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Introduction and rationale
1

The WHO South-East Asia Region is the hub of smokeless tobacco 
users. It has a history of people using different smokeless tobacco 
(SLT) products for centuries. Decades back, people used only locally 
made SLT products such as betel quid with tobacco. However, in 
recent times with large-scale production of tobacco, varieties of 
manufactured STL products have become widely available to the 
people in most of Member States. Today, the Region is one of the 
largest producers as well as consumers of smokeless tobacco in the 
world. It is home to nearly 250 million smokeless tobacco users. 

There is a large variety of products and ways of using tobacco 
for smokeless use. SLT can be used nasally or orally. A fine tobacco 
power mixed with aromatic substances called snuff is inhaled in case 
of nasal use. Chewing, sucking and applying tobacco preparations are 
common ways of using SLT orally. The simplest form of SLT product 
is a betel quid, where tobacco is added to the betel leaf and arecanut 
with some slaked lime. It is commonly available and has been in use 
for many years in Bangladesh, India, Myanmar and Nepal. 

The chewing tobacco products with flavour include zarda and 
scented khaini, which are industrially manufactured and available 
in Bangladesh, India and Myanmar. Other chewing products are 
kiwam, gutkha, gundi, etc., that are popular in Bangladesh, India 
and Nepal. People also use some SLT products as dentifrices such 
as misri, gul, gudhaku, lal dantmanjan, creamy stuff, etc. primarily 
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with the intention to clean their teeth. There are also special SLT 
products such as tobacco mixed with honey or alcohol called hnatsay 
in Myanmar and “tobacco water” called tuibur in Mizoram, India. Thus, 
the Region produces SLT products in different types and varieties that 
are available in the market and are also found in attractive packages 
at competitive prices. 

Prevalence of smokeless tobacco among men in the Region ranges 
from 1.3% in Thailand to 51% in Myanmar. Among women it ranges 
from 4.6% in Nepal to 27.9% in Bangladesh. Use of SLT products 
among male students in the Region aged 13–15 years ranged from 
3.3% in Indonesia to 43.2% in Timor-Leste and among females 
from 2.3% in Indonesia to 40.7% in Timor-Leste. Some sub-national 
surveys show that working children and streetchildren are far more 
likely to use tobacco than students. 

Smokeless tobacco use in the Region leads to significant morbidity 
and mortality. There are several adverse health effects attributable 
to smokeless tobacco. Like smoking forms of tobacco, smokeless 
tobacco also contains nicotine, a chemical with addicting properties. 
Unfortunately, people are not aware of the addiction potential of 
smokeless tobacco and they are also unable to stop its use once 
addicted because of unpleasant withdrawal symptoms. Among others, 
smokeless tobacco products are known to cause oral, pancreatic, 
pharyngeal, oesophageal and stomach cancers. Some studies also 
show that smokeless tobacco users die of cardiovascular disease 
(CVD) and other circulatory diseases. Low birth weight and stillbirths 
are two major adverse reproductive outcomes found in association 
with SLT use in pregnancy. 

The experience of providing cessation to SLT users is limited in 
the Region. Findings from the Global Adult Tobacco Surveys (GATS) 
reveal that quit attempts are rare among SLT users and health-care 
professionals have inadequate capacity to provide SLT cessation 
services.  While about half of all smokers seeking the services of 
health-care providers have been advised to quit, only a quarter of 
smokeless tobacco users have been advised by health-care providers 
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to quit. Some of the barriers to SLT tobacco cessation, according to 
a clinic-based study in India, were a low level of awareness of the 
harm from SLT use, lack of knowledge about the addictive potential 
of SLT, and lack of knowledge about the benefits of quitting and the 
methods of quitting among people. 

Increasing prevalence of smokeless tobacco in the WHO South-
East Asia Region is a concern among policy-makers, public health 
advocates, researchers and other players alike. The fact that both 
locally made and manufactured SLT products are widely available and 
are used by people in many countries of the Region is a worrying 
situation. It is also exacerbated by the fact that the problem of SLT 
use is largely ignored by most health-care systems, thereby reducing 
the opportunities for SLT cessation and control. 

Against this backdrop, the Expert Group Meeting on Smokeless 
Tobacco Control and Cessation was held at the WHO Regional Office 
for South-East Asia, New Delhi, from 16 to 17 August 2011. Experts 
from Bangladesh, India, Indonesia, Myanmar, Nepal, Sri Lanka and 
Thailand, as well as several staff of WHO attended the meeting. The 
meeting consisted of presentations, panel discussions and group 
work. This report presents the highlights of the regional situations 
vis-à-vis smokeless tobacco and its implications in the South-East 
Asia Region and documents the policy recommendations that ensued 
from the meeting. 

The specific objectives of the meeting were to:  

Share information on smokeless tobacco control and its  �

implications in South-East Asia and on smokeless tobacco 
cessation; 

Identify the next steps on smokeless tobacco control and  �

smokeless tobacco cessation; and 

Provide inputs for the advocacy document for policy-makers  �

in the Region for the planning and implementation of 
smokeless tobacco control initiatives and smokeless tobacco 
cessation programmes.
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Opening session
2

Opening remarks by Dr Jai P Narain, Director, 
Sustainable Development and Healthy 
Environments Department, WHO-SEARO 

Dr Jai P. Narain, Director, Sustainable Development and Health 
Environments Department, WHO-SEARO, briefly welcomed all experts 
from the participating Member States of Bangladesh, India, Indonesia, 
Myanmar, Nepal, Sri Lanka and Thailand. At the outset, he emphasized 
the public health importance of smokeless tobacco use and the urgent 
need to address its menace in the Region. In most Member countries, 
SLT use is not even recognized as a public health problem and has 
therefore not received as much attention as smoking. 

So far, collective and concrete efforts to deal with any SLT issues 
have been lacking in the Region. Dr Narain said this expert group 
meeting was the first of its kind, and hoped it would shed some light 
on the important aspects of SLT use through sharing of information 
and experiences among experts, and bring forth some tangible policy 
recommendations for the Region. He reiterated that this meeting was 
critical in being able to place the issue of SLT use on the forefront 
of the national and international agenda, and would be instrumental 
in creating a platform for common understanding whereby the 
public health concerns of SLT use in the Region would be addressed 
collectively. 
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Opening address by Dr Poonam Khetrapal Singh, 
Acting Regional Director, WHO-SEARO

The Acting Regional Director, Dr Poonam Khetrapal Singh, extended her 
warm welcome and greetings to the participants. All participants were 
then introduced. Dr Prakash C. Gupta was elected as the chairperson 
for the meeting and Dr Sajeeva Ranaweera as rapporteur.    

