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Abstract 

Introduction:  The objective was to systematically review studies on health outcomes from smokeless tobacco (SLT) 
products.

Methods:  We analysed published literature on the health outcomes from SLT use between 01/01/2015 to 
01/02/2020, following Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) protocol using 
PubMed, Embase, Scopus, and Google Scholar.

Results:  Of 53 studies included, six were global, 32 from Asia, Middle East and Africa (AMEA), nine from USA and six 
from Europe. ‘Poor’-rated studies predominated (23;43%), in particular, for global (4;66%) and AMEA (16;50%). Health 
outcomes differed between SLT-products and regions; those in AMEA were associated with higher mortality (overall, 
cancer, Coronary heart disease (CHD), respiratory but not cardiovascular disease (CVD)), and morbidity (CVD, oral and 
head and neck cancers), with odds ratios up to 38.7. European studies showed no excess mortality (overall, CVD, from 
cancers) or morbidity (ischemic heart disease (IHD), stroke, oral, head and neck, pancreatic or colon cancers) from 
several meta-analyses; single studies reported elevated risk of rectal cancer and respiratory disorders. Pooled study 
data showed protection against developing Parkinson’s disease. US studies showed mixed results for mortality (raised 
overall, CHD, cancer and smoking-related cancer mortality; no excess risk of respiratory or CVD mortality). Morbidity 
outcomes were also mixed, with some evidence of increased IHD, stroke and cancer risk (oral, head and neck). No 
studies reported on switching from cigarettes to SLT-products.

Conclusion:  Our review demonstrates stark differences between different SLT-products in different regions, ranging 
from zero harm from European snus to greatly increased health risks in AMEA. The literature on the safety profile for 
SLT-products for harm reduction is incomplete and potentially misinforming policy and regulation.

Keywords:  Tobacco harm reduction, Smokeless tobacco, Snus, Snuff, Moist snuff, Smoking, Tobacco, Cardiovascular 
disease, Cancer, Mortality, Respiratory disease, Mental health
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Introduction
The use of SLT-products exceeds that of all other forms 
of tobacco use in some parts of the world. The prevalence 
of SLT-product use in men is 30% in India, 6% in Ice-
land [1], and 20% in Sweden [2]. SLT is rising in parts of 
Europe and some have attributed its use to the concomi-
tant reduction in smoking prevalence [3–5].

There are numerous types of SLT-products available 
globally which differ markedly in terms of their prepa-
ration, method of use and toxicity.[6] Key features of 
some of the most common SLT-products are detailed in 
“Appendix 1”. Although there has been no clear consensus 
on safety profiles of SLT-products, it is generally accepted 
that they pose a lower health risk than cigarettes. Despite 
the many differences described above, SLT-products are 
often regarded together as a single product and safety 
concerns have resulted in varying regulations and bans 
on sales and use globally. The objective of this systematic 
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review was to identify, narratively synthesize, assess the 
strength and quality of evidence, and critically appraise 
studies that report health outcomes associated with 
use of different SLT-products in different regions of the 
world.

Methods
We conducted a systematic review of published literature 
on the health impact of SLT-products between January 
1, 2015, and February 1, 2020. SLT-products included all 
types including snus, chewing tobacco, snuff and other 
products included in Table  1 (“Appendix  1”). For the 
purpose of this review, we reported findings according 
to three geographical regions, which best align with dif-
ferent types of SLT-products consumed, namely Europe 

(EU), the Americas (USA), and SE Asia, Eastern Mediter-
ranean and Africa (AMEA) regions. The study followed 
PRISMA guidelines for reporting systematic reviews [7]. 
We included health outcomes of new onset or control of 
disease end-points. We did not include other health out-
comes such as short-term physiological changes which 
do not necessarily manifest as disease or quality of life or 
in vitro effects.

Search strategy and eligibility criteria
A literature search was conducted between October 1, 
2019, and February 26, 2020, using the databases Pub-
Med, Embase, Scopus, and Google Scholar using medical 
subject headings.

Table 1  Types of SLT products by World Health Organization region

African Region (AFR), Region of the Americas (AMR), South-East Asian Region (SEAR), European Region (EUR), Eastern Mediterranean Region (EMR), Western Pacific 
Region (WPR)

Tobacco product WHO region

AFR AMR EMR EUR SEAR WPR

Oral use
Betel quid with tobacco X X X

Chimó X

Creamy snuff X

Dry snuff X X X

Gul X

Gudhaku X

Gutka X

Iq’mik X

Khaini X

Khiwam X

Loose leaf X X

Maras X

Mawa X

Mishri X

Moist snuff X X

Naswar X X X

Plug chewing tobacco X

Red tooth powder X

Shammah X X

Tobacco chewing gum X

Tobacco tablet X

Toombak X

Tuibur X

Twist/roll chewing tobacco X

Zarda X X

Nasal use
Dry snuff X X X X

Liquid snuff X
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There were two domains: one for SLT-products and 
one for health outcomes, specifically CVD, cancer, res-
piratory, mortality and ‘other’ health outcomes. Search 
terms included “Smokeless tobacco” OR “smokeless 
tobacco product” OR “chewing tobacco”OR “reduced risk 
tobacco”OR “non-cigarette tobacco” OR “snus” OR

“snuff” AND “health outcome” OR “morbidity” OR 
“mortality” OR “cancer”OR “cardiovascular disease”OR 
“chronic obstruct pulmonary disease” OR “COPD” OR 
“CVD” OR “acute myocardial infarction”OR “stroke” 
OR “cardiovascular” OR “cerebrovascular”OR “health 
effects”OR “adverse” OR “effects” OR “respiratory”.

Search results were filtered to include English language, 
human studies and studies published from 01/01/2015 
until 01/02/2020, in order to capture current product 
types and their changing pattern of use. The health out-
comes of interest such as mortality, cancer and CVD, can 
take many years to develop and manifest and would still 
have been captured from use of historical SLT products. 

The references of relevant reviews were manually 
searched for additional eligible citations.

Titles, abstracts and full texts of the search results were 
sequentially screened by two reviewers independently for 
inclusion, using the eligibility criteria below, with disa-
greements resolved via blind review by a third reviewer.

Figure  1 shows the inclusion and exclusion criteria 
used. Reasons for excluding studies are shown in Fig. 2.

Data extraction and quality assessment
For included studies, data were extracted including 
author, year, country, aim, study design, sample size, par-
ticipants and relevant findings such as effect sizes and 
nature of impact on health outcomes. Studies were cat-
egorized by region including global, AMEA, USA and 
EU. A level of evidence category was assigned using the 
Oxford Centre for Evidence Based Medicine framework 
[8] and a similar approach used to categorise methodo-
logical quality as “good”, “fair” or “poor” utilizing the 
National Institutes for Health (NIH) Quality Assessment 

Inclusion criteria were: Exclusion criteria were:  
• Meta-analyses/pooled data, 

randomized controlled trials, cohort, 
cross-sectional, ecological, case-
control and case studies reporting 
primary or secondary quantitative 
data

• Human in vivo studies
• English language articles
• Representative samples or clinical 

subgroups (e.g., patients with asthma, 
patients with high blood pressure)

• Studies examining impact on health 
outcomes defined as a disease end-
point or impact on a disease end-point 
(e.g., disease control), including 
mortality, cardiovascular or 
respiratory disease,  cancer or ‘other’ 
health outcomes

• Studies not presenting novel data (e.g., 
commentaries, letters, reviews, 
consensus statements and institutional 
reports) as these may have led to biased 
selection from a handful of countries

• Animal, in vitro and in silico studies, or 
studies examining constituents of SLT
(e.g., carcinogens or toxins) because 
these do not necessarily translate to 
disease end-points in humans

• Non-English language articles due to 
reasons of feasibility

• Studies published before 1st January 
2015 

• Studies examining biomarkers, 
intermediate markers, risk factors for 
disease  or short term physiological 
changes (e.g., heart rate, blood pressure 
(BP), levels of carcinogens) rather than 
disease end-points, in non-disease 
situations, e.g. BP in non-diseased 
participants as they are not indicative of 
long-term disease outcomes. Only 
studies that reported on disease end-
points or control of a condition, such as 
hypertension, myocardial infarction etc., 
were included. 

Fig. 1  .
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Tools [9]. The NIH quality assessment tools include fea-
tures to assess risk of bias, such as selection and report-
ing bias, with a “good” rating reflecting a low risk of bias, 
and a “poor” rating suggesting a high risk of bias. Data 
extraction and synthesis was performed by two reviewers 
independently with blind assessment by a third reviewer 
for cases with rater disagreement. Findings of all stud-
ies were independently reviewed, coded and compared 
between studies to identify relationships and themes.

We considered a meta-analysis of studies included in 
our review to be inappropriate, partly due to the com-
mon methodological flaws and the vast heterogene-
ity between studies. As such no statistical testing was 
required, only narrative reporting of study findings.

Results
Of the 53 studies included, six included global data, 32 
were exclusively from AMEA, nine exclusively from 
USA, and six exclusively from Europe. The number of 
studies by study design and health outcomes are shown 
in Table 2.

All six global studies were meta-analyses or of pooled 
data. Studies from AMEA were predominantly case–
control designs (16; 50%) and hospital-based, followed 
by cross-sectional (8; 25%). In Europe, the commonest 
study design was meta-analyses (4; 57%) and cohort (4; 
28%). In the USA, cross-sectional (3; 38%) and cohort 
(2; 28%) were the most common study designs. Cancer 
was the most common outcome, comprising more than 
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(n =166) Full-text articles excluded
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interests 
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- Editorial or opinion article
- Language 
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qualitative synthesis 

(n = 53)

Duplicates excluded
(n = 71)

Fig. 2  .
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two-thirds (23; 72%) of AMEA studies. Mortality was 
also reported commonly across all regions.

