I'm almost afraid 

of seeing someone like that [disfigured], thinking that 

I would quit ... I'm kind of like shielding myself." 

I#2: "As I said there is nothing that would make me 

quit aside from cancer . " 
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How to Ouit 

I#2: " .. it would have to be a gradual (weaning) 

process." I#l: "I'm either all out or nothing ... it'd 

probably be cold turkey." I#3: " .. try sunflower seeds 

or gum, something like that." 1#2: " .. I truly feel 

there is a pacifying effect of having something in your 

mouth." I#2: "I wish they could just wipe all tobacco 

from the face of the earth." 1#3: " .. staying away 

from guys who chew, that would help." " .. when I 

experienced my first rotten tooth I quit for two 

years ... " I#l: "If I was diagnosed with some kind of 

oral problem (I'd quit)" I#l: "If they told me I had 

cancer then yes ... if it was just a sore .. that would 

scare me .. but if I'd quit ... that's a hard one." 

Beliefs associated with illness related to ST use were 

abundant through out each interview. However , illness 

emerged as separate major category concept based on a change 

in the way each informant viewed their health risk after 

chewing for many years as opposed to when they were young 

and just beginning to chew. There appeared to be new 



reality or increased concern with long-term use and 

increased age. 

Reality with Age and Length of Use 
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I#2: " .. when you get older and the longer you do it the 

more real the risks become to you." I#l: " .. I stopped 

and thought I've been doing this . for 15 years .. that's a 

long time ... the odds are not as good . " I#3: "I think 

I'm getting older and more aware of the reality of 

things like this." I#2 & #3 : " ... I just wish I never 

started." 

Taxonomy of Patterns of Behavior 

Four major categories emerged from sub-categories in 

the final domain of patterns of behavior: starting the 

habit, patterns of use, quitting the habit and behaviors 

related to health. 

Starting the habit emerged from the categories of age , 

peer pressure, curiosity and novelty . 

I#3: " .. I was 16 . " I#2: "I was 25." I#l: "18 years 

Ol d . II 
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Peer Pressure 

I#l: "I was hanging out with these guys ... and everyone was 

doing it ... so friends influenced me." I#l: II• .my 

brothers chewed." I#3: " .. just by being around these 

people I started chewing myself ... they didn't pressure 

me to chew ... it seemed like a fine idea at the time." 

I#2: "I worked for the fire department .. six out of 

seven there chewed." 

Curiosity 

I#2: " .. I'd always wonder why they did it and what they got 

OU t of it . " I# 1 : " .. it was the;r-e and other people 

were doing it ... it smelled good .. thought why not." 

I#3: " .. they said it would make your head spin ... I was 

curious ... and it did." 

Novelty 

I#2: uI don't know ... there was a certain 

attraction ... "it was something new ... " I#l: " .. knew 

about smoking .. this was different ... this tastes good." 

I#3: "It was something new you could enjoy without 

smoking and anoying other people.u 



TABLE 3 • Taxonomy of Patterns of Behavior 
Major 
CategorL _ 
----

Starting 
the Habit 

Patterns 
of Use 

Category 

Age • 
Peer • 
Pressure • 
Curiosity • 

• 
• 
• 

Novelty • 
• 
• 

Swallowers • 
vs. 

Spitters • 
• 
• 

There is a • 
Time and • 
Place to • 
Chew • 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

• 
• 

Sub Category 

16, 18, 25 years of age 
hanging out with guys, friends, brothers 
everyone was doing it 
something to do 
still did after getting sick 
wonder what others got out of it 
wonder what it was 
there was a certain attraction 
it was something new 
this tastes good 

some can keep it their mouth all day and never have to 
spit 
mass production of secretions in mouth 
I like to spit 
spitting decreases the longer you chew 
while working or cleaning up after job and busy work 
doing dishes 
playing cards 
not at work 
at work 
after a meal 
in place of a meal 
20-30 minutes each dip· 
all day long 
in the company of men 
not in front of women 
hide from children 
outdoors fishing 
hunting 
after fighting a fire 
not where you can't spit unless you are a swallower 
with others who do it or by yourself 
just when your doing things - it makes activity more 
enjoyable 
after/during stressful times 
notice increase use during stress 

6 5 



TABLE 3. - Continued 
Major 
Category Category 

Quitting Failed to • 
the Habit Quit • 

• 
Substitutes • 

Cold • 
Turkey • 

• 

Behavior Real • 
Related Experience • 
to Health Health • 

Conseq-
uences 
Actions to • 
Avoid • 
Health • 
Problems • 
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Sub Category 

all have been unsuccessful 
started again after quitting for 2 years 
failed attempts were half-hearted 
tried smoking - just not the same pleasure - couldn' t stand 
smoking 
tried gum, tobacco less snuff, and sunflower seeds 
were still associating with chewers 
tried cold turkey 

have experienced rotten teeth 
have experienced receding gums 
have experienced sores in mouth 

rotate dip sites to decrease irritation 
try to swallow less by spitting more 
brush teeth more frequently 
try to limit use 
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Behaviors related to patterns of use included 

categories of spitters and swallowers, and times and places 

informants found both associated with and appropriate for ST 

use . 