In her address, Dr Poonam Khetrapal Singh lucidly introduced 
the subject of the meeting to the participants. She said that the 
WHO South-East Asia Region is a major producer, a net exporter and 
the largest consumer of smokeless tobacco (SLT) in the world. The 
rising trend of SLT use in the Region, particularly among the poor, 
is disturbing, given that it is leading to significant morbidity and 
mortality. Even though SLT use is an important public health problem, 
it has not received the kind of attention it deserves from most health 
care-systems in the Region, she explained. 

Dr Poonam K. Singh further elucidated that starting with the use 
of betel quid with tobacco as the predominant form of SLT intake, 
a large spectrum of SLT use has emerged and has become popular 
among the people of the Region over the past decades. Generally, 
SLT use is a rural phenomenon and a prevalent practice among the 
lower socioeconomic groups. However, in recent times, the Region 
has been witnessing a resurgence of the use of SLT products in 
industrially manufactured forms, particularly among young age-
groups and women. This could be attributed partly to the alluring 
packaging and competitive cost of SLT products that have gradually 
become socially more acceptable in many countries of the Region. 
This has exponentially increased the number of SLT users. 

Emphasizing the burden of SLT epidemic in the Region,  
Dr Poonam K. Singh said that the South-East Asia Region is home to 
nearly 250 million smokeless tobacco users. Such a staggering number 
is a cause for concern that has a huge public health implication. 
Recently, the Global Adult Tobacco Survey revealed that SLT use 
is a significant problem in the Region. It has also been found that 
the prevalence is high among the lower socioeconomic groups and 
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people with low education. There is a large section of the population 
which believes that SLT use is good for oral health and causes less 
harm than smoking tobacco. Capitalizing on such misconceptions 
prevailing among people, tobacco manufacturers have diversified 
their product portfolio and applied innovative tactics to reach their 
target customers. Consequently, use of SLT is high in the Region, 
particularly in Bangladesh, India, Myanmar and Nepal. Therefore, 
given the magnitude of SLT use and its health implications for now 
and the future, there is an urgent need for formulating effective policy 
and strategies in the Region that focus on the same. 

Dr Poonam K. Singh also mentioned that the adverse health 
outcome of SLT use is a scientifically proven fact although not many 
people are aware of it. Studies show that it is a high-risk factor for 
cancers of the upper digestive tract and vascular diseases. If used by 
pregnant women, it is known to cause adverse reproductive outcomes 
in the form of low birth weight, reduced gestation period and an 
increased chance of stillbirth. However, SLT-attributable mortality 
data are currently not available in the Region.  

The WHO Framework Convention on Tobacco Control has 
provisions for the control of all kinds of tobacco products including 
smokeless forms. However, countries are facing mounting challenges 
in implementing and monitoring these control measures. But, on 
a positive note, the ban on import of SLT products by Bhutan and 
Thailand ranks among some of the best practices in the Region. 
Recently, the Government of India has come up with new regulations 
which prohibit tobacco being used as an ingredient of food. Dr Poonam 
K. Singh reiterated that the World Health Organization is committed 
to supporting Member States in tobacco control efforts in all possible 
ways. “It is about time that we give the same degree of attention 
to SLT use as we do to smoking. All stakeholders must accord a 
high priority to issues of SLT use and its implications in the Region”, 
she said. Documentation of various aspects of SLT and its use is an 
important step towards formulating and implementing SLT control 
policies for the Region. One important area that needs emphasis is 
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the social de-normalization of SLT use by linking it with other socially 
abhorrent behaviours such as alcohol and drug use. 

Dr Poonam K. Singh stated that such a meeting was both timely 
and befitting. The outcomes of this meeting would invariably steer 
us towards the next level of formulating and developing policy 
and strategic programmes on SLT control. She was hopeful that 
the deliberations would be fruitful enough to generate compelling 
evidence that would help strengthen the public health community 
in its efforts to warn populations about the harm of SLT use and 
to advocate with governments and other stakeholders on tobacco 
control in the Region. 
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Tobacco was first introduced to South-East Asia by the Portuguese 
mariners in the late 16th century as a product to be smoked. Later, 
locals devised a way to chew tobacco mixed with arecanut and lime. 
Chewing betel quid with tobacco is perhaps prevalent in almost all 
Member countries of the Region. Literary references prove that betel 
quid was nearly universal and typically chewed throughout the day, 
indicating its addictive nature. However, people also took to smoking 
when cigarettes, kreteks, cheroots and bidis were introduced. In 
Thailand and Sri Lanka, smokeless tobacco use is very low. While 
chewing of smokeless tobacco has declined (among men) in Indonesia, 
it is still widely popular in Bangladesh, India, Myanmar and Nepal. 
There are many smokeless tobacco products used in the South-East 
Asia Region, which are summarized as below:  

Chewing type: 

Leaf tobacco (all Member countries);  khaini (Bangladesh, 
Bhutan, India, Nepal); zarda (Bangladesh, Bhutan India, 
Myanmar, Nepal); kiwam (Bangladesh, India, Nepal, largely 
used by people belonging to the upper castes); gundi (India); 
hnatsay (Myanmar); and betel quid with tobacco (all Member 
countries).

Regional overview of  
smokeless tobacco and  
its use in South-East Asia 

3
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Arecanut mixtures for chewing: 

Pan masala (India and most South Asian countries); gutkha 
(India and most South Asian countries); Mainpuri tobacco 
(India); mawa (India); and dohra (India). 

Products for application: 

Gudhaku (India), gul (India, Bangladesh); creamy snuff 
(India); lal dantmanjan (India); and masheri/mishri (India). 

Products for gurgling/sipping: 

Tuibur, hidakphu (India).  