Table  3 summarizes the quality ratings assigned to 
studies by health outcome, with inter-rater agreement 
on 49 out of 53 (92%) for quality and level of evidence 
categoriese. A ‘poor’ rating was commonest (23;43%), 
followed by fair (21;39%); then good (9;17%). Global 
(4;66%) and AMEA studies (16;50%) had greater ‘poor’-
rated studies. ‘Good’ ratings were given to 33% (2) of 
global studies, 28% (2) of Europe studies, 6% (2) of 
AMEA studies and 38% (3) of US studies.

Two studies reported on benefits from SLT-product 
use; a cross-sectional study on hypertension and a 
meta-analysis on Parkinson’s disease in Europe.

Table  4 provides a summary of study design, key 
outcomes, level of evidence, and quality rating for the 
included studies by region. Additional file  1: Table  5 
provides more detailed findings of each study.

Table 2  Number of studies by health outcome and study design

Totals for each health outcome and region may include duplication studies that examined more than one health outcome

Mortality Morbidity Total

Cardiovascular Cancer Other

Global

Meta-analysis/Pooled data 4 3 2 0 9

RCT​ 0 0 0 0 0

Cohort 0 0 0 0 0

Cross-sectional 0 0 0 0 0

Case control 0 0 0 0 0

Case series/report 0 0 0 0 0

Sub-total 4 3 2 0 9

AMEA

Meta-analysis/Pooled data 0 0 4 0 4

RCT​ 0 0 0 0 0

Cohort 1 1 0 0 2

Cross-sectional 0 4 2 4 10

Case control 1 0 15 0 16

Case series/report 0 0 2 0 2

Sub-total 2 5 23 4 34

Europe

Meta-analysis/Pooled data 1 0 2 1 4

RCT​ 0 0 0 0 0

Cohort 1 0 0 1 2

Cross-sectional 0 0 0 1 1

Case–control 0 0 0 0 0

Case series/report 0 0 0 0 0

Sub-total 2 0 2 3 7

US

Meta-analysis/Pooled data 1 0 1 0 2

RCT​ 0 0 0 0 0

Cohort 3 0 0 0 3

Cross-sectional 0 1 0 2 3

Case control 0 0 0 0 0

Case report 0 0 0 0 0

Sub-total 4 1 1 2 8

Total 12 9 28 9 58
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Health outcomes by region
Global
Six studies reported on combined global SLT-product 
data [10–14, 53].

Mortality
A “good”-rated meta-analysis of 20 studies on snuff 
(not Swedish snus), chewing tobacco and naswar from 
Europe, the USA, Southeast Asia and the Mediterra-
nean region found a borderline association of combined 
SLT-products and fatal CHD (OR = 1.10; 95% CI 1.00–
1.20), higher risk with naswar (OR = 1.30; 95% CI 1.06–
1.54) but not chewing tobacco, in smoking-adjusted 
studies [10]. A “poor”-rated meta-analysis of 14 stud-
ies in Europe, USA, Southeast Asia and Mediterranean 
found combined SLT-product users had higher risk of 
fatal stroke (OR = 1.27; 95% CI 1.15–1.39) after exclud-
ing or adjusting for smoking [11]. Another “good”-rated 
meta-analysis of 19 studies from North America, Asia, 
and Europe found increased risk of deaths from ischae-
mic heart disease (IHD) (OR = 1.15; 95% CI 1.01–1.30) 
and stroke (OR = 1.39; 95% CI 1.29–1.49) in SLT-prod-
uct ever-users compared with never tobacco-users [12].

A “poor”-rated meta-analysis that pooled together 
different SLT-products from 16 global studies reported 
increased risk of overall mortality (OR = 1.22; 95%I: 
1.11–134), with significant heterogeneity [13].

A “poor”-rated meta-analysis of 32 global studies esti-
mated 1.7 million disability-adjusted life years (DALYs) 
lost and 62,283 deaths in 2010 globally from cancers of 
the mouth, pharynx and oesophagus attributed to SLT-
product [14]. Most included studies adjusted for but 
didn’t exclude smoking.

Cardiovascular outcomes
One ’good’-rated meta-analyses of 19 studies on chewing 
tobacco, dip, snuff and snus from Sweden, North Amer-
ica, and Asia found no increase in IHD for combined 
regions (OR = 1.4; 95% CI 0.92–1.42) in studies that 
excluded former smokers [12].

Another ‘good’-rated meta-analysis of 20 studies from 
four WHO regions including snuff, chewing tobacco 
and naswar found no increased risk of CHD overall 
(OR = 1.05; 95%CI 0.95–1.16) or for chewing tobacco 
(OR = 1.13; 95% CI 0.92–1.06), but did for naswar 
(OR = 1.30; 95% CI 1.06–1.54), including studies that 
excluded or adjusted for smoking [10].

A ‘poor’-rated global meta-analysis on SLT-prod-
ucts, which did not account for variation in handling 
of smoking status, reported an association with stroke 
overall (OR = 1.18; 95% CI 1.04–1.32) and chewing 
tobacco (OR = 1.35; 95% CI 1.20–1.50) but not for snuff 
(OR = 1.03; 95% CI 0.93–1.13) or naswar (OR = 0.98; 95% 
CI 0.57–1.39) [11].

Cancer
Oral Cancer
A ‘poor’-rated global meta-analysis of 32 studies found 
an association with oral cancer overall (OR = 3.43; 95% 
CI 2.26–5.19) [14].

Head and Neck Cancer (HNC)
A ‘poor’-rated meta-analysis reported an association with 
pharyngeal cancer for all countries combined (OR = 2.23; 
95% CI 1.55–3.20) and India (OR = 2.60; 95% CI 1.76–
3.85); and oesophageal cancer for all countries combined 
(OR = 2.17; 95% CI 1.70–2.78), India (OR = 2.57; 95% CI 
2.20–3.00) and Pakistan (OR = 8.20; 95% CI 1.45–27.47) 
[14].

Other cancers
A meta-analysis of 16 global studies found combined 
SLT products were associated with mortality due to 
cancers overall (HR = 1.31; 95% CI 1.16–1.47), of upper 
aero digestive tract (UADT) (HR = 2.17; 95% CI 1.47–
3.22), stomach (HR = 1.33; 95% CI 1.12–1.59 and cervix 
(HR = 2.07; 95% CI 1.64–2.61) [13].

Table 3  Quality Ratings Assigned to Studies by Outcome

Totals may reflect duplicated studies that examined more than one health 
outcome. Quality assigned as “good”, “fair” or “poor” utilizing NIH Quality 
Assessment Tools [8].

Health outcome Good quality Fair quality Poor quality

Global

Mortality 1 0 3

Morbidity 2 0 3

Sub-total 3 0 6

AMEA

Mortality 0 1 1

Morbidity 2 12 16

Sub-total 2 13 17

Europe

Mortality 0 2 0

Morbidity 2 3 05

Sub-total 2 5 0

US

Mortality 3 1 0

Morbidity 0 2 2

Sub-total 3 3 2

Total 10 22 26
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SE Asia, Middle East, Africa (AMEA)

42 studies reported on SLT‑product data from AMEA 
[10–40, 53, 80–84], 32 exclusively from AMEA region 
[15–40, 80–84].

Mortality
A ‘poor’-rated meta-analysis of 16 global studies 
reported increased overall mortality for South East 
Asian (SEAR) (OR = 1.25; 95% CI 1.08–1.44), with 
significant heterogeneity [13]. A longitudinal study 
of 50,045 participants from Iran found naswar use in 
never-smokers was associated with increased overall 
mortality (HR = 1.17; 95% CI 1.00–1.36) and cancer 
mortality (HR = 1.40; 95% CI 1.01–1.95), which was 
further elevated in dual (cigarette and naswar) users 
(overall mortality: HR = 1.28; 95% CI 1.00–1.64; can-
cer mortality: HR = 1.67; 95% CI 1.02–2.75); there was 
no elevated risk of IHD, CVD or respiratory mortality 
[15]. A ‘poor’-rated Indian case–control study found 
increased overall (RR = 1.3; 95% CI 1.2–1.4) and respir-
atory mortality (RR = 1.5; 95% CI 1.4–1.7) for chewing 
tobacco users amongst never-smokers [16].

Cardiovascular outcomes
One good quality global meta-analyses on 19 studies 
of SLT-products (chewing tobacco, dip, snuff and snus) 
found increased IHD risk in Asia (OR = 1.40; 95%CI 
1.01–1.95) after excluding former smokers [12]. A poor-
rated meta-analysis reported an association between 
SLT-products and stroke in SE Asia (OR = 1.35; 95% 
CI 1.18–1.51), but not in Mediterranean [11]. A poor-
rated cohort study in India reported increased stroke 
(OR = 3.71; 95% CI 1.57–9.05) and myocardial infarc-
tion (MI) (OR = 2.34; 95% CI 1.10–5.40) in SLT users 
without excluding former smokers [17].

An Indian cross-sectional study reported no 
increased diabetes or hypertension in exclusive SLT-
product users [18], although former smoking was not 
accounted for. An Indian cross-sectional study of 
36 individuals with mental and behavioral disorders 
reported no association with CHD compared with 
exclusive smokers [19]; another study with 30 exclusive 
SLT-product users reported strong associations with 
dyslipidaemia (OR = 6.37; 95% CI 1.4–27.3) and hyper-
tension (OR = 6.97; 95% CI 1.7–28.0) compared with 
non-tobacco users [20].

