
// PAN MASALA

A Thing to Chew Ou
Manufacturers protest an imminent ban on chewing tobacco

be harmful. When doctors and researchers
in the US and Europe are asking people to
switch to chewing tobacco, in India, the
government is going the other way round."

Manufacturers argue that studies show
chewing tobacco is 98 per cent safer than

B I- a’ government committee has its way,
I your favourite pan masala pouch could
■ soon disappear from your neighbour
hood pan shop. It has recommended a
blanket ban on the manufacture, distribu
tion, stocking and sale of all forms of che
wing tobacco including pan masala, gutka
and plain and zafrani zarda.

The proposal was mooted by the expert

300 companies and a its 1,200 crore turn
over in the organised sector, says the gov
ernment is acting in haste and under the
influence of mnc cigarette companies who
have been the direct sufferers of the pan
masala and gutka revolution in India. They
claim the cigarette industry has lost 25 to 30
per cent of their market since the beginning

of organised chewing

cigarette smoking. A study by the Central
Tobacco Research Institute, a government
agency, said "chewing of tobacco or its pre
sence in gutka and pan masala is far less
harmful, if at all, in comparison to direct
smoking of tobacco, cigarettes and cigars."

The manufacturers also point out that the
committee in its report has admitted that
epidemiological studies linking oral cancer
to the use of pan masala and other forms of

tobacco manufacture
in India 12 to 15 years

ago. "It's funny that

Manufacturers find it funny
that pan masala, which has

committee appointed by the UF govern
ment, in its meeting of September
1997. Last month, it was deci
ded, in principle, to ban these
products on health grounds.

chewing tobacco, were unavailable and the
government had based its report on unsub
stantiated theories. "The government has

no concrete evidence to prove this sector
is directly responsible for
the incidence of oral
cancer. Its decision is

on Food Standards under the
Directorate General of Health
Services (dghs) meets in New
Delhi on April 13, after
which a public ann
ouncement will
be made.

The ban's
triggered by
the govern
ment accumulat
ing substantial evi
dence that non-smo
king tobacco causes
cancer of oral cavities,
pharynx and oesophagus
and also leads to coronary art
ery diseases. The committee also
says it has data to prove that con- '.

|^h>tion of chewing tobacco has
mffeased the incidence of oral cancer

in the country. According to official sta
tistics, consumption has increased tremen
dously over the last decade or so. The indus
try has grown six-fold in five years to reach
around Rs 1,200 crore in turnover in 1997.

Among the studies referred to by the com
mittee is one by the National Institute of

arbitrary," says
Ashok Agarwal of

Dharampal Satyapal
Group, makers of Rajnigandha

pan masala and Tulsi zarda.
But dghs officials say that since

pan masala in India is of recent ori
gin and oral cancer has a long incuba

tion period of 15 to 20 years, any epi
demiological study now would be useless.
Their theory: "Sufficient information is ava
ilable on the carcinogenicity or cancerous

Nutrition, Hyderabad, which states that
pan masala with chewing tobacco, if consu
med for five to seven years, led to oral fibro
sis. Another study by the Regional Cancer
Centre, Thiruvananthapuram, in collabora
tion with Johns Hopkins University of the

20 per cent tobacco
content, is being banned
and not cigarettes which

have 100 per cent tobacco.

nature of two mixtures similar in composi
tion with pan masala containing tobacco—
Mainpuri tobacco and mawa, a tobacco
mix. If these can have a harmful effect on
human beings...pan masala containing tob
acco would have the same harmful effects."

US, showed mutagenic activities—which
could lead to genetic deformities—amongst
users of pan masala, with or without toba
cco. Yet another study by Chittaranjan

a cigarette, which has 100 per cent tobacco
content, is allowed to survive and pan mas-

The other aspect is that the industry emp
loys over 50 million people in its manufac
ture and raw material supply and many
more in its distribution networks. That

National Cancer Institute, Calcutta, revea
led that 31 per cent of malignant cancer
cases were attributable to tobacco.

The prospect of this ban has left manufac
turers of flavoured chewing tobacco fum
ing. The domestic industry, with close to

ala and gutka, with 20 per cent tobacco, is
being banned," says Shree Gopalji Gupta,
MD, Gopal Industries of Gopal zarda. Says
M.M. Kothari, proprietor, Kothari Products,
makers of the popular Pan Parag pan masala
and gutka: "Cigarettes have been proven to

could be too large a number for a bare-maj-
ority Union government to offend. If it fol
lows the committee's recommendations,
there could be serious political repercus
sions. The question now is of priorities. ■

Arindam Mukherjee
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Prodtacti®m=linked
excise levy for pan
masala units soon
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Our Economic Bureau g_S

NEW DELHI ,

After mini-steel rolling mills, the revenue department is propos
ing to target pan masala manufacturers to check excise eva

sion by bringing them under the purview of production linked
method of excise assessment.

