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Initiating tobacco cessation services in India: 
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Background:	 Tobacco	use	 contributes	 significantly	 to	 the	 diseases	 burden	 in	 India.	 Very	 few	
tobacco users spontaneously quit. Therefore, beginning 2002, a network of 19 tobacco cessation 
clinics (TCCs) was set up over a period of time to study the feasibility of establishing tobacco 
cessation services.

Methods: Review of the process and operational aspects of setting up TCCs was carried out by 
evaluation of the records of TCCs in India. Baseline and follow-up information was recorded on a 
pre-designed form.

Results: During	a	five-year	period,	34	741	subjects	attended	the	TCCs.	 	Baseline	 information	
was recorded in 23 320 cases. The clients were predominantly (92.5%) above 20 years, married 
(74.1%) and males (92.2%). All of them received simple tips for quitting tobacco; 68.9% received 
behavioural counselling for relapse prevention and 31% were prescribed adjunct medication. 
At six-week follow-up, 3255 (14%) of the tobacco users had quit and 5187 (22%) had reduced 
tobacco use by more than 50%. Data for three, three-monthly follow-ups was available for 12 813 
patients.	In	this	group,	26%	had	either	quit	or	significantly	reduced	tobacco	use	at	first	follow-up	
(three-months), 21% at the second (six-months) and 18% at the third follow-up (nine-months) 
had done so. 

Conclusions: It is feasible to set up effective tobacco cessation clinics in developing countries. 
Integration of these services into the health care delivery system still remains a challenge.

Key words: Tobacco cessation, health services, behaviour counselling, nicotine replacement 
therapy, India
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Introduction
Tobacco	use	is	a	major	modifiable	risk	factor	
for health globally. In the South-East Asia 
Region (SEAR), smoking prevalence ranges 

from 29.8% to 63.1% among men and 0.4% 
to 15% among women. The practice of tobacco 
chewing also needs attention. Smokeless 
tobacco use ranges from 1.3% to 38% among 
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men and 4.6% to 27.9% among women.1 
India has a huge burden of tobacco-related 
morbidity, disability and mortality.2-3 Nearly 
one-third to more than half of those above 
15 years use some form of tobacco.2,4-7 The 
Global Adult Tobacco Survey (GATS) in 2010 

revealed that 47.9% of males and 20.3% 
of females, constituting 34.6% of the adult 
population, used tobacco in one or the other 
form in India.8 

The WHO Framework Convention on 
Tobacco Control (FCTC) recommends 
comprehensive policies for tobacco control, 
including cessation or treatment of tobacco 
dependence. Offer to help quit tobacco use is 
one of the six strategies for tobacco control 
advocated by WHO under MPOWER and 
technical guidelines for tobacco cessation 
have also been developed for different levels 
of health care providers. However, despite 
the enormous health burden resulting from 
tobacco use, there were no organized tobacco 
cessation services in India until 2001. 

Global support for tobacco control policies 
and national data on mortality and morbidity 
related to tobacco use began to have its impact 
on policy and programming for tobacco control 
in India.9 In 2002, formal tobacco cessation 
facilities	were	set	up	 for	 the	first	 time.	The	
purpose of the tobacco cessation clinics was 
to develop simple intervention models for 
tobacco cessation for smokers and smokeless 
tobacco users, to generate experience in the 
delivery of these interventions that can be 
applied	in	the	primary	care	setting,	and	finally,	
to study the feasibility of implementing these 
interventions and their acceptability in general 
primary health care settings.  

Methods
The first formal tobacco cessation clinics 
were set up in 2002, as a joint initiative of 
the Ministry of Health and Family Welfare, 

Government of India and the World Health 
Organization’s Country Office for India. 
Principal investigators from selected tertiary 
level health facilities were trained in tobacco 
cessation services in Thailand. Thirteen 
tobacco cessation clinics (TCC) were set up 
in psychiatry (3), cancer (5), surgical (2), 
cardiology (1), chest diseases (1) as well as 
in a nongovernment organizational setting (1). 
The	TCCs	were	subsequently	expanded	to	five	
more Regional Cancer Centres (RCC) in 2005. 
Another TCC has more recently been added in 
a general hospital setting. 

The space for the TCCs was provided in the 
existing facilities. At a consultative meeting, 
organized by the Ministry of Health & Family 
Welfare, guidelines for assessment and 
intervention were evolved by consensus. The 
concept and operational plan was prepared 
by technical experts from three premier 
institutions, i.e. The Institute of Human 
Behaviour and Allied Sciences, Delhi, the 
National Institute of Mental Health and Neuro 
Sciences, Bangalore, and the Post- Graduate 
Institute of Medical Research, Chandigarh, 
supported	 by	 the	WHO	Country	 office,	 	 for	
India. 