Cancer
Of 25 studies on cancer in AMEA region [14, 21–29, 
31–40, 53, 80–82], only one was rated as ‘good’ [21].

Oral cancer
A ‘good’-rated meta-analysis in Pakistan reported 
an association between naswar use and oral cancer 
(OR = 11.8; 95% CI 11.4–25.3), four of six studies had 
adjusted for smoking [21]. A ‘poor’-rated meta-analysis 
of 32 global studies reported an association between 
combined SLT-products and oral cancer in India 
(OR = 5.12; 95% CI 3.27–8.02) and Pakistan (OR = 8.81; 
95% CI 3.14–24.69) [14].

A ‘poor’-rated Indian meta-analysis of 25 studies 
reported increased oral cancer risk with combined SLT-
products (OR = 5.65; 95% CI 3.83–8.40) [22]. A ‘poor’-
rated meta-analysis of Shammah use in Middle East and 
North Africa [23], in which only one of three studies 
adjusted for smoking, reported elevated risk of oral can-
cer (OR = 38.7; 95% CI 19.50–76.96).

Of several small, predominantly hospital-based, case–
control studies, two in Saudi Arabia found elevated oral 
cancer with exclusive Shammah use (OR = 29.30; 95% 
CI 10.33–83.13) [24], (OR = 33.01; 95% CI 3.22–39.88) 
[25] and lower risk with dual use of shammah and ciga-
rettes (OR = 10.10; 95%CI = 0.50–20.40) [24]. A study in 
Pakistan found elevated risk with gutka (OR = 5.54; 95% 
CI 2.83–10.83) and chewing tobacco (OR = 5.32; 95% 
CI 1.14–24.77) [26]. An Indian study reported elevated 
risks with chewing tobacco (OR = 8.51; 95% CI 4.90–
14.77) [27], and a Sudanese study from Tokomak dipping 
(OR = 3.8; 95% CI 1.7–8.6), after adjusting for smoking 
[28]. A study of naswar use in Pakistan reported elevated 
risk for current users (OR = 23.4; 95% CI 6.6–82.1), ever 
users (OR = 21.0; 95% CI 6.1–72.1) and former users 
(OR = 16.4; 95% CI 4.1–65.4), after adjusting for smok-
ing [29]. An Indian study reported elevated risk of oral 
cancer for combined SLT-products (OR = 6.0; 95% CI 
2.6–15.5), gutkha (OR = 5.1; 95% CI 2.0–10.3), supari 
(OR = 11.4; 95% CI 3.4–38.2) and betel quid (OR = 6.4; 
95% CI 2.6–15.5), but not for snuff (OR = 1.0; 95% CI 
0.3–3.0), after adjusting for smoking [30]. Another Indian 
study reported elevated risk in sole chewing tobacco 
users (OR = 2.8; 95% CI 1.2–7.0) but not in dual users 
(OR = 0.7; 95% CI 0.2–2.6) [31]. A case–control study in 
Pakistan reported elevated risk for combined SLT-prod-
ucts (OR = 4.71; 95% CI 2.53–8.74), snuff (OR = 4.82; 
95% CI 2.37–9.80), betel leaf (OR = 4.42; 95% CI 1.66–
11.91) and supari/chalia (OR = 4.67; 95% CI 1.14–19.12) 
after adjusting for smoking [32]. We found in addition 
two case series [33, 34] and one ecological study [35].

Head and neck cancer
Of studies investigating SLT-product use and head 
and neck cancer (HNC), a ‘poor’-rated meta-analysis 
reported an association with pharyngeal cancer in India 
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(OR = 2.60; 95%CI = 1.76–3.85) and oesophageal can-
cer in India (OR = 2.57; 95% CI 2.20–3.00) and Pakistan 
(OR = 8.20; 95% CI 1.45–27.47) [14]. A ‘poor’-rated meta-
analysis from India reported an association between 
combined SLT-products and pharyngeal (OR = 2.69; 95% 
CI 2.28–3.17) and oesophageal cancers (OR = 3.17; 95% 
CI 2.76–3.63) [22].

A case–control study from Nepal reported an associa-
tion between chewing tobacco and HNC (OR = 2.39; 95% 
CI 1.77–3.23), higher with heavy use (≥ 6 times per day) 
(OR = 2.91; 95% CI 2.06–4.12) and duration over 20 years 
(OR = 2.92; 95% CI 2.08–4.11) [36]. One study described 
the commonest sites for chewing tobacco related HNC 
cancer as the gingivobuccal complex [33]. An ecological 
analysis of regional population-based cancer registries in 
India found correlations for Khaini use and hypopharynx 
cancer (r = 0.48 males, r = 0.29 females), gutka use and 
mouth cancer in males (r = 0.54, r = − 0.19 for females) 
and oral tobacco and mouth cancer in males and females 
(r = 0.46 males, r = 0.17 females) [35] ‘Other’ types of 
SLT-product use (combined) correlated with hypophar-
ynx cancer (r = 0.47). The study did not account for 
smoking.

Other cancers
Two hospital-based case–control studies reported 
associations between chewing tobacco and breast can-
cer (OR = 2.35; 95% CI 1.3–4.15) [37] (OR = 2.35; 95% 
CI 1.01–5.51) higher in heavy users (> 5 times daily)
(OR = 10.13; 95% CI 5.41–18.23) and duration ≥ 10 years 
(OR = 31.13; 95% CI 11.67–39.82) [38]. A ‘poor’-rated 
Indian meta-analysis reported associations between 
combined SLT-products and stomach (borderline sig-
nificance, OR = 1.26; 95% CI 1.00–1.60) and laryngeal 
cancers (OR = 2.84; 95% CI 2.18–3.70); both were non-
significant in random effects models (OR = 1.31; 95% 
CI 0.92, 1.87, OR = 1.79; 95% CI 0.70–4.54) and there 
was no association with lung cancer (OR = 0.91; 95% CI 
0.76–1.09) [22]. A hospital-based case–control study in 
Yemen found SLT-product use to be associated with gas-
tric cancer (OR = 4.37; 95% CI 1.92 to 9.95), but not with 
cigarette smoking [39]. An Indian hospital case–control 
study found SLT-product use to be associated with colo-
rectal cancer (OR = 1.53; 95% CI 0.58–4.00) after adjust-
ing for cigarette smoking [40].

Other health outcomes
A hospital case–control study of Indian chewing tobacco 
users reported greater gingival bleeding (OR = 1.710; 95% 
CI 1.2–2.43), loss of attachment (OR = 2.393; 95% CI 
1.55–3.69) and attrition (OR = 2.496; 95% CI 1.73–3.61) 
[41]. Other Indian studies reported self-reported chronic 
health conditions [42], obstetric and neonatal health but 

not of gastro-intestinal, urinary disease [43] or asthma 
[18], and reduced chronic lung disease (OR = 0.64; 95% 
CI 0.45–0.91) in SLT-product users [18].

USA
Of 15 studies reporting on SLT-product data from USA 
[10–14, 42–50, 53], eight were exclusively in USA [42–46, 
48–50, 53].

Mortality
A large US study constituting a high level of evidence 
pooling two longitudinal studies found no increase in 
mortality overall or due to smoking-related cancers or 
CVD in never smoking SLT-product users compared 
with never-smoking never-SLT-product users [43]. Dual 
users of SLT-product and cigarettes had similar excess 
mortality (HR = 2.21; 95% CI 1.50–3.26-HR = 2.14; 95% 
CI 1.27–3.59) to exclusive smokers (non-SLT-product 
users) (HR = 2.10; 95% CI 1.99–2.22-HR = 1.88; 95% CI 
1.75–2.02), compared with never tobacco users.

A large ‘good’-rated US longitudinal study found exclu-
sive SLT-product users had increased all-cause mortal-
ity (HR = 1.44; 95% CI 1.12–1.84) but not cause-specific 
mortality [44]. A large ‘fair’-rated US longitudinal study 
that excluded former and current smokers, but included 
both reported on snuff and chewing tobacco together, 
reported higher CHD mortality (OR = 1.25; 95% CI 
1.05–1.46) but not mortality overall or from cancer and 
other types of CVD [45]. A large and ‘good’-rated US 
population-based cohort study reported higher over-
all mortality (HR = 1.36; 95% CI 1.17–1.59), CHD mor-
tality (HR = 1.63; 95% CI 1.27–2.09), cancer mortality 
(HR = 1.48; 95% CI 1.04–2.12) and smoking-related can-
cer (HR = 1.76; 95% CI 1.07–2.90), but not respiratory-
related or CVD mortality in SLT-using never-smokers 
[46]. Higher risk of overall mortality was only seen with 
daily SLT use (HR = 1.41; 95% CI 1.20–1.66) and not with 
less than once daily use.

A ‘poor’-rated meta-analysis of 16 studies globally 
reported from US data an increased risk of mortality 
overall (OR = 1.17; 95% CI 1.12–1.22) and due to cancer 
(OR = 1.14; 95% CI 1.01–1.29), stroke (OR = 1.44; 95% 
CI 1.30–1.59), and IHD (OR = 1.16; 95% CI 1.05–1.28); 
there was significant heterogeneity but no publication 
bias [13].

Cardiovascular outcomes
A ‘good’-rated meta-analysis of SLT-products (including 
snuff and chewing tobacco) of 24 US studies reported ele-
vated IHD risk (RR = 1.17; 95% CI 1.08–1.27) and stroke 
(RR = 1.28; 95% CI 1.01–1.62) compared with non-users, 
despite variation in handling of smoking status [47]. 
A ‘poor’-rated meta-analysis reported no association 
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between SLT-products and stroke in US data [11]. A US 
cross-sectional study reported lower self-reported hyper-
tension (OR = 0.88; 95% CI 0.79–0.98) in SLT-product 
users (adjusted for smoking status and duration) [48].