India, Indonesia, Bangladesh and Thailand are among the top 
20 tobacco-producing countries in the world, but this is mainly for 
manufacturing cigarettes. The main producers of chewing tobacco 
leaf in the Region are Bangladesh, India and Indonesia. Thailand 
produces shredded tobacco intended for smoking but also often used 
for chewing. Also, India and Indonesia produce snuff tobacco leaf.  In 
Bhutan, production of tobacco and manufacturing of tobacco products 
are completely banned since 2005. 

In many countries of South-East Asia, traditional values do 
not favour smoking by women and young people while such 
social restrictions against the use of SLT do not exist. This “social 
acceptance” of STL use encourages women and youth to pick up the 
habit. There are instances where SLT products are distributed free 
of cost to people during the election campaigns in Bangladesh and 
made available at kiosks for free use during marriage celebrations in 
India. Besides, SLT is inexpensive, less detectable than smoking, and 
more appealing to youth. To add fuel to the fire, there exist many 
myths about SLT, all of which seek to promote its use among people. 
Contrary to smoking, there is a widespread belief that SLT has certain 
health benefits. Many believe that taking smokeless tobacco improves 
oral health, provides relief from toothache, helps digestion, has 
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antiseptic properties, improves memory, etc. In addition, smokeless 
tobacco is considered less harmful than cigarettes in most countries 
of South-East Asia. 

Such misconceptions about SLT may have led to its high use of SLT 
among people in the Region. Capitalizing on these misconceptions, 
the tobacco industry manufactures varieties of tobacco products. 
Also, taxation on SLT products is either too low or completely absent, 
making such products more affordable to the people. Consequently, 
people have more and easier access to SLT products, contributing to 
the rise in their use in the Region.  

The prevalence of SLT products among youth varied from 2.8% in 
Indonesia to 42% in Timor-Leste. Even though overall tobacco use is 
low, youth in Bangladesh, Nepal, Sri Lanka, India and Myanmar are 
more likely to use products other than cigarettes. Timor-Leste has 
the highest prevalence of tobacco use in any form by youth in the 
Region. More boys use other tobacco products compared with girls 
in most Member countries. 

The use of SLT is close to 30% among adult men in Nepal, India, 
Myanmar and Bangladesh, and between 17% and 31% among adult 
women in India, Bangladesh and Indonesia. Thailand has a low rate 
of tobacco consumption in either form among women. By and large, 
a decreasing trend in SLT use with an increase in smoking prevalence 
is observed for both men and women in the Region. SLT use has been 
found to be higher in groups possessing lesser education in India, 
Nepal, and Sri Lanka than the more educated segments of society. 

SLT use is known to cause many fatal diseases such as cancers, 
cardiovascular diseases, adverse reproductive outcomes, oral diseases, 
several pre-malignant conditions including oral sub-mucous fibrosis, 
and many other chronic diseases. Studies have shown that the relative 
risk of death in women using SLT was higher than that for men and 
elevated risks of death due to SLT use were statistically significant for 
women. Some study findings have revealed that the death rate among 
SLT users of the younger age-group was rising and that mortality 
among the rural population of users was lower than among the urban 
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population. However, the lack of death registration systems covering 
entire populations is making the process of estimating death rates 
among SLT users quite difficult and challenging.

Currently, there is a dearth of reliable data on many aspects 
of SLT use for the countries to be able to design any appropriate 
interventions. There are obvious gaps in research on and monitoring 
systems for SLT use. Some surveys have collected information on 
SLT but these are not reported in published reports. Countries of the 
Region need to invest substantially in priority research on SLT. 

In the light of the increasing SLT use and poor knowledge about 
its harmfulness among the people, therefore, Member States of the 
Region need to give it use a due priority and adopt a holistic public 
health approach to address the rising problems of SLT. Alongside 
establishing cessation services, it is most essential to educate the 
population about the harmful effects of smokeless tobacco and 
continuously advocate stakeholders at all levels to help control SLT 
use in the Region.  

Suggested public health policies on smokeless tobacco: 

Apply the same public policies for controlling SLT and  �

smoking (except for smoke-free public places). 

Both smokeless and smoking tobacco needs to be  �

controlled simultaneously.

Invest more resources in creating awareness about the  �

harmfulness of tobacco use. 

Raise the tax on smokeless tobacco products to over  �

60% of retail price.  

Ban advertising of non-tobacco products bearing the  �

same brand names as tobacco products.

Require pictorial health warnings to be mandatory on  �

smokeless tobacco products.

Offer or expand tobacco cessation services.  �
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Fight the influence of the smokeless tobacco industry in  �

promoting SLT use.

Impose curbs on illicit trade of SLT products. �

Implement “no sale of tobacco” policy around educational  �

institutions including universities and include SLT sale 
within it purview. 

Educate tobacco growers and areca nut producers in the  �

Region about their role in increasing tobacco use and 
cancer and persuade them to grow alternate crops.

Offer technical advice and subsidy for tobacco crop  �

substitution.

Discourage tobacco product manufacture and arecanut  �

production.

Ban spitting in public places to curb use of smokeless  �

tobacco.  
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Strategies for combating the 
use of smokeless tobacco

4

The Region is one of the largest producers and consumers of SLT 
products. The long thriving practice of SLT use in the Region is fuelled 
by the widespread misconception among people that consuming SLT 
is less harmful than smoking. This systemic constraint is aggravated 
by the lack of clarity among professionals and policy-makers on the 
public health importance of SLT use. And the scientific documentation 
of SLT use in the Region is very scarce. 

The Member States of the Region have developed a range of 
policies, plans and strategies for tobacco control. While nine Member 
States (Bangladesh, Bhutan, DPR Korea, India, Maldives, Myanmar, 
Nepal, Sri Lanka and Thailand) have comprehensive national tobacco 
control laws, Indonesia and Timor-Leste have some regulations on 
smoking. The legislations of most countries include provisions on 
smoke-free places, a ban on tobacco advertising, promotion and 
sponsorship, and a ban on tobacco sales to minors. All Member 
countries of the Region have adopted the WHO MPOWER package as 
an operational tool to implement tobacco control effectively.
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Table1: Tobacco control policy for smokeless products in the SEA Region 

Countries
Ban on 
import 
of SLT

Ban on
adver-

tisement 
of  SLT

Prohibi-
tion of 
sales of 
SLT to 
minors

Health 
Warning 
on SLT 

products

Ban on 
sales of 

SLT within 
100 yard/
metres of 
education-
al institu-

tions

Bangladesh X X X X X

Bhutan √1 √ √ * X

DPR Korea X X √ X X

India X √ √ √ √

Indonesia X X X X X

Maldives X √ √ ** X

Myanmar X √ √ ** √

Nepal X √ √ **(75%) √

Sri Lanka X √ √ ** X

Thailand √ √ √ √ X

Timor-
Leste

X X X X X

Total 2 7 8 2 3

* Health warnings required on all imported tobacco products from the country of the 
origin.