The staff involved in running the centers- 
either a psychologist, social worker or medical 
officer-	was	trained	in	a	two-day	workshop	on	
psychosocial and pharmacological approaches 
to cessation. A similar workshop was held 
during the expansion phase. All investigators 
and staff were brought together annually for a 
review of the work and to enhance their skills 
in	specific	areas	as	per	the	need.	Each	clinic	
was supported with two personnel, a computer 
and a carbon monoxide monitor. The tobacco 
cessation approach followed at the tobacco 
cessation clinics is outlined in Table 1.

A brief intake form with minimum baseline 
information on socio-demographic information, 
duration and type of tobacco use and the type of 
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tobacco cessation intervention was developed 
and used in all the TCCs. Active efforts were 
made to recruit tobacco users for cessation at 
the TCCs through liaison with other medical 
services, community participation in camps and 
awareness programmes, referral by doctors, 
friends and relatives or by self-referral. All the 
TCCs maintained follow-up information for six 
weeks and some also maintained longer-term 
follow-up information. 

Results
During	the	first	five	years	of	the	setting	up	of	
the TCCs, 34 741 cases were registered across 
18 TCCs. Baseline information was recorded 
for 23 320 cases. 

Socio-demographic 
characteristics
Most of the clients were married (74.1%), 
males (92.2%), and above 21 years (82.5%). 
Nearly half of the respondents had more than 
10 years of education. Median monthly income 
was  3000. Women who sought treatment 
at the TCCs were comparatively older than 
the men, less educated and with lower 
monthly income levels. Students constituted 
a very small proportion of the TCC clients 
(Table 2).

Tobacco use pattern
A majority of those accessing tobacco 
intervention services were chewers (65.5%). 
Smokeless tobacco use was significantly 
associated with income below  1500 per month 
and education below 10 years (p<0.001). 
Women accessing services were more likely 
than men to use smokeless tobacco (83.5% and 
64% respectively). Self-report of alcohol use 
among the smokers was relatively low (18%), 
almost exclusively a male phenomenon. None 
of the tobacco chewers reported concomitant 
alcohol use. 

Types of intervention
All cessation service seekers were provided 
motivation and simple tips on how to quit 
tobacco. Behaviour counselling (BC) as the 
primary strategy for cessation was provided 
to 16 070(68.9%) subjects. In addition to 
behaviour counselling, 4713(20.2%) received 
medication (mostly bupropion), 2362(10.1%) 
received nicotine replacement therapy 
(NRT) and a few (175; 0.8%) got both NRT 
and medication. At the time of this study, 
varenicline was not available as a treatment 
option.

Table 1: Tobacco cessation approach 

Component Description

Motivation Enhancing knowledge of dangers of continuing tobacco use and 
benefits	of	quitting

Encouragement to quit  with simple tips to deal with withdrawal

Handouts with information on tobacco dependence and cessation

Behaviour counselling Focused on relapse prevention measures such as recognizing and 
coping with internal and external triggers for tobacco use.

Medication Included bupropion and nicotine chewing gums (gums were not 
available	in	India	in	the	first	few	years	of	initiation	of	the	TCCs).		
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Table 2: Profile of clients attending tobacco cessation clinics and  
six-week tobacco quit rates

Characteristics

Total 

N=23,320

Males 
N=21,500 

Females  
N= 1820

6 week quit rates

Total

N=10471

Males

N=9875

Females

N=596

n (%) n (%) n (%) n (%) n (%)

Age in years

< 20 

21-40 

> 40 

1759 (7.5)

13267 (56.9)

8289 (35.6)

 1686 (7.8)

12289 (57.2)

7520 (35.0)

 73 (4.0)

978 (53.7)

769 (42.3)

 282 (16.0)

1833 (13.8)

1140 (13.8)

 270 (16.0)

1733 (14.1)

1072(14.3)

 12 (6.4)

100 (10.2)

 68 (8.8)

Education in 
years 

0

1 to 5

6 to 10

> 10

 

2127 (9.1)

2605 (11.2)

7487 (32.1)

11076 (47.5)

 

1713 (8.0)

2216 (10.3)

6879 (32.0)

10668 (49.7)

 

414 (22.8)

389 (21.4)