Cancer
Oral cancer
A ‘poor’-rated review that pooled 11 US studies found 
SLT-products (snuff and chewing tobacco) to be associ-
ated with cancers of oral cavity (OR = 1.81; 95% CI 1.04, 
3.17) [49]. A large ‘poor’-rated global meta-analysis found 
no association with oral cancer in North American data 
[14].

Head and neck cancer
The largest study investigating HNC, a ‘poor’-rated global 
MA [14], reported for pharyngeal and oesophageal can-
cers, respectively: associations for all countries combined 
(OR = 2.23; 95% CI 1.55–3.20; OR = 2.17; 95% CI 1.70–
2.78) but not for North America (single study only). A 
review that pooled 11 US studies found increased odds 
for HNC in snuff users (OR = 1.71; 95% CI 1.08–2.70) but 
not for ever-tobacco chewers, compared with never users 
[49]. with a dose–response effect with increasing dura-
tion of snuff use (p-value for trend = 0.007).

Other cancers
There were no exclusive US data on other cancers.

Other health outcomes
One US cross-sectional study reported no significant 
association between SLT-product use and a diagnosis of 
mental health disease or depression [50].

Europe
Of 16 studies reporting on SLT-product data from EU 
[10–14, 47, 51–56, 85], seven were exclusively from EU 
[51–56, 85].

Mortality
A large ‘fair’-rated study pooling nine Swedish cohort 
studies found no association between exclusive current 
snus use and all-cause mortality (HR = 1.16; 95% CI 0.89–
1.50), compared with never-smoking non-snus users [51]. 
A ‘fair’-rated cohort study on Swedish prostate cancer 
patients reported increased overall mortality (HR = 1.19; 
95% CI 1.04–1.37) in snus users compared with non-
snus users, in never smokers, and a similar risk for dual 
snus and cigarette (OR = 1.17; 95% CI 1.06–1.28) [52]. A 
‘poor’-rated global meta-analysis of 16 studies reported 
in EU data no increased all-cause, cancer or stroke mor-
tality, but elevated risk of IHD mortality (OR = 1.16; 95% 
CI 1.05–1.28) [13].

Cardiovascular outcomes
Four meta-analyses, three global, including 14 [11], 20 
[10] and 19 global [12] studies, and one of 24 EU stud-
ies [47], of which three were rated as ‘good’ [10, 12, 47], 
and all of mixed study-designs, found no association 
between snus use and IHD (RR = 1.04; 95% CI 0.93–
1.16) [47], (OR = 0.91; 95% CI 0.83–1.01) [12], CHD 
(OR = 0.93; 95% CI 0.81–1.06) [17], or stroke (OR = 1.04, 
95% CI 0.94–1.15) [11], (RR = 1.04; 95% CI 0.92–1.17) 
[47], (OR = 1.01; 95% CI 0.90–1.13) [19] in studies that 
excluded former smokers.

Cancer
Oral cancer
There were no region-specific studies of oral cancer in 
Europe. A ‘poor’-rated global meta-analysis showed no 
association between combined SLT-products oral cancer 
in Sweden or Norway [14]. A ‘poor’-rated meta-analysis 
on 37 global case–control and cohort studies found no 
association between snus and moist snuff use and oral 
cancer in European data [53].

Head and neck cancer
A ‘poor’-rated meta-analysis of combined SLT-product 
use showed no association with pharyngeal cancer but 
excess risk of oesophageal cancer (OR = 1.26; 95% CI 
1.02–1.56) in Sweden and in a single study from Norway 
(OR = 1.40; 95% CI 0.61–3.21) [14].

Other cancer
A large ‘fair’-rated review of nine Swedish cohort stud-
iesfound no association with colorectal cancer for cur-
rent (HR = 1.22; 95% CI 0.91, 1.64) or former exclusive 
snus users (HR = 1.12; 95% CI 0.75, 1.67); no association 
with colon cancer (HR = 1.02; 95% CI 0.81, 1.29) in cur-
rent exclusive snus users but increased risk of rectal can-
cer in current snus users (HR = 1.38; 95% CI 1.07, 1.77) in 
never-smokers, with no dose–response effect for quantity 
or duration [51]. No association was found with pancre-
atic cancer pooling the same Swedish cohort studies [54].

Other health outcomes
A large, ‘good’-rated meta-analysis of Swedish cohort 
studies reported considerably lower Parkinson’s disease 
risk in never-smoking snus users (pooled HR = 0.41; 95% 
CI 0.28–0.61), with lower risk for moderate-heavy snus 
quantity (pooled HR = 0.41; 95% CI 0.19–0.90) and long-
term duration (pooled HR = 0.44; 95% CI 0.24–0.83) [55]. 
Moderate-heavy snus quantity (pooled HR = 0.41; 95% 
CI 0.19–0.90) and long-term current-snus use (pooled 
HR = 0.44; 95% CI 0.24–0.83) had lower risk. One Swed-
ish cross-sectional study reported increased asthma 
(OR = 1.49; 95% CI 1.20–1.85), chronic bronchitis 
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(OR = 1.47; 95% CI 1.21–1.78) and chronic rhinosinusitis 
(OR = 1.37; 95% CI 1.11–1.70) in snus-using never smok-
ers [56].

Discussion
This is one of the first articles to systematically review 
health outcomes from SLT product use, and in particular, 
to differentiate between the different types of products 
used in Asia, Middle East and Africa, Sweden, other parts 
of Europe and the US.

Most studies were from AMEA and were less likely to 
be of rigorous study design than those from Europe and 
the USA. Two-thirds of global studies and a half of US 
studies evaluated mortality (66%; 50%), whereas AMEA 
studies mostly evaluated cancer (23; 72%). Meta-analyses 
made up 100% of global studies and 57% of Europe stud-
ies. Case–control represented 50% of AMEA studies.

Methodological flaws with the greatest impact included 
combining different SLT-products as seen in the global 
meta-analyses [10–14, 53], and widespread failure to ade-
quately account for dual and former cigarette smoking.

Health outcomes
Results indicate stark differences for health outcomes for 
different SLT-products and regions. There is overwhelm-
ing evidence that SLT-products in AMEA are associated 
with harmful health outcomes, including higher mortal-
ity: strongly for overall, cancer, CHD; less so for respira-
tory mortality and not shown to increase overall CVD 
mortality; increased CVD morbidity, with strong associa-
tions for IHD and stroke, and mixed evidence for hyper-
tension and dyslipidaemia.

Different SLT-products, even within the same region, 
have varied strengths of association with oral cancer, 
with odds ratios ranging from 29 to 39 for shammah; 
23 for naswar, 11 for supari, 5.5 gutkha, 8.5 for chewing 
tobacco and 3.8 for tokomak dipping compared to non-
use. All types of SLT-products used in AMEA were asso-
ciated with head and neck cancers albeit with lower odds 
than for oral cancer, of up to 3.2.

In stark contrast, the fewer but higher-quality studies in 
Europe, predominantly in Sweden, found snus and other 
SLT-products not to cause higher mortality or morbidity 
overall or from overall mortality, CVD or cancers. Two 
high quality meta-analyses showed no excess mortality, 
although one smaller cohort study contradicted this find-
ing. Five meta-analyses found no excess IHD risk, and 
four found no excess stroke risk. There was no excess oral 
or head and neck cancers, pancreatic or colon cancer, but 
raised risk of rectal cancer in one study [51] and harms to 
respiratory disease from snus use [56]. There was robust 
evidence from pooled studies for a protective effect of 
snus against the development of Parkinson’s disease 

(by more than 50%) [55]. The differences in detrimental 
health outcomes seen between snus users in Sweden and 
other parts of Europe compared to elsewhere may in part 
be attributable to the different chemical content [57].

US studies showed more mixed results from SLT-
product use with some evidence of harmful health out-
comes. Meta-analyses and longitudinal studies showed 
mixed results for overall mortality, and mortality due to 
CHD, overall cancer and smoking-related cancers but no 
excess risk of respiratory or CVD mortality. Risk of non-
fatal CVD were also mixed but the most rigorous study 
reported elevated risk for both IHD and stroke [47]. A 
single cross-sectional study reported reduced hyperten-
sion rates in SLT-product users. There were mixed results 
for oral and head and neck cancers ranging from no 
excess risk to a pooled odds ratio of 1.8 [49].

No studies of more novel products such as tobacco-free 
nicotine pouches were captured. Of the 53 studies, none 
reported on the health impact of switching from ciga-
rettes to SLT-products.

Levels of evidence, quality and study design
No studies were above 2a for level of evidence [8]. There 
were no meta-analyses, pooled studies, or indeed indi-
vidual interventional studies, which perhaps reflects 
difficulty conducting these in real world settings. Meta-
analyses comprised the most common study design (21 
studies); despite being large, including over 30 studies 
[14, 53] and 350,000 participants [54, 55], only five of 
the 21 meta-analyses rated as ‘good’ [10, 12, 21, 47, 55]. 
Particularly problematic themes included pooling differ-
ent SLT-products, failing to account for heterogeneity 
of studies, pooling studies despite variation in sampling 
methodologies, and failing to report country-specific 
results, even when these were available.

Case–control and cross-sectional studies also predomi-
nated, both which are problematic in terms of account-
ing for bias, such as failing to account for temporality of 
exposure and outcome, as well as former smoking sta-
tus, rendering cross-sectional studies inappropriate for 
causal inferences. Two-thirds of global and half of AMEA 
region studies were rated as being of ‘poor’ quality; all 
studies exclusively from Europe and two-thirds of those 
from USA were rated as ‘good’ or ‘fair’.