Targeting sectors where units are suspected to be evading
excise duty payment, through suppression of their production by
under invoicing, is part of the revenue department’s game plan to
mop up additional revenue for the current financial year.

Production linked assessment of excise is based on the
premise that the excise paid by the manufacturer at the gate
should broadly match the installed capacity of the unit multiplied
by the value of the product

If the company has either under invoiced or suppressed pro
duction, the revenue department believes that it would be reflect
ed when excise inspectors resort to this rough calculation.

The pan masala is an unorganised industry and only a few reli
able estimates are available about its size, production or turnover.
Even Pan Parag, the best known pan masala brand in not listed.

However, the pan masala business is roughly estimated to be a
Rs 500 crore industry, localised to the Uttar Pradesh belt, with a
large number of units operating in this sector estimated to be
evading tax payments.

Mini-steel mill and ingot manufacturing units were the first sec
tor to be brought under the purview of production linked mode of
value assessment of excise duty payment

The industry is also localised and is concentrated around the
Delhi belt Here too, the revenue department suspects that the
manufacturers have been suppressing production by under invoic
ing to evade excise duty payment.

The revenue department is looking at various alternatives to
raise duty collections primarily on account of the across the board
rate cuts effected by the 1997-98 budget, combined with an indus
trial deceleration which is not expected to clear- before the second
quarter of the current financial year.

“We are now looking microscopically at excise evasion,” rev
enue department sources said.

The MRP is the other mode of assessment being implemented
by the revenue department to check excise evasion.

The revenue department has notified a number of- sectors,
including cosmetics and toiletries, footwear, aerated “water and
television manufacture under MRP. w >
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Should gutka be banned? Yes, says a majority
Chewing tobacco and pan masala have been linked with OSF, a mouth disease that could lead to oral cancer. Till recently the condition was restricted to the elderly. Today,

eight out of 10 new cases involve people under 35, many of them still teenagers. An expert committee has called for a ban; the government is reportedly working on
a notification. Clearly, the dangers cannot be ignored.

Beginning a series of surveys on issues of compelling national interest, the Sunday Times initiated a wide-ranging, scientific opinion poll to gauge public feelings on whether
the ban is necessary, fair or even feasible. Adding the full health picture to the findings, we present a comprehensive Special Report on a serious matter to chew on

By K. Balakrishnan and
G. V. L Narasimha Rao

THE consumption of pan
masala and gutka (flavoured
mixtures of supari. lime,

chewing tobacco and spices) has
increased phenomenally in the

evidence that these products are
highly carcinogenic, and are
responsible for the increasing inci
dence of oral submucous fibrosis
(OSF) and oral cancer.

Pan masala by itself (without
chewing tobacco) has been shown
to have 'high mutageneity', and

I Between pan masala and e
bidi/ cigarette, which s

do you consider
more harmful ?

Pan

oth
5%/^ Treat them

the same
way

Cigarette/ masala/
I bidi nirtka

16% ’7*
00

Don't
Neither Know
6% 6%

Are you tn favour of similar J! "ot a ban' T°u in,fav0“r °f
ban on cigarette I bldi? discouraging consumption o pan

8 m itkg through high taxes
on advertising ?

YES
NO
CANT SAY
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country over the last decade or so
— particularly after these prod
ucts were made available in small
5ml pouches. And. concomitantly.
there has been growing concern
over the accumulating scientific

gutka (pan masala with tobacco)
even more so. And clinical studies
suggest that use of these products
leads more readily to OSF and oral
cancer than the traditional betel
quid with tobacco.

OPINION POLL

TIMES
ADITYA BIRLA GROUP

So much so that an expert com
mittee appointed by the central
government (headed by Dr S P
Agarwal, Director General of
Health Services) has recommend
ed a comprehensive ban on the
manufacture and sale of these
products and. reportedly, the gov
ernment has readied a notification.

The imminence of a ban has had
manufacturers of pan masala and
gutka crying foul.They cite the dis
tress that will be caused to the mil
lions of farmers and workers
dependent on this industry for
their livelihood and they also see
the hand of the powerful MNC-
dominated cigarette industry
behind this move since the growth
of the “smokeless’’ chewing tobac
co products has cut into the mar
ketshare of cigarettes.