** Health warning is required by the National Law but there is no specific prescription 
for smokeless tobacco. 
1Allows limited import of tobacco products for personal consumption only. 

The WHO Framework Convention on Tobacco Control has provisions 
for the control of SLT. However, legislations in many Member countries 
do not cover policies on smokeless tobacco. For instance, only Bhutan 
and Thailand have provisions in their Tobacco Control Act that impose 
a ban on the import of SLT products. Except Bhutan no Member 
country has any policy on banning the export of SLT products. Four 
countries (Bangladesh, DPR Korea, Indonesia and Timor-Leste) do 
not ban advertisements for SLT products. Policies in most Member 
countries require health warnings on the tobacco product packages 
but in reality only a few of them have implemented them (India and 
Thailand). Only India, Nepal and Myanmar have a policy that prohibits 
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sales of SLT products within 100 yard/metres of educational facilities. 
However, with the exception of a few, most countries have policies 
in place that prohibit sale of SLT to minors.  

Member States of the Region may strengthen existing policies or 
implement the following strategies: 

Implement existing tobacco control/other policies.   �

Strengthen tobacco control policy to include and address  �

SLT.

Design national tobacco control strategies and plans for  �

SLT.

Strengthen the monitoring of SLT use and indicators. �

Use a multisectoral approach for SLT control. �

Deploy public health interventions to equally address smoking  �

and smokeless forms.

Advocate the raising of taxes on smokeless tobacco  �

products.

Identify research questions related to SLT. �

Adopt successful interventions and also initiate innovative  �

interventions.

Social de-normalization of SLT use. �

Community network for awareness and advocacy on SLT. �

Strengthening and implementing existing  
strategies and policies:  

Direct: 
Tax increase. �

Health warnings. �

Ban advertisements. �

Display of tobacco products. �

Import/export. �

Ban sales to minors. �

Prohibit sale within 100  �

yards of educational 
institutes. 

Ban tobacco use in public  �

places. 

Indirect:  
Prohibit spitting in public places �

(e.g. in the case of Bangladesh and  �

Myanmar)

Leverage by using other Acts in  �

tandem with tobacco laws, such as: 

Food and Drug Administration  �

Act.

Prevention of Food Adulteration  �

Act.

Drugs and Cosmetics Act. �

Insecticides Act. �
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A National Consultation on Smokeless Tobacco organized by the 
Ministry of Health and Family Welfare, Government of India in April 
2011 recommended the use of other existing Acts and regulations 
that promoted control of tobacco use, for instance, the regulation 
that prohibited the use of tobacco as an ingredient of food. 

Most countries in the Region where the SLT use is high have not 
accorded much priority to the control of SLT use in comparison with 
their efforts to curb smoking. In Thailand, while the ban on the point 
of sale for cigarettes is being strictly enforced, the same is not the 
case with roll-your-own tobacco. The enforcement of the ban on 
advertisement at the point of sale for both smoking and smokeless 
tobacco products in India has not been a success. Bangladesh does 
not have any policy in place on SLT products and their use. SLT use 
does not receive as much attention as smoking does from all levels of 
authority in Member countries of the Region. Therefore, public health 
interventions should address both smoking and smokeless forms of 
tobacco on equal footing.  

Only a multisectoral approach will sustain the efforts to curb SLT 
use. There have to be mass awareness campaigns and capacity-
building for health professionals, media, finance, education and other 
social sectors to educate and inform the people about the harmful 
effects of SLT use. Along with the demand creation strategy, community 
cessation interventions including “quit lines” must be established to 
support current users. Some interventions should be gender-specific 
and specialized to cater to the needs of disadvantaged groups. 
Multipronged strategies to address SLT control must also include some 
innovative interventions such as the Indian government’s campaign 
on dangers of SLT and Thailand’s model-school health education and 
ban on import of SLT products. 
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Country experiences  
and lessons learnt

5

5.1 Regulation of smokeless tobacco in India 

India is one of the first countries from the Region to sign and ratify 
the Framework Convention. The Government of India passed the 
Cigarettes and Other Tobacco Products Act, 2003 (COTPA), which 
was applicable to all tobacco products even before the Framework 
Convention came into effect. The COPTA includes the following 
provisions: 

Cover control measures on all tobacco products.   �

Ban on advertisement, promotion and sponsorship of tobacco  �

products. 

Ban on tobacco products sale to minors. �

Ban on sale within 100 yards of educational institutions. �

Pictorial warnings of a more explicit nature for smoking  �

tobacco products.  

Testing for tar and nicotine of tobacco products.  �

Under the Prevention of Food Adulteration Act (PFA), 1954, and 
the Food Safety and Standards Act (FSSA), 2006, “food” is defined as 
any substance that is intended for human consumption. The courts 
of law interpreted SLT products such gutkha or supari as “food”. The 
Supreme Court also stated that pan masala, gutkha or supari are 
eaten for taste and nourishment, and hence they are all food. Further, 
the Allahabad High Court defined tobacco as something which is 
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consumed by human beings and is eaten; so it should be categorized 
as food. Moreover, it is added as a flavouring matter to betel leaves 
and is part of the composition of betel leaves. Betel leaves along 
with its components supply nutrition to the human being as it has 
calcium. Hence, betel leaves can be said to be “food” and tobacco is 
an article which is part of the ingredients of betel leaves. Therefore, 
tobacco will be deemed “food”. 

The role of the Central Government was affirmed by the Supreme 
Court in the Godawat Pan Masala case where the Court stated 
that: “the power of banning an article of food or an article used as 
ingredient of food on the ground that it is injurious to health belongs 
appropriately to the Central Government to be exercised in accordance 
with the rules made under Section 23 of the Act, particularly, sub-
section (1A)(f)”.