Spitters/Swallowers 

I#2: " . . as soon as you put it in your mouth starts this 

mass-production of saliva ... I have to spit." I#l: 

" .. some guys can have a dip or chew in their mouth all 

day long and never have to spit." 

Time/Place to Chew 

I#2: "If I'm in a social circumstance no , I won't chew ... in 

my down time at work or at home I usually put in one 

after the other." I#2: " .. after a meal I find my 

cravings are so much higher for the tobacco than at 

other times." I#3: " .. when I'm working ... cleaning up 

after a fire ... doing outside work ... " I#l: " . . when 

I'm doing certain things ... more or less when I'm doing 

things ... playing cards .. when I'm driving I'll throw one 

in. II I#3: " ... during stressful times .. " I#l: "Like 

I said it is something to do .... there's just certain 



things you do and its time to have a dip ... I drink 

water when I do certain things. I#3: " .. in the 

company of men .. its more of a social thing." I#l: 

" .. its not something you do in front of women." 

Behaviors related to quitting the habit included 

attempts to quit as experienced by each informant. 

Attempts to ouit 

1#2: " ... the time I quit for two years there was never a 

minute that went by that I didn't worship tobacco ." 

1#2: " . . . it was cold turkey .. . I quit for a couple of 

days but I started right back ... I've never given it a 

real serious attempt." 1#3: " .. I've tried gum and 
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sunflower seeds .. . the sunflower seeds tore my mouth up 

worse than the tobacco." 

Behavior related to health included real physical 

evidence of health problems and actions taken to avoid 

health problems. 

Real Experience 

I#l : "I have a sore right now .. . when I get a sore I quit for 

a couple of days until it goes away." "1#2: ... the 
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reason I quit the first time was I had this tooth 

actually fall apart on me." I#3: "I have receding 

gums . . . whether it's the pressure or it eats it away, I 

don ' t know . " 

Summary 

This chapter reviewed the process of data analysis and 

the participant observation experience. A presentation and 

outline of the two final domains were . presented as well. 

Taxonomies of the final two domains were developed including 

a brief archetypal statement made by each informant. 



CHAPTER FIVE 

CONCLUSIONS AND RECOMMENDATIONS 
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This chapter presents the cultural themes that emerged 

from the domain analysis. A summary of the findings of this 

study, recommendations, and limitations are presented as 

well as a discussion and implications for nursing. 

Cultural Themes 

Cultural themes as defined by Spradley (1979), are 

cognitive principles, both subtle and explicit, that are 

recurrent in a number of domains and serve as a relationship 

among subsystems of cultural meaning. 

This study discovered two major cultural themes. These 

were: 

1. Smokeless Tobacco users believe they are more 

vulnerable to. health risks. and they become more concerned 

about their health the older they grow and the longer they 

use the product. As the adolescent or young adult ST user 

ages, the cognitive reality of disease comes into direct 

conflict with the power of their addiction. Feelings of 



remorse and guilt are countered by rationalization and 

addiction to prolong the habit. 
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2) The practice of smokeless tobacco use increased 

during times of boredom and stress. as well as during times 

of pleasurable activities. Like the smoker, the ST user has 

identified activities, circumstances and times when they are 

more likely to have a dip. Antithetically , there are also 

activities, circumstances and times when they are less 

likely to chew. 

Summary of Findings 

The purposes of this study were: 1) to explore the 

health beliefs of ST users related to ST use; and, 2) to 

look for patterns of behavior that may be identified for the 

purpose of developing prevention and cessation programs by 

health care professionals. An ethnographic approach was 

used to explore beliefs and behaviors related to ST use , and 

through inductive reasoning, discover two cultural themes. 

The findings of this study suggest th~t ST users are more 

concerned with ST related health risks as they become older 

and have had prolonged use. At the time of their interviews 



for this study , each informant had knowledge of ST related 

disease and unequivocally expressed concern either during 

the interview or by asking questions following their 

interviews. This behavior suggests openness to health 
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education information even though each informant implied 

that they had no need for professional health care 

intervention regarding quitting the habit unless they felt 

that they were unsuccessfull quitting on their own. Two 

informants indicated that when they first started using ST 

they were aware of non-specific health risks, primarily the 

risk of cancer , but they were indifferent , thinking that 

they would worry about possible illness some time in the 

future . The other informant believed that ST was a safe 

alternative to smoking when he started his ST habit, but 

indicated that knowing the risks probably would not have 

made a difference in his choice to chew. As he put it , 

"When you're sixteen or nineteen you're invincible, so who 

cares . " 

As noted under the conceptual framework for this study, 

individual perceptions about the threat of disease have been 
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shown to be a strong motivator to change health-behavior, 

and, for ST users, may be more of a factor for the 

individual who is older and/or has been using ST for a long 

time (Janz & Becker, 1984). However, for the adolescent and 

young adult who are healthy and just considering or 

beginning to use ST , a threat of disease in the distant 

future may lack the same motivational strength (Janz & 

Becker, 1984; Pender, 1996). The results of this study 

support this concept. 