Definitions of exposures
Studies frequently failed to account for quantity and 
duration of SLT-product use, dual and former use of cig-
arettes, and in former smokers, duration since quitting. 
Standard definitions exist for smoking that consider both 
quantity and duration [58] and similar approaches should 
be used for SLT-products. Furthermore, a strong dose 
response effect has been demonstrated in several studies 
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for both quantity and duration of SLT-product use in 
AMEA, which should form part of the measurement of 
exposure.

Accounting for smoking status
Indian SLT-product users often smoke concurrently [59, 
60] and it is essential for both dual and former cigarette 
use to be accounted for when investigating health out-
comes. Of snus use in Sweden, 82% were former or dual 
users of cigarettes [61]. In our review, only nine studies 
accounted for both former and current smoking, four out 
of 11 studies in USA and Europe, and six out of 49 studies 
from global and AMEA regions.

Publication bias
No formal evidence for publication bias was found in 
many of the meta-analyses in our review. However, the 
small number of studies investigating SLT-products in 
Sweden, Europe and US suggests that this is an under-
researched area and the preponderance of reporting on 
negative outcomes could indicate the presence of publi-
cation bias.

Role of SLT‑products in reducing smoking rates
SLT-product use in India represents two-thirds of all 
global SLT use [62] with prevalence rates of 30% in men 
and 13% in women, exceeding those for cigarettes (7% 
men, 0.6% women) and bidis (14% men, 1.2% women).

The use of snus by smokers has been associated with 
decreased cigarette smoking and increased abstinence 
of smoking [63–69]. Other studies do not support some 
of these findings [68, 70, 71]. Some have postulated snus 
use in Sweden has led to low smoking prevalence rates 
through a “reverse gateway” effect [69]. The low preva-
lence of smoking in favour of snus use in Sweden com-
pared to the rest of Europe may have contributed to its 
lower rates of tobacco-attributable deaths (72/100,000 
Sweden, 128/100,000 EU) and cancer-specific deaths 
(14/100,000 Sweden, 36/100,000 EU) in men in 2019 
[72]. This strengthens the argument for safer forms of 
SLT-products such as Swedish snus to be used as a form 
of tobacco harm reduction on the pathway to stopping 
smoking. Indeed, data from Swedish longitudinal stud-
ies show in primary smokers who started secondary snus 
use, 10.6% reduced to occasional smoking and 76.3% 
stopped smoking altogether [5]. Furthermore, between 
40 and 50% of secondary snus users later also quit snus 
use (during 7  years of follow up) [5, 74], Modelling has 
suggested switching from smoking to Swedish snus is 
likely to result in net health gains [74].

Informing Policy
The findings of our review have implications for policy 
makers. SLT-products are subject to regulations with 
regard to sales restrictions, advertising, packaging and 
labelling.[75] Sweden has demonstrated that through 
strong regulation of composition, SLT-product-related 
harm has been minimised [76]. The Tobacco Products 
Directive (TPD) in the European Union has issued a total 
ban on Swedish snus outside of Sweden whilst allow-
ing South-East Asian SLT-products [77], a policy which 
is contradicted the findings of our review and previous 
scientific evidence. The findings of this review, together 
with growing evidence of their role in reducing smoking 
rates, do not support the continuation of a ban on Swed-
ish snus and other tobacco harm reduction products as a 
safer alternative to cigarette smoking.

Strengths and limitations
It’s a challenge to estimate the risk of disease attributable 
to such a heterogeneous risk factor such as SLT-products 
[13]. Any review involving SLT-products will be limited 
by these issues, unless a single product is studied such as 
the European snus or the Asian naswar [13]. The output 
of our systematic review is thus limited due to its reliance 
on studies which have reported on heterogenous SLT-
products. Furthemore, a meta-analysis of included stud-
ies could not be undertaken due to the methodological 
flaws and vast heterogeneity between studies.

We summarized findings by region and reported on 
different products as the best ‘fit’ for categorization of 
SLT-product use. However, this is not perfect due to the 
changing landscape and product variation within regions. 
This issue will only be resolved by future studies carefully 
documenting and reporting separately for each type of 
SLT-product.

We sought to identify only those articles where the 
main research question was on health outcomes from use 
of SLT-products. The key health outcomes under inves-
tigation were mortality, CVD, respiratory and cancer as 
these make up the major health concerns from SLT-prod-
ucts. We also searched for general health outcomes to 
identify the breadth of health outcomes being reported.

Finally, the search strategy results were limited to Eng-
lish language reports, and there is a risk that potentially 
relevant studies reporting health outcomes with ENDS 
use were subsequently not included.

Conclusion
Our review found studies on SLT-product use focus pre-
dominantly on negative health impacts and no studies 
were found on the health impact from switching from 
cigarettes to SLT-products. The strength of evidence and 
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quality of the published studies are generally poor, par-
ticularly for global studies and those from Asia, Middle 
East and Africa.

Our review found large differences on the impact on 
health outcomes between different SLT-products in dif-
ferent regions. Use of SLT-products in Asia, Middle East 
and Africa region is associated with harmful health out-
comes including higher overall and cancer mortality, 
CVD morbidity, and greatly increased morbidity from 
most smoking-related cancers, in particular oral can-
cer. In stark contrast, SLT-products used in Sweden and 
other parts of Europe such as snus have not been shown 
on the whole to cause higher mortality or morbidity 
from CVD or most cancers with evidence for a protec-
tive effect against the development of Parkinson’s disease. 
SLT-product use in the US shows more mixed results for 
mortality, CVD and cancer outcomes with a higher risk 
than for Europe but substantially lower than those from 
SE Asia, Middle East and Africa.

Further studies are required to investigate health out-
comes from switching from cigarettes to SLT-products 
and to investigate the full breadth of health outcomes. 
The wider impacts from SLT-product use on society, such 
as new uptake in never smokers and nicotine addiction as 
must also be considered.

Considering the widespread and increasing use of 
SLT-products in certain parts of the world, there is far 
less evidence base for their impact on health outcomes 
compared with cigarette smoking, which is in part due to 
their predominant use in developing countries. However, 
the emergence of SLT-products as a driver for reduced 
smoking rates in Sweden and other parts of Europe war-
rant further clarification of risk from specific and novel 
SLT-products.

Appendix 1
There are numerous types of SLT-products available 
globally which differ markedly in terms of their prepara-
tion, method of use and toxicity [6].

Indian SLT-products undergo fermentation which 
affects the production of potential carcinogens called 
tobacco-specific nitrosamines (TSNAs) [84, 85] and are 
often combined with additives such as betel leaf (Piper 
betle), sliced areca nut (Areca catechu) and/or powdered 
agricultural lime [86], which further enhances their tox-
icity and psychotropic effect [87, 88].

Even in western countries, SLT-products are not a 
homogeneous category [89]. In the US, three traditional 
types of SLT-products are used: powdered dry snuff, 
loose leaf chewing tobacco and moist snuff although use 
of the former two has rapidly declined [90]. In Scandi-
navia, especially in Sweden, there is a long tradition of 

moist snuff use, where ’snus’ (the generic term for moist 
snuff in Swedish, pronounced ’snoose’) is essentially the 
only type of SLT-product in use [91].

In the US, dry snuff is made from fermented, fire-cured 
tobacco that is pulverized into powder. Loose-leaf chew-
ing tobacco consists of air-cured leaf tobacco. Moist snuff 
usually consists of fire-cured dark tobaccos and is used 
by a ’pinch’ between the thumb and forefinger and plac-
ing inside the lip [90].

The fermentation of traditional American products 
results in higher concentrations of unwanted bacterially 
mediated by-products, especially TSNAs and nitrite. In 
Swedish manufacturing of snus air cured tobacco leaves 
are subjected to pasteurization, yielding virtually sterile 
products containing very low levels of TSNAs. The man-
ufacturing of Swdish snus does not involve fermentation. 
Instead, the air cured tobacco leaves are subjected to a 
heating process (pasteurization), yielding virtually sterile 
products containing very low levels of TSNAs. Further, 
in Sweden’s manufacturing of snus the tobacco leaves are 
processed according to Swedish legal regulations for food 
products and the rigorous, industry standard “Gothi-
aTek”. Therefore, physical and chemical characteristics of 
US and Swedish snus products can vary considerably and 
should not be considered “equivalent” [57].

Other SLT-products also exist, for example, traditional 
tobacco pouches may contain moist or dry snuff, or small 
pieces of leaf tobacco and pellets of compressed tobacco. 
Nicotine pouches contain either tobacco-derived nico-
tine or synthetic nicotine, but no tobacco leaf, dust, or 
stem, and are described as either similar to or being a 
tobacco-free version of snus.

The commonest SLT-products globally are shown in 
Table 1 (Copied from: IARC Monographs on the Evalua-
tion of Carcinogenic Risks to Humans [6].

Appendix 2
Search terms
Search terms for SLT: Smokeless tobacco; SLT, Chewing 
tobacco; Reduced risk tobacco; Non-cigarette tobacco; 
Snus; Snuff

Search terms for health outcomes: Health outcome; 
Morbidity; Mortality; Cancer; Cardiovascular disease; 
Chronic obstruct pulmonary disease; COPD; CVD; 
Acute myocardial infarction; Stroke; Cardiovascu-
lar; Cerebrovascular; Health effects; Adverse; effects; 
Respiratory.

Additional file 1: Table 5.