The Government of India amended the provisions of the Prevention 
of Food Adulteration Rules, 1955, and inserted Rule 44J which was 
brought into force in 2007. Rule 44J states: “Product not to contain 
any substance which may be injurious to health: tobacco and nicotine 
shall not be used as ingredients in any food products”. Rule 44J was 
challenged in various High Courts by the manufacturers/distributors 
of gutkha, but the High Courts stayed the same. 

The Prevention of Food Adulteration Act, 1954 stands repealed 
by the Food Safety and Standards Act, 2006. The Food Safety and 
Standards Authority of India, Ministry of Health and Family Welfare, 
has notified the Food Safety and Standards (Prohibition and Restriction 
on Sales) Regulation, 2011, brought into force on 5 August 2011, 
with Regulation 2.4.3 mandating the prohibition and restriction on 
sale of food products having tobacco and nicotine as its ingredients. 
Regulation 2.4.3 states: “Product not to contain any substance which 
may be injurious to health: tobacco and nicotine shall not be used as 
ingredients in any food products”.

On the observation of the Supreme Court that gutkha is a food 
item and the Central Government has the power to ban an article of 
food or an article used as an ingredient of food on the grounds that 
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it is injurious to health under the PFA 1954, it can be concluded that 
the new regulation notified under the Food Safety and Standards Act, 
2006, effectively bans gutkha and other SLT products.

Therefore, India can now move forward and use the Court’s 
interpretations of “food” and “tobacco” in favour of banning some 
SLT products. 

5.2 Smokeless tobacco control policies in India 

In India, the State is constitutionally empowered to take a policy 
decision to protect its citizens from the harmful effects of tobacco. 
Article 47 of Constitution of India (1950) states: “the State shall 
endeavour to bring about prohibition of the consumption, except 
for medicinal purposes, of intoxicating drinks and drugs which are 
injurious to health”. 

There had been many attempts made both by Central and state 
governments to enforce policies to reduce the demand for smokeless 
tobacco in India. Some of them are highlighted below: 

In 1990, the Central Government made it mandatory to  �

display a statutory warning on chewing tobacco products 
stating that “chewing of tobacco is injurious to health” under 
the Prevention of Food Adulteration Act, 1955, on chewing 
tobacco and pan masala.

In 1992, the Central Government banned the manufacture  �

and sale of toothpastes and toothpowders containing tobacco 
under the Drugs and Cosmetics Act of 1940.

In 2000, the Central Government prohibited advertisements of  �

cigarettes and other tobacco products on cable television. 

In 2001, the railway authorities banned the sale of  � gutkha on 
railway station premises, concourses and reservation centres, 
and on trains.

In November 2005, under COTPA rules, depiction of tobacco  �

usage and its promotion was banned in films and on 
television. 
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In 2009, the Packaging and Labelling Rules were introduced  �

that prescribed pictorial health warnings on all tobacco 
product packages.

The Gujarat Prohibition of Smoking and Spitting (Government  �

Order), 1989, the Goa Prohibition of Smoking and Spitting 
Act, 1997, the West Bengal Prohibition of Smoking and 
Spitting and Protection of Health of Non-smokers and Minors 
Act, 2001, and the Tamil Nadu Prohibition of Smoking and 
Spitting Act, 2002, are other examples of legal promulgations 
enforced to control the use of smoking and smokeless tobacco 
products.  

Recently, some states have imposed a blanket ban on smokeless 
tobacco invoking the Prevention of Food and Adulteration (PFA) Rules. 
The states of Tamil Nadu, Andhra Pradesh, Maharashtra, Goa and 
Bihar have passed orders against the sale, manufacture, storage 
and distribution of gutkha. The Ban in Maharashtra and other places 
was challenged in the Bombay High Court in 2002. The Court upheld 
the ban confirming the power of the State Food (Health) Authority to 
prohibit the sale of any particular foodstuff under the PFA. Following 
the Ghodawat case, the Government of India amended the provisions 
of the PFA Rules 1955 and incorporated a rule, which stated: “Rule 
44-J Product not to contain any substance which may be injurious to 
health: tobacco and nicotine shall not be used as ingredients in any 
food products”. However, with recent litigational challenges before 
various High Courts, the PFA amendment Rules (2006-2007) are sub-
judice before the Supreme Court pending a final decision. 

Some states have made use of public health acts to control 
smokeless tobacco products.   The State Act of Goa (2005) states: “No 
person himself or by any other person on his behalf shall manufacture 
for sale, or store, exhibit, sell or distribute or in any way deal with 
any injurious food article used for human consumption”. Thus, gutkha 
and other tobacco products come under the definition of “injurious 
food products”. However, the tobacco manufacturers have challenged 
the ban in the Bombay High Court and Supreme Court. 
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The Cigarettes and other Tobacco Products Act, 2003 (COTPA), 
imposes only conditional prohibition through these provisions. These 
include prohibition on sale to and by persons under 18 years of age; 
pictorial health warnings to be inscribed on all forms of tobacco 
products indicative of the harmful effects of smokeless tobacco; and 
prohibition of direct and indirect advertisements of all smokeless 
forms of tobacco products. 

There are successful stories on banning SLT products under other 
related laws, as listed below:  

Municipal laws prohibiting spitting in any public place,  �

building, public road, public street or wall causing insanitation 
or annoyance to others, and prohibiting littering.

Chandigarh Municipal Corporation (Sanitation and Public  �

Health) Bye Laws, 1999.

Mumbai Municipal Solid Waste (Prohibition of Littering and  �

Regulation of Segregation, Storage, Delivery and Collection), 
Rules 2006.

The Himachal Pradesh Municipal Act, 1994.  �

The Bombay Police Act of 1951, Section 116, prohibiting smoking  �

and spitting in government premises in Maharashtra.  

The Indian Railways Act, 1989, banning spitting in railway  �

premises or buildings. 

Environmental laws: Invoking the principle of “Polluter pays”  �

for environmental pollution, the High Court of Rajasthan 
(2007) gave a verdict banning the use of plastic packaging 
for gutkha sachets. 