Behavior patterns gleaned from the data indicated that 

the practice of ST use increased during times of boredom and 

stress, as well as during pleasurable activities the user 

associated with having a chew. If the ST user experienced 

an increase in either boredom, stress or pleasurable 

activities they associated with chewing , there was a 

reasonable chance that an increase in total ST consumption 

would follow. Additionally, each informant indicated that 

during each failed attempt to quit, they retained close 

contact with other ST users. These behavior-related 



findings differed little from similar results found in 

studies on smoking (Frank & Jaen, 1993). 
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On a differing note , ST users expressed a need to have 

something in their mouth, referred to as "an oral addiction" 

or "oral fixation" that appeared to be associated with 

taste. Many ST users enjoy the favorable juice that is 

produced by chewing and the raw act of spitting this fluid. 

This finding supports one found by Hilton et al. (1994 ), 

that recommends an oral substitute for the enjoyable taste 

of ST to increase cessation rates. 

Recommendations for Nurses and Other Health Care Providers 

First, one must screen for all forms of tobacco use . 

Simply asking a client if they smoke would likely result in 

a simple "no", with no further elaboration from the ST user. 

Nursing education and nurse practitioner education need 

inclusion of content on screening and determining 

interventions with persons using various forms of tobacco. 

Secondly , education about the health risks of using ST must 

be disseminated to would-be users and users alike in a 

professibnal manner. According to the findings of this 
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study ST users may not be open to intervention until they 

feel they cannot quit on their own. This finding suggests 

the need for a thorough assessment of the users' attempts at 

quitting. 

ST users who express an interest in quitting the habit 

should be informed of methods such as quitting cold turkey, 

or slow weaning using nicotine substitutes such as nicotine 

gum , nicotine patches or nicotine nasal sprays . 

Additionally, the use of flavored oral substitutes like 

candy, mints , gum or tobacco-less snuff may be helpful. 

Long-term users interested in quitting may respond 

better to counseling emphasizing the threat of disease than 

their short-term counterparts . Short-term users , especially 

those younger, may have better success with methods 

emphasizing more of a health promotion or approach 

orientation , including elements focusing on appearance and 

negative peer-pressure . ST users should be encouraged to 

identify circumstances and behaviors that are particularly 

associated with their ST use, and if possible, to make 

changes or find substitutes. 
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A ST user can be referred to a ST cessation program if 

one exists in their geographic area , but referring them to a 

smoking cessation program may not produce desired outcomes. 

Many ST users feel that chewing tobacco is not the same 

habit as smoking and in fact cannot tolerate cigarette 

smoke. This may increase reluctance to participate. 

Each person is different and should be encouraged to 

find a formula that works for them. Health care providers 

need to offer frequent encouragement and help allay 

discouragement or focus on failed attempts to quit, as most 

who have been successful kicking the nicotine habit have 

done so after more than one attempt (Frank & Jaen, 1993). 

Limitations of the Study 

Limitations of this study include limited engagement 

with ST users and a small sample size ·. Also a limited age 

range of informants (between 32 and 39), did not produce 

findings transferable to either young or senior ST users. 

Additionally, the sample for this study did not include 

women or ethnic variations representing a cross section of 



the general population. Ethnicity or gender may produce a 

far different perspective. 

Recommendations for Future Studies 

Future studies of ST use should include: 

1. Survey research on the prevalence of ST use. 
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Currently there are very few surveys reporting the 

prevalence of ST use and those that are found in 

the literature have relatively small samples. 

Without adaquate surveys, accurate account of the 

prevalence of ST use cannot be determined. 

2. Replication of this study with a larger sample, 

encompassing a broader age range. Replicating 

this study with a larger sample that includes a 

broader variation in age will test the 

trustworthiness of findings in this study and the 

generalizability of findings . New information 

regarding ST use may be produced as well. 

3. Studies that test methods and interventions in ST 

cessation. Because little is known about ST use 

in general there are very few studies on methods 
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of cessation. As mentioned in Chapter One some 

researchers who have studied ST use feel that ST 

addiction may be a complex and difficult issue 

possibly requiring intensive cessation programs 

which inluce nictine replacement to overcome 

symptoms of withdrawl, oral substitutes for the 

enjoyable taste of ST, and support of peers who 

incluence their social norms (Glass, 1995; Hilton, 

et al. , 19 94) . 

Discussion 

Health Screening and Cessation 

Health screening is the cornerstone of preventive care. 

The literature provides sound evidence for the effectiveness 

of health screening and health education. Smoking cessation 

programs are part of most health promotion agendas provided 

by government agencies and the American Heart Association as 

well as health maintenance organizations. Public interest 

in health enhancement has grown dramatically in recent 

years. More than ever people are concerned with diet and 

dietary supplements and there has been an increase in health 



spa memberships. Fewer people are smoking and eating high 

fat diets, and more people are exercising than two decades 

ago. However, there are still substantial aggregates who 

practice high risk behaviors . 