608 (33.4)

408 (22.4)

  

254 (11.9)

353 (13.6)

1047 (14.0)

1599 (14.4)

 

219 (12.8)

324 (14.6)

977 (14.2)

1553 (14.6)

 

35 (8.5)

29 (7.5)

70 (11.5)

46 (11.3)

Marital status

Married

Single

Widowed/
separated

17274 (74.1) 

 5760 (24.7)

 286 (1.2)

15752 (73.2)

 5582 (26.0)

 166 (0.8)

1522 (83.6)

 178 (9.8)

 120 (6.6)

2364 (13.7)

 859 (14.9)

 32 (11.1)

 838 (15.0)

2212 (14.0)

 25 ( 15.1)

 21 (11.8)

 152 (10.0)

 7 (6.9)

Occupation

Professional/semi-
professional

Semi-skilled/
unskilled 

Student

Others/not 
classified

10933(46.9)  

1830 (7.8) 

1662 (7.2)

8895 (38.1)

10383 (48.3)  

 1634 (7.6) 

1787 (8.3) 

 7696 (35.8)

 530 (29.0) 

 43 (2.4) 

 28 (1.5)

1219 (67.1)

1765 (16.2) 

 201 (11.0) 

 215 (12.9)

1074 (12.0)

1720 (16.6) 

195 (10.9) 

 212 (13.0)

 948 (12.3)

 45 (8.5) 

 6 (14.0) 

 3 (10.7)

 126 (10.3)

Monthly income  

<1500

1500 to 3000

> 3000

4209 (21.5)

5502 (28.2)

9823 (50.3)

 3761 (20.4)

 5215 (28.3)

 9482 (51.3) 

 448 (41.6)

 287 (26.7)

 341 (31.7)

 899 (13.7)

 652 (13.9)

1681 (14.4)

 779 (14.2)

 637 (13.9)

1640 (14.6)

 120 (10.9)

 15 (5.9)

 41 (9.6)

Type of tobacco 
use

Smoking

Smokeless

Both

 

 6809 (29.2)

15271 (65.5)

 1240 (5.3)

 

 6549 (30.4)

13751 (64.0)

 1200 (5.6) 

 

 260 (14.3)

1520 (83.5)

 40 (2.2)

 

 830 (12.2)

 2309 (15.1)

 116 (9.4)

 

 798 (12.2)

2165 (15.7)

 112 ( 9.3)

 

 32 (12.3)

 144 (9.5)

 4 (10.0)

Type of 
Intervention*

BC alone

BC+ Medication

 

16070 (68.9)

 7250 (31.1)

 

14803 (68.9)

 6697 (31.1)

 

1267 (69.6)

 553 (30.4)

 

2007 (12.5)

1248 (17.2)

 

1893 (12.8)

1182 (17.6)

 

 114 (9.0)

 66 (11.9)

* BC= behavioural counselling *both categories included motivation
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Outcome at six weeks
Information on six-week outcome was 
available for 10 471 subjects (44.9% of 
the entire group). Of them, 3255 (31.1%) 
had	quit,	5187	(49.5%)	reported	significant	
improvement (reduced intake by 50% or 
more compared to baseline) and 2029 (8.7%) 
reported ‘no change’. Considering those lost 
to follow-up as ‘not improved’, the improved 
group was 36% (14% quitters and 22% who 
had reduced use by 50% or more). 

Among men, factors associated with 
improved outcome at six weeks included a 
younger age, use of smokeless tobacco, and 
combined pharmacological and behavioural 
interventions. Among women, while outcome 
in general was poorer than men, combined 
use of pharmacotherapy and behavioural 
counselling was associated with a better 
outcome and lack of education with a poorer 
outcome.

Longer-term outcome
Only some of the TCCs maintained longer-
term follow-up data. Three-monthly follow-up 
data (for nine months) was available for 12 
813 clients. In this group, 26% were in the 
improved	category	at	the	first	follow-up	(three	
months), 21% at the second follow-up (6 
months) and 18% at the third follow-up (nine 
months). What is striking is that of those who 
remained	 in	 follow-up,	a	significant	number	
moved from the ‘no-change’ to the ‘improved’ 
category over a period of time. This indicates 
the need for retaining people in follow-up 
for chronic, relapsing conditions like tobacco 
dependence, in order to improve longer-term 
outcome.