The Consumer Protection Act, 1986 (CPA), is available to  �

consumers to redress their complaints and seek compensation 
for health cost incurred on account of tobacco. The CPA 
facilitates fair commercial trade and marketing and, secondly, 
protects consumers from the undue risk of harm caused by 
products.

The Drugs and Cosmetics Act, 1940 prohibits the use of  �

tobacco in toothpaste and toothpowder. 
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The Supreme Court prohibits the sale of tobacco in plastic  �

sachets

The Food Safety and Standards Authority of India notifies the  �

ban on the use of tobacco and Rule 2.3.4 imposes prohibition 
and restriction on the sale of products that contain any 
substance which may be injurious to health while expressly 
providing that tobacco and nicotine shall not be used as 
ingredients in any food products.

Some of the major challenges in addressing SLT use in India 
are:  

Poorly informed people and consequent lack of motivation on  �

tobacco cessation.

Need for comprehensive legislation.  �

Need for developing a comprehensive framework for tobacco  �

product regulation.

Need for a National Regulatory Authority with nodal agencies  �

in all ministries.

Lack of a strong monitoring and implementation  �

mechanism.

Unchecked surrogate advertisements and brand stretching.  �

Insufficient counter advertisements.  �

Low taxes or lack of uniform taxation on all SLT products. �

Lack of alternative cropping and employment measures. �

Inadequate coverage for cessation services. �

5.3 Experiences with smokeless tobacco 
cessation in India 

The experience of providing cessation for SMT users is limited in 
India. Only a handful of health professionals are trained in providing 
cessation but they generally lack the skills to treat effectively, 
particularly persons with severe addiction. Barriers to tobacco 
cessation in India in relation to SLT include a lack of awareness of 
the harm from SLT use, lack of knowledge of the addictive potential 
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of SLT, lack of knowledge of the benefits of quitting and the methods 
of quitting among people. Therefore, very few SLT users quit by 
themselves. 

According to the GATS India 2009–2010, only 1% of daily 
smokeless tobacco users have quit on their own, making the quit ratio 
lower than that of smokers. Even though the preliminary experiences 
of the tobacco cessation services in India suggested that SLT users 
have better outcomes compared with those of smokers, the number 
of smoking tobacco users accessing the cessation services is still 
less. According to the GATS India report, only about a third of SLT 
users have been asked by health-care providers about tobacco use 
and only 27% were advised to stop. Lack of training among health-
care providers may be contributing to the low level of interventions 
on smokeless tobacco cessation.

Information from 10 selected tobacco cessation clinics (TCC) 
at different sites in India indicates that 58% of their clientele were 
SLT users. A majority have sought treatment for the very first time. 
Most SLT users seen at these services have a dependent pattern of 
SLT use. Common reasons for coming to these TTCs were dental 
or oral problems, knowing about the cessation facilities, referral by 
health professionals and family pressure to get support for cessation. 
Common adverse effects seen among smokeless tobacco users at the 
cessation centres were dental/oral problems.  

According to the treatment providers, the major reasons for 
SLT users dropping out from clinic-based services included financial 
constraint, lack of motivation to change, lack of awareness of the 
importance of cessation and harm from continuing use of SLT, and the 
distance to the TTCs. Most centres reported using a combination of 
behavioural approaches and pharmacotherapy (nicotine replacement 
therapy). Follow-up rates were higher in centres which had a 
primarily community-oriented approach. A greater percentage of 
SLT users compared with smokers had improved (been abstinent or 
reduced use by greater than 50%) at the end of three months, six 
months and one year. The experiences in these clinics suggested that 
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persistent follow-up results in a better outcome. The suggestions of 
the health-care providers to improve smokeless tobacco cessation 
included community education about harm, better public awareness 
of cessation and improved resources for tobacco cessation. 

Interviews with successful SLT quitters who had sought treatment 
indicated that they found behavioural counselling and pharmacotherapy 
generally useful for addiction. People needed support to handle craving 
and stress and felt that cessation helped them to gain health and 
improve well-being. The lessons from successful quitters also suggest 
that it is useful to offer tobacco cessation even to older people. It was 
also clearly indicated that adults using smoking tobacco in the family 
are often role models for tobacco use among children. 

Strategic directions from the cessation experiences of India 
are:

All forms of tobacco, particularly SLT must be de- �

normalized.

Mass education about the health-related harm from SMT and  �

the importance of quitting.

The positive expectations from SLT must be countered with  �

accurate information.

Non-users must be cautioned not to start; users must be  �

encouraged to quit.

Appropriate help for tobacco cessation must be available in  �

all health-care settings.

Persons with severe SLT use can be helped by specialized  �

tobacco cessation facilities.

People who have received formal help to quit recognize the  �

value of that help as well as their own efforts and support 
from family and friends.

The community must be aware and have access to safer  �

methods of enjoyment, relaxation and stress relief.
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5.4 Good practices of tobacco cessation in 
Thailand 

Thailand had initiated tobacco cessation services in 1993, but it was 
given a low priority at the initial stage of its development. All the 
cessation clinics had inadequate staff and budget, and access to 
medications was limited. The challenges were too many. The Thai 
Tobacco Cessation system (TTCs) did not have multi-level treatment 
within the primary health-care system, the government accorded 
tobacco dependence management a low priority, first-line drugs were 
not included in the Essential Drugs list and, in general there was a 
lack of systematic ways to monitor the efficiency of services. As a 
result, TTCs were not able to attract many clients. 

However, in the face of an increasing trend in tobacco use and 
tobacco-related morbidity in the country, the Thai government made 
dramatic changes in its approach to tobacco cessation services. 
The Ministry of Public Health invested huge resources in developing 
infrastructural support and capacity at the cessation clinics. About 500 
TCCs were trained, training guidelines developed, quit-line services 
established, and communications and advocacy materials developed 
and disseminated extensively.  

Both hospital-based and community-based services were adopted. 
Currently, all clinics are linked through an arrangement called the 
“Pharsai Clinic” Network, where they share resources, information 
and services. At the moment, 85 hospitals are in the network. 
Records from 13 hospitals in the network showed that the quit rate 
at six months was 27.7%. Through this network, chronic clients are 
referred from TTCs to a higher level of health clinics called “chronic 
disease clinics”. 

Major challenges: 

Current pre-existing services in Thailand still need support  �

in several ways.