What do the consumers and the
public at large feel about this

issue? An opinion poll conducted
for The Times of India in eight
metropolitan cities across the
country brings up some very inter-

The Times Adrtya Blria Group Opinion PoH was ducted by Development & Research Services (DRS)among a sample of 2062 aoufis n e gn metropottan afes on April 25 and 26.

esting results.
The survey shows that 36 per

cent of the respondents (48 per
cent of the men and 18 per cent of
the women) have at some time

consumed pan masala or gutka.
More significantly, in 46 per cent

of the households someone is a
regular consumer of these prod
ucts. This proportion, of captive

consumer households, is highest in
Ahmedabad (at 85 per cent), is 65
per cent in Patna, 62 per cent in
Lucknow and is the lowest in
Delhi where it is 31 per cent.

The poll clearly brings out the
high level of awareness and con
cern among the metro population
of the health hazard posed by
these products. A large majority
(69 per cent) of the respondents
favour a complete ban on them.

The sentiment favouring a ban
is highest in Bangalore (86 per
cent) where the consumption
level is relatively low but. signifi
cantly, even in high-consumption
cities a large majority are in
favour of a ban: 82 per cent in
Lucknow. 78 per cent in Patna
and 69 per cent in Ahmedabad. In
Calcutta, only 51 per cent favour
a ban while 36 per cent are
against it.

The adverse impact a ban is
likely to have on the livelihood of
lakhs of people (tobacco and are-
canut farmers, workers in manu
facturing units, distributors and
panwalas) was brought to the
attention of the respondents.
Despite this, 52 per cent of the
respondents are firm in their
opinion that an immediate ban is
desirable, while 19 per cent feel
the ban can be phased out over a
period of two to three years to
enable farmers to switch to other
crops and for manufacturers and
workers to shift to other occupa
tions. There is a great measure of
support for incentive schemes for
farmers, manufacturers and
workers to enable them to switch
to other crops and occupations
smoothly.

In case a ban is not imposed. 55

per cent of those polled would
favour discouraging consumption
of pan masala/gutka through
mandating prominent statutory
warnings, ban on advertising and
heavy taxes — just as in the case
of cigarettes.

Help them shift to
other occupations
Even though millions of farmers
and workers might be affected.
most favour a ban...

phased ban

..but they are in favour of
incentives to affected groups to
shift occupations:

49% favour incentives to
manufactivers to shift to
other businesses; j

66% favour incentives to
farmers to sfaft to
other crops; and

TOt Graprx. seexn

72% favour incentives to
workers to shift jobs.

Are pan masala and gutka
more harmful than cigarettes and
bidis. and is a.differential treat
ment between them justified? A
clear majority feel they are equal
ly harmful and that a ban. if
imposed, should extend to
cigarettes and bidis too.

A significant finding of the
study: Women are much stronger
votaries of a ban on pan
masala/gutk# along with
cigarettes and bidis — about 75
per cent of the women favour a
comprehensive ban compared to
55 per cent of the men.
The survey was carried out for
The Times of India by
Development & Research
Services, the Delhi-based public
opinion polling agency, in the
eight metropolitan cities of Delhi.
.Mumbai, Calcutta, Chennai.
Bangalore. Ahmedabad.
Lucknow and Patna. In each city,
200 to 300 adult respondents
were interviewed following a
stratified random sampling pro
cedure. In all. 2,062 respondents
were interviewed in households
with the help of a structured
questionnaire on April 25 and 26.
The findings are subject to an
error margin of plus or minus 3
per cent.

iThis is the first of a series of opin
ion polls that have been planned
on important national issues. The
opinions expressed in this survey^
are entirely those of the respon-'X
dents in metro cities who were'T
carefully selected according to a ’
scientific sampling procedure.-*
They are not to be attributed to'
this newspaper or to the sponsor) '
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clarify stand ( ,,,
on ‘gutka ’ trade

' By A Staff Reporter"^^

MUMBAI: The Mumbai Bidi Tamba-
khu Vyapari Sangh has demanded
that lite state government clarify its
position on the proposal to ban the
sale of gutka in Maharashtra. i

Although state health minister
Daulatrao Aher has made several an- I
nouncements about the proposed t
ban, no legislation has been introdu- I
ced so far. As a result, retail traders
were often harassed for selling the :
item, the Sangh said.