Discussion
In 2010, smoking is expected to have caused 
about 930 000 adult deaths in India. Because 

of population growth, the absolute number 
of deaths in this age group is rising by about 
3% per year.10	 As	 per	 GATS	 India,	 five	 in	
ten current smokers and users of smokeless 
tobacco planned to quit or at least thought of 
quitting.8 In this scenario, it became important 
for India to institute a tobacco control 
programme, including expansion of facilities 
for tobacco cessation.

A major lesson from the study is that 
it is possible to establish effective tobacco 
cessation services in diverse health settings 
with optimal use of existing infrastructure 
and minimal support. It is also evident that 
follow-up is a very important component of 
care to ensure better outcome. There is a need 
to build awareness regarding the availability 
and	 benefits	 of	 tobacco	 cessation	 services. 
Educating	the	community	about	the	benefits	
of tobacco cessation interventions is likely 
to improve retention in tobacco cessation 
programmes. 

Several predictors of tobacco cessation 
have been described in earlier studies 
including intention to quit, recent episode 
of quitting, longer duration of recent quit, 
negative attitudes to smoking and a younger 
age.11,12  It has also been suggested that 
stopping tobacco use before the age of 40 
years may be critical to improve health.11 In 
our experience, help is sought usually in the 
fourth decade, when many tobacco-related 
health problems may have already occurred. 
Nevertheless,	our	findings	that	younger	people	
are more likely to be retained in treatment 
and have better outcomes, is an indicator 
to provide outreach to tobacco users at an 
early stage. The feasibility of using innovative 
technology such as mobile phones or quit 
tobacco helplines could be explored to improve 
access by youth and in hard-to-reach cases.

Healthcare givers at all levels of the 
healthcare delivery system must be trained 
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in tobacco dependence treatment including 
behaviour counselling and pharmacotherapy. 
We found that physicians, in general, lacked 
knowledge of tobacco cessation protocols and 
felt uncomfortable or at a loss in their ability 
to handle needs of their patients for tobacco 
cessation. Data from the Indian Global Health 
Professionals Students Survey (GHPSS) 
between 2005-2008 among dental, medical, 
nursing and pharmacy students, showed high 
prevalence of tobacco use and a general lack of 
training among health professionals in patient 
cessation counselling techniques.13 Dental 
professionals also need to be aggressively 
involved in smokeless tobacco cessation.14 

Education of health professionals is needed 
to occur both within the governmental health 
systems as well as in the private sector. It 
is important to ask every patient visiting 
any health facility about tobacco use as it 
has been observed that few physicians ask 
their patients about tobacco use.15 Educating 
physicians in asking and assessing tobacco 
use among patients as well as training them 
in tobacco cessation on a wider scale is an 
urgent need. In this regard, several resources 
have been developed by the Ministry of Health 
& Family Welfare, Government of India and 
the WHO Country office for India. These 
resources include a training manual for tobacco 
cessation developed under the cancer control 
programme, a manual for dentists, a training 
module for doctors; these can also be used 
for training in tobacco cessation.16-18 ‘National 
Guidelines for Tobacco Dependence Treatment’ 
have also been developed which need to be 
widely disseminated.19 More detailed manuals 
on tobacco cessation for both doctors and 
nurses and other professionals have also been 
developed for the SEA Region.20,21

There has not been much research on 
tobacco dependence treatment or cessation in 
so far as smokeless tobacco is concerned. The 
Indian experience of offering cessation services 

to smokers as well as to smokeless tobacco 
users, especially the chewers, is unique. GATS 
India has also revealed that 26% of the adult 
population in India uses smokeless tobacco.8 
Considering that only about 1% of smokeless 
tobacco users report having spontaneously 
quit,8 it is very important to address smokeless 
tobacco cessation in India.

Tobacco chewing is more prevalent among 
Indian women as compared to smoking; in 
some parts of India it is as high as 57%.22 

A	significant	problem	of	tobacco	use	among	
students is recently coming to light,23 and a 
shift of use to younger persons is expected.24 
In a study from a TCC at Chandigarh, 92% of 
subjects were in the 10-19 years age range 
and a majority (68.2%) had started tobacco 
use under peer pressure.25 The lower socio-
economic stratum is underrepresented among 
our treatment seekers. These groups would 
benefit	more	from	cost-effective	interventions	
at the community level.