The role of the nurse practitioner is one of primary 
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care provision. Practitioner programs at the graduate level 

incorporate health screening instruction and method as a 

core part of curriculum. To accomplish this task and 

support related patient education, the NP must be able to 

ascertain the relative health risk status of both the 

individual and the aggregate they serve. In addition, nurse 

practitioners must also be able to devise and evaluate a 

plan of action tailored for the client or aggregate being 

addressed. Knowing the relative risk factors of a given 

aggregate or individual is as important as proper 

examination techniques when screening for oral cancer. 

as important to holistic care is the ability to provide 
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informed information and education in such cases. Knowledge 

of aggregates at higher risk for experimenting with ST, 

knowing common reasons for trying and using ST are as 



important as knowing what factors influence positive or 

negative outcomes when recommending or leading cessation 

programs. Unfortunately very little is known about what 

works for ST cessation because of scant research and even 

less experience on the matter. 

Summary 

This chapter presented a discussion of the findings 

with implications for nurisng practice and research. 

Limitations of this study and recommendations for future 

studies were presented as well. 

Two major cultural themes emerged from Taxonomic 

analysis of patterns of behavior and beliefs related to ST 

use as described by the informants. Theme number one: 
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Smokeless Tobacco users believe they are more vulnerable to, 

health risks, and they become more concerned about their 

health the older they grow and the longer they use the 

product, indicates that long-term use , may be more 

responsive to cessation strategies that emphasize the threat 

of disease. Theme number two: The practice of smokeless 

tobacco use increased during times of boredom and stress, as 



well as during times of pleasurable activities, suggests 

behavioral patterns that could be focused on when 

implimenting a cessation program or strategy. 
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SUBJECT DISCLAIMER 

The Smokeless Tobacco User: A Descriptive Ethnography 
(Title) 

You are being asked to voluntarily participate in a 
study exploring the health beliefs of smokeless tobacco 
users. By responding to questions in an interview, you will 
be giving your consent to participate in the study. 

The interview will take place at a location convenient 
to you and will last approximately two to four hours. With 
your permission, a tape recorder will be used. Your 
identity will not be revealed and your confidentiality will 
be maintained in all reports of this project . 

You may choose not to answer some or all of the 
questions. Any questions you may have will be answered and 
you may withdraw from the study at any time with no 
consequences whatsoever. There are no known risks or 
benefits involved in your participation. 

The overall aim of this study is · to explore the health 
beliefs of smokeless tobacco users and look for patterns of 
behavior or other information which may be applicable to 
smokeless tobacco screening , education and cessation 
interventions . Your participation is apprec i ated. 

Thank you. 

May 3, 1996 Alan June , R.N., B.S.N., 
Graduate Student 
University of Arizona 
College of Nursing 
(520 ) 579- 2 085 
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Hum~n Subjecb Comm ittee ARIZONA® 

HEALTH SCIENCES CENTER 

1622 E. Mabel St 
Tucson, Arizona 8572-1 
(520) 626-6721 

30 May 1996 

Alan June, BSN, RN 
c/o JoAnn Glittenberg, Ph.D. 
College of Nursing 
PO BOX 210203 

~ 

RE: THE SMOKELESS TOBACCO USER: A DESCRIPTIVE ETHNOGRAPHY 

Dear Mr. June: 

We have received documents concerning your above cited project. 
Regulations published by the u.s.· Department of Health and Human 
Services ( 4 5 CFR Part 4 6 . 10:1 (b) ( 2) ] exempt· this type of research 
from review by our Committ~e. 

Thank you for informing us qf your,work. If you have any questions 
concerning the above, plea~~ contact this office. 

Sincerely yours, 

~f-;:s -
William F Denny~ 

. Chairman 
Human Subjects Committee 

WFD: j s 
cc: Departmental/College Review Committee 
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Guide for Smokeless Tobacco Interview 

Research Project: The smokeless tobacco user: A descriptive 
ethnography. 

Guiding Questions 
Tell me what you know about ST. 

Tell me about how you got started usipg ST; was there 
something that compelled, or influenced you? 

How much ST do you use and how often? 

What brand do you like, are there differences? 

Does or did any one in your family use ST? 

Tell me about any health risks you think are related to ST 
use? 

Have you ever wanted to quit? Why or why not? 

(If yes) Why do you think you were unsuccessful? 

What do you think could have improved your success? 

Does your use of ST place any limitations or liberties on 
you or your lifestyle? 

Does your doctor/health care provider know you use ST? 

Have you ever experienced any health/dental problems that 
either you or your health care provider felt were related to 
your ST use? 

If you wanted to quit, what do you think would be the best 
way of doing this? 