"We do not oppose the ban. But
we have continued to sell gutka
because the state government’s posi
tion is unclear. However, several
people have demanded money from

, I retail traders by threatening to report
J them for continuing to sell gutka,"

said Sangh president Sharad Rao. He
i said the state had banned only three

gutka brands so farbut the public be: —
lieved there was a blanket ban on
gutka.

The Sangh will hold a demonstra
tion in the city on Thursday to press

i- its demand. A delegation will meet
deputy chief minister Gopinath
Munde. If their demands are not at
tended to, around 20,000 retail tra
ders in the city start boycotting Goa :
gutka, Mr Rao said. There are around i
35,000 gutka outlets in the city, he ;
said.

Mr Rao also demanded that gutka
manufacturers provide bills to the re
tailers. He claimed that when adul
terated gutka packets were detected,
the government lodged proceedings
against retailers. "Since they have no
bills to pin the blame on manufactur
ers, the retailers are made scape
goats,” said Mr Rao.

When asked how many cases had
been lodged against retailers so far,
Mr Rao said that only around eight
cases had been lodged so far and that
too by the weights and measures de
partment.

Mr Rao also said that workers from
the Brihanmumbai Electric Supply
and Transport Undertaking (BEST)
would hold a dharna on Wednesday ’
to press for Diwali bonus.
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Carcinogenic potential of some Indian tobacco
products
SUMATI V. BHIDE

Cancer Research Institute, Tata Memorial Centre, Bombay, India

Although there is epidemiological evidence to link tobacco use with oral cancer in India, the
carcinogenic potential of tobacco products has not yet been established in long-term bioassays. In
a study conducted in animal systems with tobacco products commonly used in India, we conclude
that (i) certain tobacco products used in India arc carcinogenic to animal systems; (it; the carci
nogenicity is enhanced by a commonly used herbicide ’nd by chillie extract; (iii) betel quid con
taining tobacco extract is less harmful than an extract of tobacco alone; and (iv) bidi smoke con
densate is also carcinogenic. Il is suggested that various modulatory factors mayj^e involved in
oral < arcinogcncsis, and the identification of such factors constitutes an important means of reduc
ing die risk from tobacco.

INTRODUCTION
Tobacco habits arc prevalent in all sections of
Indian society, and most consumers begin use
at an early age and continue for several dec
ades. 'flic dynamics of tobacco use in the pop
ulation is described in an earlier paper (sec
Bhorslc id al., this volume). Tobacco habits in
Indir include smoking of cigarettes, bidis, chut-
las, c'silum and hookli. Tobacco is also chewed,
gene 'ally with slaked lime or in a betel quid. In
rural areas, tobacco is also used as a toothpaste
in the form of gudhaku and mishri. The latter is
a py -olysed product used initially for cleaning
teeth but which becomes a habit, especially
amotg v.omen in Maharashtra (1). Several
tobacco-containing toothpastes (creamy snull)
have become available commercially and are
becoming increasingly popular. Tobacco is
also used or inhalation as snuff by a small
minority of older people.

A link between tobacco chewing (in betel
quit) and oral cancer was suspected as early
as 1 .402 (2), and this was subsequently confirm
ed (3); however, the carcinogenic potential of

such tobacco products has not yet been estab
lished in long-term bioassays. We report here
on the carcinogenic potent1".! of some Indian
tobacco products in mice, rats and hamsters.

MATERIAL AND METHODS
Experimental animals: Ei8ui-week-old male
Swiss mice, 8-week-old male Wistar rats and
8-week-old, male Syrian golden hamsters were
treated with various extracts, as described
below. Animals were maintained at 20 ± 1°C
and fed standard laboratory diet (4). They
were treated with the preparations described
below.

Preparation of products and extracts

Tobacco extract: Pandharpuri brand of chew
ing tobacco (Nicotiana rustica) was purchased
from a local market and an ethanol extract was
prepared by the method of Shah et al. (4).

Betel quid with tobacco: A water extract
of a quid containing two Piper belle leaves, 1 g
areca nut, a pinch of catechu, slaked lime and
4 g tobacco was prepared by the method of
Shirname et al. (5).
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Tobacco plus benzene hexachloride: In order to
simulate the human situation, 50 g tobacco
were mixed with 100 ml saliva obtained from
normal, healthy subjects with nd tobacco
habit. The mixture was diluted in distilled
water and Hash-evaporated to obtain a viscous
fluid, which was mixed with mouse diet and
with 0.625 g benzene hexachloride, a common
herbicide, to a final concentration of 125 ppm.