Page 19 of 21Hajat et al. Harm Reduction Journal          (2021) 18:123 	

Abbreviations
AMEA: Asia, Eastern Mediterranean and Africa; AMR: Americas Region; BMI: 
Body mass index; CAD: Coronary artery disease; CHD: Coronary heart disease; 
COPD: Chronic obstructive pulmonary disease; CVD: Cardiovascular disease; 
DALYs: Disability-adjusted life years; DBP: Diastolic blood pressure; EUR: 
European Region; HNC: Head and neck cancer; IHD: Ischemic heart disease; 
MI: Myocardial infarction; SBP: Systolic blood pressure; SEAR: Southeast Asian 
Region; SLT: Smokeless tobacco.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12954-​021-​00557-6.

Acknowledgements
Not applicable.

Authors’ contributions
CH, ES and RP designed the study, conducted data extraction, analysis and 
review. CH and ES wrote the manuscript; LR, SS and RP reviewed and edited 
the manuscript. The authors would like to acknowledge Mr Hesham Nasr for 
his help in retrieving articles and compiling the study. All authors read and 
approved the final manuscript.

Funding
This investigator initiated study was sponsored by ECLAT srl, a spin-off of 
the University of Catania, with the help of a grant from the Foundation for 
a Smoke-Free World Inc., a US nonprofit 501(c)(3) private foundation with 
a mission to end smoking in this generation. The contents, selection, and 
presentation of facts, as well as any opinions expressed herein are the sole 
responsibility of the authors and under no circumstances shall be regarded as 
reflecting the positions of the Foundation for a Smoke-Free World, Inc. ECLAT 
srl. is a research based company from the University of Catania that delivers 
solutions to global health problems with special emphasis on harm minimiza-
tion and technological innovation.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
CH received reimbursement from ECLAT for research conducted on tobacco 
harm reduction (2019–2020) including this article; she has served as a paid 
member of the advisory panel for the Tobacco Transformation Index (con-
tracted by Sustainability, Sept 2019–April 2020); she served as a paid consult-
ant to TEVA pharmaceuticals on work related to multiple chronic conditions 
(2017–2020). ES received reimbursement from ECLAT for research conducted 
on tobacco harm reduction (2019–2020) including this article. LR has no 
conflict of interest to declare and he received no financial support for par-
ticipation in this study. SS has no conflict of interest to declare. RP is full-time 
employee of the University of Catania, Italy. In relation to his work in the area 
of tobacco control and respiratory diseases, RP has received lecture fees and 
research funding from Pfizer, GlaxoSmithKline, CV Therapeutics, NeuroSearch 
A/S, Sandoz, MSD, Boehringer Ingelheim, Novartis, Duska Therapeutics, and 
Forest Laboratories. He has also served as a consultant for Pfizer, Global Health 
Alliance for treatment of tobacco dependence, CV Therapeutics, NeuroSearch 
A/S, Boehringer Ingelheim, Novartis, Duska Therapeutics, Alfa-Wassermann, 
Forest Laboratories, ECITA (Electronic Cigarette Industry Trade Association, in 
the UK), Arbi Group Srl., and Health Diplomats. RP is the Founder of the Center 
of Excellence for the acceleration of Harm Reduction at the University of Cata-
nia (CoEHAR), which has received a grant from Foundation for a Smoke Free 
World to develop and carry out eight research projects. RP is also currently 
involved in the following pro bono activities: scientific advisor for LIAF, Lega 
Italiana Anti Fumo (Italian acronym for Italian Anti-Smoking League) and Chair 
of the European Technical Committee for standardization on ’Requirements 
and test methods for emissions of electronic cigarettes’ (CEN/TC 437; WG4). 

SS has no conflict of interest to declare, and has never accepted funding from 
any tobacco or nicotine commercial or charitable interest, including the FSFW.

Author details
1 Public Health Institute, UAE University, Abu Dhabi 15551, UAE. 2 Independent 
Researcher, New York, USA. 3 Independent Researcher, Institute for Tobacco 
Studies, Stockholm, Sweden. 4 Warwick Medical School, University of Warwick, 
Coventry, UK. 5 Center of Excellence for the Acceleration of HArm Reduc-
tion (CoEHAR), University of Catania, Catania, Italy. 6 Department of Clinical 
and Experimental Medicine, University of Catania, Catania, Italy. 

Received: 6 August 2021   Accepted: 12 October 2021

References
	1.	 Kasthuri A. Challenges to healthcare in India—the five A’s. Indian J Com-

munity Med. 2018;43(3):141.
	2.	 The European Commission. Special Eurobarometer 458. Attitudes of 

Europeans towards tobacco and electronic cigarettes. 2017. http://​ec.​
europa.​eu/​commf​ronto​ffice/​publi​copin​ion/​index.​cfm/​Survey/​getSu​
rveyD​etail/​instr​uments/​SPECI​AL/​surve​yKy/​2146. Accessed 20 Feb 2019.

	3.	 Clarke E, Thompson K, Weaver S, et al. Snus: a compelling harm reduction 
alternative to cigarettes. Harm Reduct J. 2019;16:62. https://​doi.​org/​10.​
1186/​s12954-​019-​0335-1.

	4.	 Lund I, Lund KE. How has the availability of snus influenced cigarette 
smoking in Norway? Int J Environ Res Public Health. 2014;11:11705–17.

	5.	 Ramström L, Borland R, Wikmans T. Patterns of smoking and snus use in 
sweden: implications for public health. Int J Environ Res Public Health. 
2016;13(11):1110. https://​doi.​org/​10.​3390/​ijerp​h1311​1110.

	6.	 IARC Working Group on the Evaluation of Carcinogenic Risks to Humans, 
International Agency for Research on Cancer, World Health Organization. 
Smokeless tobacco and some tobacco-specific N-nitrosamines, vol. 89. World 
Health Organization; 2007.

	7.	 Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting 
items for systematic reviews and meta-analyses: the PRISMA Statement. 
Open Med. 2009;3(3):e123-130.

	8.	 Center for Evidence-Based Medicine. Oxford centre for evidence-based 
medicine—levels of evidence. 2009. https://​www.​cebm.​net/​2009/​06/​
oxford-​centre-​evide​nce-​based-​medic​ine-​levels-​evide​nce-​march-​2009/. 
Accessed Jan 2020.

	9.	 NIH. Study Quality Assessment Tools. https://​www.​nhlbi.​nih.​gov/​health-​
topics/​study-​quali​ty-​asses​sment-​tools. Accessed March 2020.

	10.	 Gupta R, Gupta S, Sharma S, Sinha DN, Mehrotra R. Risk of coronary heart 
disease among smokeless tobacco users: results of systematic review and 
meta-analysis of global data. Nicotine Tob Res. 2019;21(1):25–31.

	11.	 Gupta R, Gupta S, Sharma S, Sinha DN, Mehrotra R. Association of smoke-
less tobacco and cerebrovascular accident: a systematic review and 
meta-analysis of global data. J Public Health (Oxf ). 2020;42(2):e150–7.

	12.	 Vidyasagaran AL, Siddiqi K, Kanaan M. Use of smokeless tobacco and risk 
of cardiovascular disease: a systematic review and meta-analysis. Eur J 
Prev Cardiol. 2016;23(18):1970–81.

	13.	 Sinha DN, Suliankatchi RA, Gupta PC, Thamarangsi T, Agarwal N, Paras-
candola M, et al. Global burden of all-cause and cause-specific mortality 
due to smokeless tobacco use: systematic review and meta-analysis. Tob 
Control. 2018;27(1):35–42.

	14.	 Siddiqi K, Shah S, Abbas SM, Vidyasagaran A, Jawad M, Dogar O, et al. 
Global burden of disease due to smokeless tobacco consumption in 
adults: analysis of data from 113 countries. BMC Med. 2015;13:194.

	15.	 Etemadi A, et al. Hazards of cigarettes, smokeless tobacco and waterpipe 
in a Middle Eastern Population: a Cohort Study of 50 000 individuals from 
Iran. Tob Control. 2017;26(6):674–82.

	16.	 Gajalakshmi V, Kanimozhi V. Tobacco chewing and adult mortality: a case-
control analysis of 22,000 cases and 429,000 controls, never smoking 
tobacco and never drinking alcohol, in South India. Asian Pac J Cancer 
Prev. 2015;16(3):1201–6.

	17.	 Behera R, Padhi R. Impact of smokeless tobacco products on myocardial 
infarction and stroke and it’s prognostic significance. Int J Adv Med. 
2015;6(2):240.

https://doi.org/10.1186/s12954-021-00557-6
https://doi.org/10.1186/s12954-021-00557-6
http://ec.europa.eu/commfrontoffice/publicopinion/index.cfm/Survey/getSurveyDetail/instruments/SPECIAL/surveyKy/2146
http://ec.europa.eu/commfrontoffice/publicopinion/index.cfm/Survey/getSurveyDetail/instruments/SPECIAL/surveyKy/2146
http://ec.europa.eu/commfrontoffice/publicopinion/index.cfm/Survey/getSurveyDetail/instruments/SPECIAL/surveyKy/2146
https://doi.org/10.1186/s12954-019-0335-1
https://doi.org/10.1186/s12954-019-0335-1
https://doi.org/10.3390/ijerph13111110
https://www.cebm.net/2009/06/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/
https://www.cebm.net/2009/06/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools
https://www.nhlbi.nih.gov/health-topics/study-quality-assessment-tools


Page 20 of 21Hajat et al. Harm Reduction Journal          (2021) 18:123 

	18.	 Anand A, Sk MIK. The risk of hypertension and other chronic diseases: 
comparing smokeless tobacco with smoking. Front Public Health. 
2017;5:255.

	19.	 Mishra DK, Mishra N, Kumar P, Raghuvanshi G. Latent coronary artery 
disease among smokers and smokeless tobacco users: a cross-sectional 
study. Int J Res Med Sci. 2018;6(4):1.