Changing and improving attitudes and knowledge of health- �

care providers on tobacco cessation (TC).
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Medications cannot be reimbursed. �

A population-level approach is yet to be developed. �

Standard monitoring is due to begin. �

Components of Smoke-Free Hospitals: 

100% smoke-free policy. �

Hospital committee in operation. �

“Mister tobacco” appointment.  �

No smoking signage. �

Public announcements. �

Cessation programme for hospital staff. �

Recording system.  �

5-As cessation advice. �

Community visit. �

Employment preference for non-smokers. �

5.5 Tobacco cessation intervention in the 
primary care setting in Thailand 

The provisioning of cessation services has been a success story in 
Thailand. Six in every ten smokers are planning or thinking of quitting 
tobacco, while five in every ten smokers received advice to quit. The 
most adopted method to quit smoking was “quit your own” (88.9%), 
followed by pharmacology (10.6%) and counselling/advice (5.8%).  
In assisting with tobacco user to quit, wider interventions were 
captured rather than simply focusing on the users. In the cessation 
clinics, various factors were observed to be influencing the decisions 
of the users to quit tobacco.  Patient’s trust in doctors was the most 
important factor that influenced the decision to quit tobacco. The 
health-care provider’s contact time with patient, counselling provisions 
and time available for counselling also had impact on the success 
rate of quitting. 
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Thailand has launched 100% Smoke-Free Hospitals, and ever since 
its initiation 250 hospitals have joined this programme. The designated 
district hospital is considered a change agent that promotes non-
smoking values, educates the public/patients about the dangers 
of tobacco use, and assists smokers to quit. All hospitals strictly 
enforce ten components of the smoke-free policy. Major benefits of 
smoke-free hospitals are elimination of second-hand smoke, raising 
awareness about the health effects of smoking, and the health-care 
setting becomes a change agent in promoting nons-moking values for 
the community. Health care-providers are equipped with knowledge 
and skills on tobacco cessation and the “5 As” has been emphasized. 
Also, the Healthcare Accreditation Institute includes 100% smoke-
free policy as one indicator for hospital accreditation. 

Lessons learnt: 

Population-based interventions are effective for tobacco  �

quitting. 

Involvement of health professionals to “de-normalize” tobacco  �

use is essential.

Smokeless tobacco use is the same as smoking in the context  �

of nicotine addiction, social and behavioural addiction.

Educating tobacco users is an import long-term behavioural  �

change.

Access of cessation services to tobacco users helps them to  �

quit.

Prohibiting spitting in public places/hospitals may reduce oral  �

tobacco use. 
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In order to discuss the subject further and have deeper understanding 
of the SLT issues in the Region, two groups were formed and were 
asked to come up with the policy recommendations for the Region. 
The groups had diverse views and rich feedback. The outcomes of 
the group discussion are summarized as below. 

SLT use is clearly a growing public health problem in the Region. 
Despite its high prevalence and significant threat to health, SLT is 
not taken as a serious issue by policy-makers and other stakeholders 
in many of the Member countries. Much attention and resources are 
diverted to control measures for smoking forms of tobacco and hence 
SLT takes the backseat. But dealing with SLT issues underscores the 
importance of engaging multi-players and sectors and adopting a 
holistic approach to specifically address multidimensional aspects 
of SLT.

A Surveillance, research and monitoring

Include standard questions on SLT in relevant national and (1) 
other surveys to obtain prevalence of SLT use and related 
indicators. For example, use of standard Tobacco Questions 
for Services (TQS) for SLT for all national health surveys.

Initiate research on SLT-attributable morbidity and mortality, (2) 
including the exact health effects of different SLT products, 

Conclusions and 
recommendations

6
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on cost-effectiveness of tobacco interventions and on the 
economics of SLT covering job generation, price elasticity 
and health costs in each country of the Region.

Strengthen intervention research on prevention and (3) 
reduction of SLT use, e.g. community mobilization to improve 
quit rates, mobilizing community leaders and women’s self- 
help groups.

Evaluate the impact of policies for control of SLT, e.g. anti-(4) 
spitting laws, effectiveness of cessation strategies and 
cessation products for SLT in community-based and clinical 
settings.

Carry out chemistry and toxicological studies for individual (5) 
SLT products as well as non-tobacco chewing products. 

Monitor tobacco industry strategies for promoting SLT use.(6) 

Conduct the Global Adult Tobacco Survey (GATS) in all (7) 
countries in the Region to obtain a comprehensive overview 
of tobacco use in each country.

Youth surveillance should be continued through the Global (8) 
Youth Tobacco Survey (GYTS) with large countries conducting 
state-specific repetitions to use the data effectively. 

Monitor SLT use by out-of-school youth who are not covered (9) 
by GYTS, and those who leave school and enter junior 
colleges and universities, to uncover determinants that 
promote initiation and regular use.

Promote wider dissemination of currently available literature (10) 
on SLT. e.g. the Report on Smokeless Tobacco and its 
implications in the SEA Region, Directions for smokeless 
tobacco cessation in India.

Develop laboratory facilities in the Region to for testing (11) 
ingredients of all SLT products.
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B Policy and legislation

Review existing laws and policies for SLT control in SEA (1) 
Region Member countries to identify effective measures, 
gaps and opportunities. This should be carried out even if 
current prevalence is low. 

Identify existing legislation and policies that can be applied (2) 
to address SLT control and encourage implementation of SLT 
control measures through such legislation and polices. These 
include Food Safety Acts, Pesticide Acts, Drugs and Cosmetics 
Acts, spitting bans in metropolitan cities of Bangladesh and 
states of India, and the like.

Strengthen existing tobacco control policies to include and (3) 
address SLT use through the following measures: 

Banning direct and indirect advertising, including at point  �

of sale, promotions and sponsorships, and portrayals in 
movies and other media.

Prohibition of use in public places, e.g. tobacco-free  �

educational institutions in India.

Raising taxation. �

Health warnings. �

Cessation. �

Monitoring and surveillance. �

Restrictions on sale around educational institutions to  �

reduce youth access.

Testing and regulation of contents. �

Develop a national SLT control plan (or programme) (4) 
with multisectoral involvement within the national policy 
framework. This should specify targets, time-frames and 
responsibilities of governments and other concerned 
agencies.