Chillie extract: Chillies, (Capsicum annum and
C. Jrutescence), often used in the Indian diet,
were extracted by the method of Nagabhushan
and Bhide (6).

Mishri: Mishri was prepared as described
previously (see paper by Bhonsle et al., this vol
ume). An extract was prepared by the method
of Kulkarni ct al. (7) and evaporated to dry
ness. The residue was dissolved in acetone
to give a total of 1 or 2.5 g mishri in 20 pl of
acetone.

Bidi smoke condensate: A solution of bidi
smoke condensate in dimethyl sulfoxide was
prepared as described by Shirname et al. (8).

Snuff. One popular brand of crude nasal
snuff and one of scented nasal snuff were
suspended in liquid paraffin for topical ap
plication.

Treatments: Eight independent experiments
were carried out using the products described
above.

(i) In the first experiment, 20 male Swiss
mice were fed extracts of tobacco or betel quid
with tobacco by gavage, five days per week for
16 months. At the end of this period, animals
received only a normal diet and were observed
until death. Controls received distilled water
by gavage and a normal diet, (ii) In the second
experiment, 20 Swiss mice received a diet con
taining 50 g tobacco per kg diet until they were
20 months old. Both the diet and drinking-
water were given ad libitum. At the end of treat
ment, they were returned to a normal diet
and obscived until death. Controls received a 

normal diet only, (iii) A further group of 40
Swiss mice received the diet containing to-
bacco/saliva extract and benzene hexachlo
ride ad libitum to the age of 18 months. At the
end of treatment, they were returned to a nor
mal diet and observed for life. Groups of 40
mice receiving only 125 ppm benzene hexa
chloride or only the tobacco/saliva extract or
normal diet were used as controls, (iv) A group
of 25 BALB/c mice received tobacco extract in
the diet and chillie extract in drinking-water (1
mg capsaicin/ml) ad libitum until the age of 18
months, after which time they were observed
until death. Control groups of 25 mice received
only tobacco extract or only chillie extract, (v)
Groups of Swiss mice, Wistar rats and Syrian
hamsters consisting of 30 animals in each
group were fed diets containing 10% mishri
for 20 months, after which time they were
returned to a normal diet and observed until
death, (vi) Groups of 30 Swiss mice and Swiss
nude mice, a mutant strain that is highly sensi
tive to skin carcinogenesis (9), were painted on
the back skin with 2.5 mg mishri extract once a
day for five days per week until they were 20
months old and were observed until death.
Mice receiving acetone or no treatment served
as controls, (vii) 20 Swiss mice were given 1
mg bidi smoke condensate by gavage once a
day on five days per week for 35 weeks, then
observed until death. Controls received either
0.1 ml dimethyl sulfoxide or no treatment.
(viii) Groups of 20 hamsters were treated top
ically on the cheek pouch epithelium with 20
mg crude or scented snuff on five days per
week for a period of 21 weeks, at which
time they were sacrificed. A positive control
group of 20 hamsters received 7,12-di-me-
thylbcnz[a]anthracene (DMBzk), a standard
carcinogen, and a further control group re
ceived no treatment.

Histological methods: All the control and
treated animals from different groups were
killed by cervical dislocation and dissected
carefully. Lung, liver, kidney and other grossly
abnormal tissues were fixed in 10% formalin. 
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processed by routine histological techniques
and embedded in paraffin. Paraffin sections, 6
pm thick, were cut and stained with haematox
ylin and eosin for microscopic examination.

RESULTS
Tobacco extract administered to Swiss mice by
gavage or in the diet induced lung and liver 

carcinomas in 10/20 and 8/18 treated animals,
respectively (Table 1). Only one mouse in the
control group developed a lung tumour. The
extract of betel quid with tobacco was less
tumorigenic; however, simultaneous treatment
with benzene hexachloride or with chillie en
hanced the tumorigenic effect of tobacco. In
animals treated with tobacco extract + BHG,

Tumour incidence in Swiss and BAI.Bic male mice treated with betel quid and tobacco (BQT), tobacco IT) alone or in
combination with benzyl hexachloride (BHC) or with chillie

Table 1

Group Effective 'rumour incidence (months) Total
no. of tumour
mice Route 9-14 15-20 21-25 incidence