Are you open to education or cessation programs offered by 
health care professionals? 
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DEMOGRAPHIC QUESTIONNAIRE 

Study: The Smokeless Tobacco User: A Descriptive Ethnography 
(Title) 

You are being asked to voluntarily participate in a 
study exploring the health beliefs of smokeless tobacco 
users. By responding to the questions below, you will be 
giving your consent to participate in the study. 

You may choose not to answer some or all of the 
questions. Any questions you may have will be answered and 
you may withdraw from the study at any time with no 
consequences whatsoever. There are no known risks or 
benefits involved in your participation. 

The overall aim of this study is to explore the health 
beliefs of smokeless tobacco users regarding smokeless 
tobacco use, and look for patterns of behavior or other 
information which may be applicable to smokeless tobacco 
screening, education and cessation interventions. Your 
participation is appreciated . 

Thank you. 

Your initials: 

Age : 

Sex: 

Marital status: 

Occupation: 

Education: 

Hobbies/Interests : 

When did you start using smokeless tobacco (ST)? 

How long have you used ST? 

What brand of ST do you use? 
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INTERVIEW #1 
I: Would you tell me what you know about smokeless 

tobacco? 
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S: What I know about it? Well , it can cause throat cancer 
or any kind of cancer in your mouth. I look at it as 
something that I've done for close to 18 years and I 
don't really want to quit. The only thing that scared 
me is not the fact of dying .... I mean I don't want to 
die, but the most frightening thing about it is losing 
part of your lip or tongue or something like that. 
Right now I've got a sore. Normally what I do when I 
get a sore is just to quit chewing for a couple of 
days. I always have a lot of sores anyway. I look at 
is as a canker sore. If it doesn't go away then 
something needs to be done. It usually does go away. 
After that I just resume chewing. That is just scary 
to think how you would look having part of your face 
missing. I've had a lot of close calls but obviously 
not scary enough. I still chew. 

I: Tell me about how you got started chewing. Is there 
something that compelled or influenced you to start? 

S : I started when I moved here to Tucson. I met these 
guys over at the bowling alley. I was going to be 
going to school with them at Flowing Wells and they 
chewed. 

I: Was that high-school? 

S: Yes. 

I: How old were you? 

S: Seventeen. I tried it and got dizzy because we were 
sitting down and then I got up and thought I was going 
to fall over. Thought hey this is good! I like this 
stuff ! I think I got sick and threw up one time but 
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after that it has just been constant. I may have gone 
a week or two without chewing but no more than that. 
So friends influenced me. 

I: Have you ever tried quitting? 

S: Oh, yes. I have. 

I: And you were not successful? 

S: No. I've quit for a couple of days and started right 
back. I don't know. I haven't given it a real serious 
attempt. It is always on my mind that I want to quit. 
I haven't sat down and said that I'm going to quit and 
that I won't buy anymore. That has never really 
happened. 

I: So whenever you think about quitting is there anything 
in particular that sparks your interest in quitting? 
Or do you just all of a sudden decide to quit? Or are 
there any influences around you that make you focus on 
the idea of quitting? 

S: My roommate quit and my brother Jim, who is an ex-
chewer, quit too. His main concern was once when I 
showed him a sore I had and he told me I needed to 
quit. It turned out to be a canker sore but those two 
people are always riding me for the health reasons. 

I: You are saying that the cost is one factor in 
influencing you but the main factor is the health 
reason. If you didn't have those two reasons would you 
quit chewing smokeless tobacco? 

S: No. 

I: Why? 
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S: Like I said, it is something to do. At certain times 
and certain things that I will be doing that it is just 
time to put a dip in. 

I: I'm getting the impression that there is more to it. 

S: It is a habit. I drink water when I do certain things. 
It is basically a habit. If there wasn't the health 
reasons or the cost it is just like doing anything 
else. 

I: How many people do you know or have known, that use 
smokeless tobacco? 

S: I couldn't tell you. I don't know. A lot of people . 
Thousands personally. 

I: Just here in Tucson? 

S: Yes. It is pretty popular here because of being a 
country town. I'm from Ohio and it was farms but not 
really country. I wasn't exposed to it a lot there. 
Hardly anyone did chew there. Out here it seems that 
most everyone does or has at a point in their life . 

I : If you wanted to quit chewing tobacco do you have any 
ideas of what would be the best way of doing it for 
you? 

S: With my personality it would have to be cold "turkey." 
I don't have a good way of cutting down. I'm normally 
an all or nothing person. If I'd do it I'd do it to an 
extreme and if I quit I just quit all together. 

I: And you have tried the cold "turkey" before and it 
didn ' t work? 

S : Yes . 

I: Do you think anything else would improve your success? 
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S: If I was diagnosed with some sort of oral problem. 
I've heard guys say that even though they have a 
cancerous sore they will continu~ to chew just because 
of the addiction. That would be really the only other 
thing unless they didn't have any. Maybe they ran out 
at the store but I've even gone to three different 
stores at a time looking for it. Sometimes they might 
be out and I'll go to another store. 

I: You are really drawn to find that tobacco? 