	20.	 Ahwal S, Gaddam R, Roy R, Lakshmy. Journal of Nursing Science & Prac-
tice A Study to Compare The Cardiovascular Disease (CVD) Risk Associ-
ated with Smokeless Tobacco Consumption and Smoking. 1–8; 2015.

	21.	 Naswar KZ. (smokeless tobacco product), oral cancer and tobacco control 
in khyber pakhtunkhwa, Pakistan. Khyber Med Univ J. 2016;8(3):113.

	22.	 Sinha DN, Abdulkader RS, Gupta PC. Smokeless tobacco-associated can-
cers: a systematic review and meta-analysis of Indian studies. Int J Cancer. 
2016;138(6):1368–79.

	23.	 Quadri MFA, Tadakamadla SK, John T. Smokeless tobacco and oral cancer 
in the Middle East and North Africa: a systematic review and meta-analy-
sis. Tob Induc Dis. 2019;17:56.

	24.	 Quadri MF, Alharbi F, Bajonaid AM, Moafa IH, Sharwani AA, Alamir AH. 
Oral squamous cell carcinoma and associated risk factors in Jazan, Saudi 
Arabia: a hospital based case control study. Asian Pac J Cancer Prev. 
2015;16(10):4335–8.

	25.	 Alharbi F, Quadri MF. Individual and integrated effects of potential 
risk factors for oral squamous cell carcinoma: a hospital-based case-
control study in Jazan, Saudi Arabia. Asian Pac J Cancer Prev APJCP. 
2018;19(3):791.

	26.	 Awan KH, Hussain QA, Patil S, Maralingannavar M. Assessing the risk of 
oral cancer associated with gutka and other smokeless tobacco products: 
a case-control study. J Contemp Dent Pract. 2016;17(9):740–4.

	27.	 Gupta B, Bray F, Kumar N, Johnson NW. Associations between oral 
hygiene habits, diet, tobacco and alcohol and risk of oral cancer: a case–
control study from India. Cancer Epidemiol. 2017;51:7–14.

	28.	 Hassanin AA, Idris AM. Attribution of oral cancer in the Sudan to Toombak 
dipping. Transl Res Oral Oncol. 2017;2:2057178X16685729.

	29.	 Khan Z, Dreger S, Shah SMH, Pohlabeln H, Khan S, Ullah Z, et al. Oral can-
cer via the bargain bin: the risk of oral cancer associated with a smokeless 
tobacco product (Naswar). PLoS ONE. 2017;12(7):e0180445.

	30.	 Mahapatra S, Kamath R, Shetty BK, Binu VS. Risk of oral cancer associated 
with gutka and other tobacco products: a hospital-based case-control 
study. J Cancer Res Ther. 2015;11(1):199–203.

	31.	 Kadashetti V, Chaudhary M, Patil S, Gawande M, Shivakumar KM, Pramod 
RC. Analysis of various risk factors affecting potentially malignant 
disorders and oral cancer patients of Central India. J Cancer Res Ther. 
2015;11(2):280–6.

	32.	 Khan SZ, Farooq A, Masood M, Shahid A, Khan IU, Nisar H, et al. 
Smokeless tobacco use and risk of oral cavity cancer. Turk J Med Sci. 
2020;50(1):291–7.

	33.	 Nair S, Datta S, Thiagarajan S, Chakrabarti S, Nair D, Chaturvedi P. 
Squamous cell carcinoma of the upper aerodigestive tract in exclu-
sive smokers, chewers, and those with no habits. Indian J Cancer. 
2016;53(4):538–41.

	34.	 Soni S, Vaishnav K, Bhayal A, Purohit R, Soni A. A study on oral cancer and 
its correlation with tobacco chewing, smoking and alcohol drinking in 
Western Rajasthan. J Med Sci Clin Res. 2016;4(4):10210–8.

	35.	 Gholap DD, Chaturvedi P, Dikshit RP. Ecological analysis to study associa-
tion between prevalence of smokeless tobacco type and head-and-neck 
cancer. Indian J Med Paediatr Oncol. 2018;39(4):456.

	36.	 Chang CP, Siwakoti B, Sapkota A, Gautam DK, Lee YA, Monroe M, et al. 
Tobacco smoking, chewing habits, alcohol drinking and the risk of head 
and neck cancer in Nepal. Int J Cancer. 2020;147(3):866–75.

	37.	 Rajbongshi N, Mahanta LB, Nath DC. Evaluation of female breast cancer 
risk among the betel quid chewer: a bio-statistical assessment in Assam, 
India. Nepal J Epidemiol. 2015;5(2):494.

	38.	 Mohite RV, Mohite VR, Pratinidhi AK. Exposure to smokeless form of 
tobacco and risk of breast cancer: a case control study from rural Maha-
rashtra, India. Natl J Community Med. 2016;7(7):560–4.

	39.	 Shah SA, Ghazi HF. Tobacco chewing and risk of gastric cancer: a case–
control study in Yemen. EMHJ East Mediterr Health J. 2016;22(10):719–26.

	40.	 Nair S. Colorectal cancer and its risk factors among patients attending a 
tertiary care hospital in Southern Karnataka, India. Asian J Pharm Clin Res. 
2017;10(4):109–12.

	41.	 Mahapatra S, Chaly PE, Mohapatra SC, Madhumitha M. Influence of 
tobacco chewing on oral health: a hospital-based cross-sectional study in 
Odisha. Indian J Public Health. 2018;62(4):282–6.

	42.	 Hernandez SL, Banks HE, Bailey AE, Bachman MJ, Kane J, Hartos JL. 
Relationships among chewing tobacco, cigarette smoking, and chronic 
health conditions in males 18–44 years of age. J Primary Prevent. 
2017;38(5):505–14.

	43.	 Fisher MT, Tan-Torres SM, Gaworski CL, Black RA, Sarkar MA. Smokeless 
tobacco mortality risks: an analysis of two contemporary nationally repre-
sentative longitudinal mortality studies. Harm Reduct J. 2019;16(1):27.

	44.	 Rodu B, Plurphanswat N. Mortality among male smokers and smokeless 
tobacco users in the USA. Harm Reduct J. 2019;16(1):50.

	45.	 Timberlake DS, Nikitin D, Johnson NJ, Altekruse SF. A longitudinal study 
of smokeless tobacco use and mortality in the United States. Int J Cancer. 
2017;141(2):264–70.

	46.	 Inoue-Choi M, Shiels MS, McNeel TS, Graubard BI, Hatsukami D, Freedman 
ND. Contemporary associations of exclusive cigarette, cigar, pipe, and 
smokeless tobacco use with overall and cause-specific mortality in the 
United States. JNCI Cancer Spectr. 2019;3(3):pkz036.

	47.	 Rostron BL, Chang JT, Anic GM, Tanwar M, Chang CM, Corey CG. Smoke-
less tobacco use and circulatory disease risk: a systematic review and 
meta-analysis. Open Heart. 2018;5(2):e000846.

	48.	 Obisesan O, Thompson E, Obisesan A, Akinola O, Commodore-Mensah Y. 
Association between non-cigarette/smokeless tobacco and hyperten-
sion in the national health interview survey: a pseudo-panel analysis. Int J 
Public Health Sci. 2016;5(1):60–9.

	49.	 Wyss AB, Hashibe M, Lee YA, Chuang SC, Muscat J, Chen C, et al. 
Smokeless tobacco use and the risk of head and neck cancer: pooled 
analysis of US studies in the INHANCE consortium. Am J Epidemiol. 
2016;184(10):703–16.

	50.	 King JL, Reboussin BA, Spangler J, Cornacchione Ross J, Sutfin EL. Tobacco 
product use and mental health status among young adults. Addict 
Behav. 2018;77:67–72.

	51.	 Araghi M, Galanti MR, Lundberg M, Liu Z, Ye W, Lager A, et al. Smokeless 
tobacco (snus) use and colorectal cancer incidence and survival: results 
from nine pooled cohorts. Scand J Public Health. 2017;45(8):741–8.

	52.	 Wilson KM, Markt SC, Fang F, Nordenvall C, Rider JR, Ye W, et al. Snus 
use, smoking and survival among prostate cancer patients. Int J Cancer. 
2016;139(12):2753–9.

	53.	 Asthana S, Labani S, Kailash U, Sinha DN, Mehrotra R. Association of 
smokeless tobacco use and oral cancer: a systematic global review and 
meta-analysis. Nicotine Tob Res. 2019;21(9):1162–71.

	54.	 Araghi M, Rosaria Galanti M, Lundberg M, Lager A, Engström G, 
Alfredsson L, et al. Use of moist oral snuff (snus) and pancreatic cancer: 
pooled analysis of nine prospective observational studies. Int J Cancer. 
2017;141(4):687–93.

	55.	 Yang F, Pedersen NL, Ye W, Liu Z, Norberg M, Forsgren L, et al. Moist 
smokeless tobacco (Snus) use and risk of Parkinson’s disease. Int J Epide-
miol. 2017;46(3):872–80.

	56.	 Gudnadóttir AÝ, Ólafsdóttir IS, Middelveld R, Ekerljung L, Forsberg B, 
Franklin K, Lindberg E, Janson C. An investigation on the use of snus and 
its association with respiratory and sleep-related symptoms: a cross-
sectional population study. BMJ Open. 2017;7(5):56.

	57.	 Lawler TS, Stanfill SB, Tran HT, Lee GE, Chen PX, Kimbrell JB, Lisko JG, 
Fernandez C, Caudill SP, deCastro BR, Watson CH. Chemical analysis of 
snus products from the United States and northern Europe. PLoS ONE. 
2020;15(1):e0227837. https://​doi.​org/​10.​1371/​journ​al.​pone.​02278​37.