Studies in western settings,11 as well as the 
present study indicate improved quit rates with 
the addition of pharmacotherapy to behaviour 
counselling. Our experience also suggests 
a better outcome with the combination of 
these two approaches. Similar encouraging 
results have been reported with the combined 
approaches in a chest diseases tobacco 
cessation setting in India.26 The evidence for 
combined	 efficacy	 of	 pharmacotherapy	 and	
behavioural counselling in enhancing rates of 
tobacco cessation is now available.27-29 

Taking into consideration the high 
prevalence of tobacco use in India, community 
cessation intervention programmes should be 
integrated in the primary health care delivery 
services within a proper monitoring and 
evaluation framework. A study from Thailand 
reports	benefits	from	a	community	pharmacist-
based smoking cessation programme.30
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The data collected during the preliminary 
phase of establishment of the TCCs is 
extremely basic but provides some valuable 
insights into the kind of populations that have 
accessed tobacco cessation services. The 
sample is heterogeneous from diverse clinical 
settings and population groups. Although staff 
delivering the services received brief training in 
tobacco cessation intervention, there is likely 
to have been a great amount of variability 
in counselling depending on the staff’s 
background, training and treatment setting. 
Despite these limitations, the establishment of 
the	TCCs	has	been	the	first	step	in	providing	
formal tobacco cessation services in India. In 
a country where use of tobacco is widespread, 
it is critical to establish the evidence for 
achievement of effective tobacco cessation 
by use of behavioural counselling and optimal 
pharmacotherapy. Extending tobacco cessation 
services to rural populations, given the higher 
prevalence of tobacco use in rural populations, 
is imperative. Behaviour counselling is 
applicable and acceptable in rural settings, 
where access to pharmacotherapy may be 
limited. Studies from India have shown that 
health education and community awareness 
has helped in tobacco cessation.31,32 

The existing TCCs are not sufficiently 
equipped to take care of any population-based 
cessation scale-up programme. It would be 
critical to build cessation capacity in the 
medical and dental college hospitals, both to 
provide the needed training to the students 
and  also to cater to the cessation needs of 
the population. In low-resource settings, 
with limited access to pharmacotherapy, 
there is also a need to evaluate cost-effective 
behavioural interventions, particularly for 
smokeless forms of tobacco use, for further 
expansion of tobacco cessation activities.33

The Government of India initiated the 
National Tobacco Control Programme in 2007-
08. Taking into account the widespread use 

of tobacco and need for assisting tobacco 
users to quit, provision was made to establish 
tobacco cessation facilities at the district 
hospital level. This was a major step forward in 
establishing tobacco cessation facilities as near 
the community as possible. A psychologist and 
a social worker are provided at the District 
Tobacco Control Cell to undertake tobacco 
cessation activities. The Government of India 
has decided to make most of the TCCs self-
sufficient	 and	 continue	 their	 activities	 in	 a	
sustainable manner from 2010-11 onwards. 
The focus of these RCTCs would be to build 
capacity of the states in tobacco cessation by 
conducting training of health professionals and 
also to focus on setting up cessation facilities 
in medical and dental institutions. National 
Guidelines for Tobacco Dependence Treatment 
have taken care of smokeless tobacco 
cessation along with the focus on smoking 
cessation. Training modules for doctors 
and health workers were also developed in 
2010-11 emphasizing the “brief advice” for 
tobacco	cessation.	For	the	first	time,	tobacco	
cessation was also incorporated in the training 
modules of doctors under the Revised National 
Tuberculosis Control Programme (RNTCP). 
All medical and dental colleges, general 
hospitals and tuberculosis hospitals have 
been encouraged to set up tobacco cessation 
facilities as part of care giving, using existing 
infrastructure and resources to make these 
sustainable. 

To conclude, tobacco cessation services 
established in selected tertiary level centres 
in India were well received and short-term 
outcome of subjects seeking help was 
encouraging. However, tobacco cessation 
activities clearly need to be up-scaled, and 
the public better informed of the availability 
and relevance of such interventions. Younger 
persons using tobacco, women users, rural 
populations and the economically under-
privileged need to be more actively targeted. 
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Tobacco cessation must be offered more widely 
in medical settings in both urban and rural 
areas. The integration of tobacco cessation 
with existing national health programmes 
is a cost-effective strategy to widen the 
cessation services for effective outreach at 
the community level. The use of innovative 
technologies like mobile phones and setting 
up quit-lines can give a major impetus to the 
ongoing efforts of the Government of India 
for providing cessation facilities to a larger 
population, especially in the remote and rural 
areas.	 A	 clear	 and	 definite	 need	 for	 well-
designed studies to examine the longer-term 
impact of tobacco cessation interventions in 
low-and middle-income settings is important 
for further expansion of these services. 
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