S: Oh yeah. Not so much that when I get it I put it in. 
I just like to have it around. Probably if I didn ' t 
buy it that would help. If it is not around I very 
rarely just go to the store to buy it. I'll buy it 
when I ' m out . 



INTERVIEW #2 

I: Would you tell me what you know about smokeless 
tobacco? 
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S: Well I know that it is bad for you. That is the one 
underlying thing that is always resting on the top of 
my mind that it is not good for me. I also know that I 
need it. 

I: What do you mean by "need it?" 

S: I find that if I go without it that I go through 
tremendous mood swings and I get more edgy and ancy. I 
also have a shorter temper if I don't use it regularly. 

I: What is regular use? 

S: During the day when I'm awake, I feel a lot more 
comfortable with a chew in my mouth. It is pretty much 
all day and as long as I'm up. 

I: How much tobacco do you chew? 

S: Oh , weight wise I don't really know. Size wise, if you 
waded it up tight into a ball it would be the size of a 
large grape . 

I: So you wad tobacco up into a ball and put it into your 
mouth? 

S: Yes. It is mailable and depending on the kind you use, 
I use what is called a long cut snuff and it is not 
real fine but larger pieces of tobacco all chopped up. 
It is mailable and you can form it into little balls or 
wads to fit wherever you want it to fit in your mouth. 

I: So you put one in and keep it in all day long? 
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It No. It loses it flavor. I chew flavored tobacco. 
comes in a multitude of flavors. I chew cherry 
flavored tobacco. I'd say after 30 to 45 minutes it 
loses its' flavor and impact on my body so I'll change 
it every 45 minutes to an hour. · 

I: You put one in right after the other? 

S: Even after two years. I thought about it after every 
single meal . There was never a day that I did not 
think about having a chew. Just to satisfy that urge 
and not get addicted again. Just to have one pinch. 
The second time that I quit was because of a surgery 
that I had. I was in the hospital for an extended time 
and through the recovery process I was unable to chew. 
I think that is how I was able to get off it the second 
time. Once I got to feeling better I just constantly 
craved it. I felt that I needed that to keep me even. 

I: Was the reason that you were in the hospital related to 
the tobacco? 

S: No. Totally unrelated. Just through the recovery 
process I was sick was unable to chew. I got over the 
hump of addiction that way. That was a big help. I 
was relived that I was able to have the surgery and 
quit chewing. It worked. 

I: How did you start back up after that two year period? 

S: It was a promotional party with some guys at work . The 
guy was a chewer and I know this is a lame excuse but 
he said that the best thing I could give me as a 
graduation present would be to have a chew with him. I 
was his supervisor and he thought that would be cool. 
He thought it would be nice. At that point in my life 
I was a raving idiot and I craved it everyday. My mood 
swings were bad so I thought what the hell I'll get 
back into it so as not to be so up and down. 
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I: Sounds like you had been thinking about it. 

S: I know it is a lame excuse just to get back into it. 

I: I know you have already answered this but just to 
clarify. Obviously you have been unsuccessful at 
quitting chewing because you are chewing again. Why do 
you think you were unsuccessful? 

S: Number one would be the chemical addiction to nicotine. 
Secondly, I truly feel that it is the pacifying affect 
of having something in my mouth. It is an oral 
fixation. I've noticed in the past I can sometimes get 
through my cravings with a large wad of gum or a large 
handful of sunflower seeds packed in the side of my 
mouth. So there is some oral fixation to it but most 
of it is chemical addiction. 

I: What do you think could have improved your success? 

S: Number one would be more willpower. The absolute 
conviction to quit. It was there at one point but it 
slowly washed away the total conviction. It is bad for 
me and socially unacceptable and is teaching my 
children habits. I weighed that against the way that I 
felt without it and caved in to it. To get back off of 
it at this point in life I really think it would take 
another chemical treatment such as Nicorict Gum or 
something to stem that nicotine craving . That along 
with the conviction to do it. 

I: Have you ever tried those? 

S: No. We have discussed it as a family many, many times. 
One of the prohibitive factors is the cost of the gum. 
We have priced that out and I use that as an excuse as 
to not pursue to. Even though tobacco is probably 10 
times more expensive when spread out over a period of 
time . 
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I: Is there anything else that you can think of that would 
have helped your success? 

S: I thought that when they passed the tobacco tax that 
that would be a big motivating factor because of the 
cost of tobacco. I geared up for it and said that when 
they passed the tax I'll quit because it will cost too 
much. As you can tell, that didn't pan out. 

I: Are you saying that if the cost of tobacco got high 
enough it would help you? 

S: Yes it would deter me. Probably the biggest instant 
impact would be a health problem related to tobacco. 
If I went in to the doctor and he told me I had a 
disease from chewing tobacco that would be the number 
one factor in making me quit. Right now I ' m just 
dodging the bullet and riding it out. 

I: Is there a change in your dental hygiene because of the 
tobacco use? Do you brush your teeth more or less? 

S: No. I brush three times a day. I don't think it has 
impacted .... I might even brush more just to make sure 
that I don't have tobacco hanging up in my teeth. I 
might even brush more prior to chewing. 