	58.	 Centers for Disease Control and Prevention. Adult tobacco use informa-
tion. https://​www.​cdc.​gov/​nchs/​nhis/​tobac​co/​tobac​co_​gloss​ary.​htm. 
Accessed August 2020.

	59.	 Hirayama T. An epidemiological study of oral and pharyngeal cancer in 
Central and South-East Asia. Bull World Health Organ. 1966;34(1):41–69.

	60.	 Jayant K, Balakrishnan V, Sanghvi LD, Jussawalla DJ. Quantification of the 
role of smoking and chewing tobacco in oral, pharyngeal, and oesopha-
geal cancers. Br J Cancer. 1977;35(2):232–5.

	61.	 Shapiro H. burning issues: global state of tobacco harm reduction 2020. 
Knowledge change action. 2020. https://​gsthr.​org/​resou​rces/​item/​burni​
ng-​issues-​global-​state-​tobac​co-​harm-​reduc​tion-​2020.

	62.	 Tata Institute of Social Science. Global Adult Tobacco Survey 2, India 
2016–17. https://​www.​tiss.​edu/​view/​11/​resea​rch-​proje​cts/​global-​adult-​
tobac​co-​survey-​round-2-​for-​india-​2016/.

https://doi.org/10.1371/journal.pone.0227837
https://www.cdc.gov/nchs/nhis/tobacco/tobacco_glossary.htm
https://gsthr.org/resources/item/burning-issues-global-state-tobacco-harm-reduction-2020
https://gsthr.org/resources/item/burning-issues-global-state-tobacco-harm-reduction-2020
https://www.tiss.edu/view/11/research-projects/global-adult-tobacco-survey-round-2-for-india-2016/
https://www.tiss.edu/view/11/research-projects/global-adult-tobacco-survey-round-2-for-india-2016/


Page 21 of 21Hajat et al. Harm Reduction Journal          (2021) 18:123 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	63.	 Bates C, Fagerstrom K, Jarvis MJ, Kunze M, McNeill A, Ramstrom L. 
European Union policy on smokeless tobacco: a statement in favour of 
evidence based regulation for public health. Tob Control. 2003;12:360–7.

	64.	 Fagerstrom KO, Schildt EB. Should the European Union lift the ban on 
snus? Evidence from the Swedish experience. Addiction. 2003;98:1191–5.

	65.	 Gartner C, Hall W. Harm reduction policies for tobacco users. Int J Drug 
Policy. 2010;21:129–30.

	66.	 Gartner CE, Hall WD, Vos T, Bertram MY, Wallace AL, Lim SS. Assessment of 
Swedish snus for tobacco harm reduction: an epidemiological modelling 
study. Lancet. 2007;369:2010–4.

	67.	 Stegmayr B, Eliasson M, Rodu B. The decline of smoking in northern 
Sweden. Scand J Public Health. 2005;33:321–4.

	68.	 Stenbeck M, Hagquist C, Rosen M. The association of snus and smoking 
behaviour: a cohort analysis of Swedish males in the 1990s. Addiction. 
2009;104:1579–85.

	69.	 Ramstrom LM, Foulds J. Role of snus in initiation and cessation of tobacco 
smoking in Sweden. Tob Control. 2006;15:210–4.

	70.	 Tomar SL. Snuff use and smoking in U.S. men: implications for harm 
reduction. Am J Prev Med. 2002;23:143–9.

	71.	 Tomar SL. Epidemiologic perspectives on smokeless tobacco marketing 
and population harm. Am J Prev Med. 2007;33:S387–97.

	72.	 Compare Viz Hub. Institute for health metrics and evaluation. https://​
vizhub.​healt​hdata.​org/​gbd-​compa​re/.

	73.	 Sohlberg T, Wennberg P. Snus cessation patterns-a long-term follow-up 
of snus users in Sweden. Harm Reduct J. 2020;17(1):1–9.

	74.	 Gartner CE, Hall WD, Vos T, Bertram MY, Wallace AL, Lim SS. Assessment of 
Swedish snus for tobacco harm reduction: an epidemiological modelling 
study. The Lancet. 2007;369(9578):2010–4.

	75.	 Tobacco Control Laws. Legislation and FCTC analaysis. https://​www.​tobac​
cocon​troll​aws.​org/​legis​lation/.

	76.	 Siddiqi K, Husain S, Vidyasagaran A, Readshaw A, Mishu MP, Sheikh 
A. Global burden of disease due to smokeless tobacco consumption 
in adults: an updated analysis of data from 127 countries. BMC Med. 
2020;18(1):1–22.

	77.	 Official Journal of the European Union. Directive 2014/40/EU of the euro-
pean parliament and of the council. https://​ec.​europa.​eu/​health/​sites/​
health/​files/​tobac​co/​docs/​dir_​201440_​en.​pdf.

	78.	 Prasad JB, Dhar M. Risk of major cancers associated with various forms 
of tobacco use in India: a systematic review and meta-analysis. J Public 
Health. 2019;27(6):803–13.

	79.	 Merchant AT, Pitiphat W. Total, direct, and indirect effects of paan on oral 
cancer. Cancer Causes Control. 2015;26(3):487–91.

	80.	 Sajad BU, Subhas BA, Shruthi RA. Indiscriminate use of smokeless tobacco 
leading to oral cancer at a young age; a case report with literature review 
on tobacco consumption. Cumhuriyet Dent J. 2019;22(4):477–80.

	81.	 Bhatt D, Sharma S, Gupta R, Sinha DN, Mehrotra R. Predictors of hyperten-
sion among nonpregnant females attending health promotion clinic 
with special emphasis on smokeless tobacco: a cross-sectional study. 
Biomed Res Int. 2017;16:2017.

	82.	 Mathew S, Noronha JA, Kamath P. Effects of smokeless tobacco (Slt) on 
the general and reproductive health of women in selected villages of 
Udupi district. Karnataka Age. 2015;20(30):31–40.

	83.	 Rauwolf KK, Berglund KJ, Berggren U, Balldin J, Fahlke C. The influence 
of smoking and smokeless tobacco on the progression, severity and 
treatment outcome in alcohol-dependent individuals. Alcohol Alcohol. 
2017;52(4):477–82.

	84.	 Rodu B, Godshall WT. Tobacco harm reduction: an alternative cessation 
strategy for inveterate smokers. Harm Reduct J. 2006;3:37.

	85.	 Brunnemann KD, Lise G, Dietrich H. N-Nitrosamines in chewing tobacco: 
an international comparison. J Agric Food Chem. 1985;33(6):1178–81.

	86.	 Muir C, et al. Smokeless tobacco and cancer: an overview. IARC Sci Publ. 
1996;74:35–44.

	87.	 Wary KK, Sharan RN. Aqueous extract of betel-nut of north-east India 
induces DNA-strand breaks and enhances rate of cell proliferation 
in vitro. Effects of betel-nut extract in vitro. J Cancer Res Clin Oncol. 
1988;114(6):579–82.

	88.	 Thomas SJ, MacLennan R. Slaked lime and betel nut cancer in Papua New 
Guinea. Lancet. 1992;340(8819):577–8.

	89.	 World Health Organization. WHO study group on tobacco product 
regulation: report on the scientific basis of tobacco product regulation: 

seventh report of a WHO study group. 2019. https://​apps.​who.​int/​iris/​
bitst​ream/​handle/​10665/​329445/​97892​41210​249-​eng.​pdf.

	90.	 US Department of Agriculture Economic Research Service: Briefing 
Rooms: Tobacco. http://​www.​ers.​usda.​gov/​Brief​ing/​Tobac​co/.

	91.	 Wahlberg I, et al. Smokeless tobacco. Tobacco: production, chemistry, 
and technology. Edited by: Davis DEL, Nielsen MR. 1999.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://vizhub.healthdata.org/gbd-compare/
https://vizhub.healthdata.org/gbd-compare/
https://www.tobaccocontrollaws.org/legislation/
https://www.tobaccocontrollaws.org/legislation/
https://ec.europa.eu/health/sites/health/files/tobacco/docs/dir_201440_en.pdf
https://ec.europa.eu/health/sites/health/files/tobacco/docs/dir_201440_en.pdf
https://apps.who.int/iris/bitstream/handle/10665/329445/9789241210249-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/329445/9789241210249-eng.pdf
http://www.ers.usda.gov/Briefing/Tobacco/

	The health impact of smokeless tobacco products: a systematic review
	Abstract 
	Introduction: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Search strategy and eligibility criteria
	Data extraction and quality assessment

	Results
	Health outcomes by region
	Global

	Mortality
	Cardiovascular outcomes
	Cancer
	Oral Cancer
	Head and Neck Cancer (HNC)
	Other cancers
	SE Asia, Middle East, Africa (AMEA)

	42 studies reported on SLT-product data from AMEA [10–40, 53, 80–84], 32 exclusively from AMEA region [15–40, 80–84].
	Mortality
	Cardiovascular outcomes
	Cancer
	Oral cancer
	Head and neck cancer
	Other cancers

	Other health outcomes
	USA

	Mortality
	Cardiovascular outcomes
	Cancer
	Oral cancer
	Head and neck cancer
	Other cancers

	Other health outcomes
	Europe


	Mortality
	Cardiovascular outcomes
	Cancer
	Oral cancer
	Head and neck cancer
	Other cancer

	Other health outcomes

	Discussion
	Health outcomes
	Levels of evidence, quality and study design
	Definitions of exposures
	Accounting for smoking status
	Publication bias
	Role of SLT-products in reducing smoking rates

	Informing Policy
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