Implement tax measures to reduce affordability of SLT and (5) 
prevent switching between products by: 
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imposing taxes on all SLT products and implementing  �

robust enforcement mechanisms.

raising taxes on raw tobacco and other SLT products  �

regularly to keep pace with inflation and income 
growth.

Harmonizing taxes with other tobacco products to ensure  �

parity of prices.

replacing ad valorem tax with specific excise taxes. �

earmarking a proportion of SLT taxation for interventions  �

to address the harm of SLT use.

Recommend the enforcement of strict licensing regulations (6) 
for setting up factories to manufacture SLT and SLT retail 
outlets in countries where the SLT industry is active.

Promote implementing laws and regulations ensure that (7) 
strong pictorial warnings appear in SLT product packages 
in all countries.

Countries should be recommended to develop plain packaging (8) 
laws for SLT products.

Prohibit point-of-sale advertising of SLT and ensure that (9) 
pictorial warnings are displayed at points of sale.  

Strengthen regional cooperation on issues related to SLT (10) 
by:

implementing international and regional trade and other  �

conventions to discourage SLT use, e.g. ensuring tobacco 
remains in the South Asian Free Trade Agreement 
(SAFTA) sensitive list, preventing illicit trade and tax 
evasion.

dissemination of best practices. �

sharing training resources. �

implementing policies to stop illicit import and export of  �

SLT in the countries of the Region (e.g. Myanmar does 
not allow import of SLT but yet it is available).
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Develop strategies for discontinuation of SLT products. For (11) 
example, total ban on SLT products was recommended by 
the group to negate any possible industry manipulation of 
any progressive ban. 

C Public education

These should be aimed at: (a) “De-normalization” of SLT use; (b) 
Increase awareness levels about harm, including the highly addictive 
nature of SLT; (c) Educate people on the importance of cessation and 
availability of services.

For increasing the awareness of the general population, the 
following recommendations could be pursued: 

Take immediate steps to develop factsheets on SLT products (1) 
for the Region.

Encourage the provision of equal emphasis to preventing (2) 
and reducing use of smoking as well as smokeless forms 
of tobacco.

Enhance media engagement and promote regular press (3) 
releases on various aspects of SLT made by ministries of 
health on both the print and electronic media.

Encourage ministries of health and ministries of information (4) 
to organize sensitization workshops for editors of all media 
since stakeholders in tobacco control emphasizing the 
increasing impact of SLT.

Design and publicize a “No SLT” logo for public events.(5) 

Develop partnerships with media agencies as part of the (6) 
corporate social responsibility to obtain free broadcasting 
time during the primetime hours for SLT campaigns.

Promote celebrity endorsement to support avoidance of (7) 
SLT.

Engage kindergarten children, youth in schools and cancer (8) 
patients for appeals and for public education to improve the 
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degree of involvement of families and parents in reducing 
SLT-related harm. 

Involve religious and spiritual leaders for promoting messages (9) 
around “de-normalizing” SLT use.

Engage with community leaders on institutionalizing the (10) 
norm of not serving tobacco at social functions.

Integrate SLT control with other health programmes and (11) 
community interventions.

School-based approaches:

Train teachers to use and implement SLT use prevention (12) 
through curricular and other approaches.

Promote peer-to-peer education to implement classroom-(13) 
level activities.

Provide teaching aids including the playway method of (14) 
informing schoolchildren on all aspects of SLT use.

Train and incentivize teachers to implement tobacco (15) 
prevention curriculums in schools. 

Encourage the development of information, education and (16) 
communication (IEC) and public education materials on SLT 
by each country in the Region 

D Services for tobacco users who want to quit

Review the existence, adequacy and cost-effectiveness of (1) 
SLT cessation services.  

Initiate services in countries and states where cessation is (2) 
not available and develop existing cessation services to SLT 
users.

Develop and implement community cessation inter-(3) 
ventions.

Build capacity of the health system to address cessation of SLT (4) 
in health-care settings and communities, such as by including 
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tobacco control and tobacco cessation in the curriculums of 
all medical professionals and health workers. 

Ensure identification of SLT use at health-care and community (5) 
settings and offer counselling and appropriate referrals for 
interventions at all health-care settings using appropriate 
models.

Implement behavioral change communication (BCC) (6) 
interventions for SLT cessation and ensure the availability of 
specialized cessation services and follow-ups for dependent 
users.

Establish cessation clinics in all medical, psychiatric and (7) 
dental colleges and request medical and dental councils to 
make tobacco cessation clinics mandatory in these colleges 
and institutes.

E Multisectoral collaboration

Different ministries that promote tobacco cultivation, trade (1) 
and commerce should form a group with the Ministry of 
Health and with high-level representatives such as ministers 
or secretaries to discuss and evolve tobacco control policies 
that promote health as opposed to policies that promote 
tobacco but harm health. 

Policies on SLT should be vetted by this group and, similarly, (2) 
a multisectoral group at the state, district and sub-district 
level should implement these tobacco control policies. 

Each ratifying country to the WHO Framework Convention (3) 
in the Region should develop guidelines for strict adherence 
to Article 5.3.
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Closing session
7

The Director, Sustainable Development and Healthy Environments 
Department, Dr Jai P. Narain thanked all experts for ardently 
participating in the Meeting. He said the consultation has been very 
informative, enriching and productive for all and was also organized 
at an appropriate time when there was a dire need of information 
on smokeless tobacco use in the Region. Experts from different 
Member countries were actively engaged through the sessions and 
deliberated at length on the subject, he said. He applauded the 
valuable contributions that everyone made towards bringing out a 
very coherent and comprehensive set of policy recommendations for 
the Region. 

Dr Narain pointed out that addressing the wider implications 
of SLT use is possible through collaboration with closely related 
areas such as environmental sanitation, which is also a Millennium 
Development Goal. The Director also suggested sharing the meeting’s 
recommendations with programme managers for tobacco control and 
noncommunicable diseases in governments of Member States through 
the respective focal persons in the WHO country offices. Since this 
strategy-building is an ongoing process, the momentum sought to 
be achieved will be possible by sharing expertise and experiences on 
SLT use in the Region. On this note, Dr Narain declared the meeting 
closed.
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