I: If you wanted to quit now, what do you think would be 
the best way of doing this? 

S: It would have to be done medically with the gum or some 
other .... 

I: Are you saying a gradual, weaning away from tobacco 
use? 

S: I don't think that I could "cold turkey." I know my 
frustration and agitation would override the thought 
process of quitting because it is good for me . I'm 
such a miserable bastard that I have to have another 
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chew. I think that getting the smaller amounts of 
nicotine would benefit me in those stages rather than 
doing it "cold turkey." Either that or put me into a 
coma for a month until by body goes through the 
withdrawals. Physically I don 1 t think that I can do it 
on my own right now. 

I: You are aware of all the problems associated wi th the 
use of tobacco. You have had family pressure to quit 
and had health problems related to tobacco use. Every 
time you take a pinch out of the can of tobacco do you 
feel guilty? 

S: Oh, yeah. I never open up a pack of tobacco without 
saying in my mind that I have to stop . Never . Every 
time I take a pinch I tell myself that this is stupid 
and I have to stop. I 1 m not better than any heroin 
addict on the back alley streets. I have to have it. 
I 1 m addicted. I fully admit that and yet I can 1 t stop 
at this point. 

I: Do you think that if you hadn 1 t tried smokeless tobacco 
to being with , is there a possibility you would be 
doing some other habit? 

· S: Probably so. I 1 d never do anything half or part of the 
way and I easily get into something very deep. At one 
time I after I quit for the two years I didn 1 t get 
right back into the smokeless tobacco but start smoking 
cigars . I started with one cigar a day. 

I: Where you doing this while you were away from smokeless 
tobacco? For that two year period? 

S: Yes. I started with one cigar and then it was two. 
have inhaled. 

I: So you were never really off the nicotine? 

I 
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S: Yes. I went the two years before I started smoking. I 
went two years "cold turkey" without tobacco. Then I 
got into the cigars . They got stinky and smelling so I 
went to a pipe. I didn't inhale and never got any 
sensation except the oral. Just having something like 
a pacifier in my mouth. I would sit there for hours 
with that pipe in my mouth and not even smoke it 
because it was hard to keep lit and keep going. I had 
an oral fixation that I can't satisfy, in my mind, and 
had to have something in your mouth. 

I: For the two years when you did quit, did you quit "cold 
turkey?" 

S: Yes. 

I: Did you try using chewing gum or something like that? 

S: Yes. I did gum and sunflower seeds. The sunflowers 
seeds tore my mouth up more than the tobacco ever did. 
After three or four handfuls of seeds I would have cold 
sores in my mouth and I wouldn't be able to put anymore 
seeds in because it burned so much. I've have to stop 
for a couple of days and it was just a real pain. 

I : 

S: 

You said that you would wad up a . ball of tobacco and 
put it in your mouth. I get the impression that you 
put it in the same spot Every time? 

Yes. Which the doctors have said that if I have to 
chew then to move it around in your mouth. I have a 
comfort pouch established in my mouth and if I put it 
anywhere else I can't control it. I can't control the 
tobacco like I can when I have it in the right lower 
side of my cheek. I have a nice little pocket there. 
If I put it somewhere else it will spread throughout my 
mouth and I can't control it. It doesn't taste as good 
and it doesn't feel good. 

I: You say that you have a pouch in your mouth? 
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S: Yes. There is a little depression that has formed from 
the tobacco being in there all the time. 

I: Does that concern you? 

S: I think it is just stretching of the cheek to 
accommodate that wad of tobacco. 

I: When you say controlling it what you mean is keeping it 
in one spot correct? 

S: Keeping it intact, in a ball, in one spot in your 
mouth. If you don't keep control of it then it just 
falls apart and you have a million little flakes of 
tobacco floating around in your mouth. Then you 
swallow it and it gets lodged in your teeth. It can be 
real messy. 

I: You were telling me about your doctors telling you that 
you needed to quit chewing and you would answer them 
that you know that but would keep them at a distance. 
Are you open to education or a sensation program that 
would be offered by health care professionals? 

S: Yes. I've read every pamphlet that they have ever 
given me. My employer gives me an annual physical and 
those doctors have given me pamphlets on it. I know 
the hazards. It is not a lack of education. It is a 
lack of willpower and an addiction to the nicotine. 
They only way that I could stop would be through a 
doctor. I would be open to that. 



INTERVIEW #3 

I: Would you tell me what you know about smokeless 
tobacco . 
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S: Smokeless tobacco is prepared leaf tobacco prepared in 
a number of different ways. It is prepared small like 
snuff, some more like leaf. Like all tobacco it has 
it's carcinogenic properties. 
some other chemicals. 

It contains nicotine and 

I: There are different types of tobacco? 

S: Yes. 

I: Can you elaborate on that? 

S: There is a more finely grind type of chewing tobacco 
like Copenhagen or Schol and some of the others that 
come in a small can. People generally chew a small 
amount of that. It seems to me that it is a little 
more potent than the leaf tobacco that I chew. Leaf 
tobacco use a little more when they are chewing it. 
They spit a little bit more. 

I: Why is that? 

S: Just volume more than anything else. 

I: So if you have leaf tobacco in your mouth are you 
getting more nicotine? 

S: I don't think that is necessarily true. Some people I 
do believe swallow the juices and other spit pretty 
frequently. People who have been chewing snuff for a 
long time don't spit a lot. When I've used the snuff, 
the fine ground tobacco, it has kind of tended to make 
my head spin a little. I don't care for that. 

I : What do you mean by "make your head spin?" 



S: It kind of gives you a bit of a buzz. It is kind of 
like you had a beer or something like that. 
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I: Because the snuff tobacco is smaller is it more potent? 

S: It could be. I really couldn't tell you that for 
certain. It tends to make me feel, like I said , a 
little light headed and I don't care for it. Other 
people may have similar experiences with leaf tobacco 
but I don't. 

I: How long have you chewed tobacco? 

S: Sixteen years. 

I: You have never experienced that light headedness with 
the leaf tobacco? 

S: I wouldn't say never. Early on I did chew snuff. 
That was only for a brief period and I did prefer the 
leaf. I don't chew tobacco to get a nicotine feel. 
I chew because of the oral habit and something to do. 

I: Tell me about how you got started chewing smokeless 
tobacco. Was there something that influenced you? 

S: A group of friends that I was with when I was sixteen 
years old. A number of them chewed tobacco and I 
remember thinking, "why not?" Just by being around 
these people I started chewing tobacco myself. Did not 
enjoy it at first and remember I was chewing snuff at 
first. That was sporadic. Then I found out I like the 
leaf a little better so I did that. I chewed on and 
off for sixteen years. I haven't just done it 
straight. There have been a number of years when I 
didn't chew more than once or twice during the whole 
year. 

I: So you have actually stopped chewing for a whole year? 



S: Sure. 

I: How many years were you chewing to begin with before 
you stopped the first time? 
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S: I would say five years. I believe that I was in 
college when I quit chewing tobacco. Although to say 
quit would mean that I was not using it and not 
purchasing it. I still might do it once or twice like 
when I went hunting or something. like that. It wasn't 
a decision to never touch the stuff again. It was just 
sort of an occasional, situational type use there. 
Towards the end of college I got back into it and 
chewed on a regular basis . Then I quit again. 
Sometime around 1990 I started chewing again on a 
regular basis. I believe it was sort of a stress 
relief because I was taking a lot of academic stuff. 
I also think it was also just a neurotic habit. I 
enjoyed it and continued to use smokeless tobacco since 
then. 

I: When you first started you think you were influenced by 
the guys you were hanging around? Kind of like the 
peer pressure thing? 

S: They didn't pressure me to chew but me but it was a 
social thing. Rather than peer pressure it was just 
there and other people were doing it. It seemed like a 
fine idea at the time. 

I: Then you said that did it for about five years then 
stopped. When you started again did anything influence 
you to start again? 

S: I couldn't actually tell you if there was a specific 
thing that influenced me. I was probably with other 
people that were chewing. The second time that I quit 
and started up again I was also with people that were 
chewing tobacco. It was a different set of friends but 
the same thing. I was doing a lot of studying and it 



was just something to do. I do the same thing with 
coffee. I drink a lot of coffee · and chew a lot of 
tobacco when I study. Just nasty habits . 

I: Other habits? 

S: No those are probably the two. 
occasion. 

I drink beer on 
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I: Tell me about the idea of being socially unacceptable. 

S: Well , certainly in different circles , the circle I work 
in it is fully acceptable. You wouldn't want to do i t 
in a place with lots of women or kids. That would have 
an affect on whether or not I chewed and it does . I 
don't chew in front of women or kids. 

I: Why not? 

S: I think it is not a healthy habit to promote. I am 
aware of that . It is also not exactly an attractive 
habi t . 

I: Not attractive? 

S: Because you are spitting. That is just fundamental . 

I: What about the guys who don't spit? Do you think they 
are bothered by the same social unacceptance? 

S : Perhaps. Most people are aware that chewing tobacco is 
not a healthy habit . Most chewers I would think would 
know that i t is not a healthy habit. If you went to a 
grade school you wouldn't be sitting there chewi ng in 
front of the kids. If you went to a place with a lot 
of ladies or professional people around you might have 
second thoughts about putting in some tobacco . 
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I: Would you have second thoughts if you didn't have to 
spit it? 

S: No I don't think so. I don't think that spitting is 
the only unattractive quality about it. You know have 
something in your mouth and you are not eating it so it 
is just a thing best left for the outdoors. At least 
in the company of men that are enjoying the same thing 
that you are. 

I : You have wanted to quit and you have quit before. 
that the only time that you quit? 

Is 

S: No. I have probably quit much more often then that. 
That was a time when there was some duration involved. 
There was along time when I didn't use that much 
tobacco at all with maybe a very few exceptions. 
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