Swiss
Untreated 20 0/6 1/14 1/20 (5%)
BQT 18 Gavage 1/10 3/8 4/18 (22%)
T 20 Gavage 8/15 2/5 10/20 (50%)
T 18 Diet 8/18 8/18 (44%)
T+BHC 40 Diet 14/20 20/20 — 34/40 (85%)
BHC 35 Diet 0/10 7/9 14/16 21/35 (60%)

BALB/c

T 15 Diet 0/6 2/9 — 2/15 (13%)
T+chillie 15 Diet 0/3 4/12 — 4/15 (27%)

Drinking-
water

Untreated 20 — 0/6 1/10 — 1/20 (5%)
Chillie 23 Drinking- 2/14 0/9 — 2/23 (9%)

water

“Number of mice that surviv•ed beyond cright months

Table 2

Lung and stomach papilloma incidences in mice, rats and hamsters kept on 10°/o mishri diet

Species Treatment .Age group (months) Total
tumour

12-18 19-25 incidence

Mice Untreated 1 lung 3/27 (11%)
2 stomach

Mishri 2 lung 14/26 (54%)
12 stomach

Rats Untreated 0/6 0/19 0/25
Mishri 2/6 8/21 stomach 10/27 (37%)

Hamsters Untreated 0/6 2/20 stomach 2/23 (9%)
Mishri 3/10 9/18 stomach 12/28 (43%)
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Table 3
lesions induced by daily painting 0/ mishri extract on the hack skin of Swiss and Swiss nude mice

strain Treatment Incidrnee of lesions Total
tumour

incidenceHyperplasia Piipilloma Carcinoma

Swiss Acetone (20 Ail) 8/30 (27%) 0 0 0
Mishri (2.5
mg/day)

14/30 (47%) 0 0 0

Swiss nude Acetone (20 /xl) 19/23 (83%) o 0 0
Mishri (1 mg/day) 13/21 (61%) 6 1 7/21 (33%)
Mishri (2.5
mg/day)

9/17 (53%) 6 0 6/17 (35%)

Table 4
Tumour incidence m .Syrian golden hamsters treated with snuff inhalation

Group of
animals

No. 1’apilloma Papillomas per hamster

Check pouch Stomach 0.5-1.0 mm 1-1.5 mm 2-4 mm Total

Untreated >
DMBA 20 10/15 (66% ) 15/15 (100%) 9.9 6.8 — 16.7Crude snulf 20 0/20 17/20 (85%) 12.7 1.0
.Scented snuff 20 0/20 15/20 (75%) 6.7 1.5 1.0 9.2

hepatocarcinomas were observed, and the
increase in tumour incidence was significant
(p<0.05). In die tobacco + chillic group, an
increased incidence of lung adenocarcinomas
was observed (p<0.1).

Eceding of 10% mishri in the diet to mice,
rats and hamsters increased the incidence of
papillomas in the lung and stomach in all the
three species over those in controls (Table 2).
Mishri extract induced skin papillomas in
Swiss nude mice but not in Swiss mice, al
though hyperplasia was seen in 14/30 animals
(Table 3).

Neither type of snuff induced cheek-pouch
papillomas in treated hamsters, but foresto
mach papillomas were observed in 17/20 and
15/20 animals (Tabic 4).

Among BALB/c mice treated with bidi
smoke condensate, 7/15 developed tumours,
two of which were carcinomas (one of the 

stomach and one of the oesophagus). The
other tumours were four liver haemangiomas
and a papilloma of the stomach. No tumour
was seen in controls.

DISCUSSION
We have demonstrated the carcinogenicity to
experimental animals of an extract of the
tobacco commonly used for chewing in India,
and have shown that the carcinogenicity is
enhanced by a commonly used herbicide (ben
zene hexachloride) and by chillic (a common
component of the Indian diet). The finding
that the extract of betel quid containing to
bacco was less’ carcinogenic to mice after
gavage than tobacco extract may be attributed
to a chemopreventive effect of betel leaf and
catechu, two important constituents of betel
quid, which are proven antimutagens (10,11).
Betel leaf has been shown to be anticar- 

cinogenic as well (12); Mishri appears to be a
weak carcinogen, since it induced only benign
tumours in the skin of mice and in the forcsto-
mach of r.ticc, rats and hamsters. We further
found hamster cheek-pouch mucosa to be more
resistant than forcstomach mucosa. Bidi smoke
condensate induced two carcinomas, one of
which was in the oesophagus. These data indi
cate the carcinogenicity of many of the tobacco
products used by the Indian people.

The carcinogenicity of cigarette smoke,
which contains two major classes of car
cinogens, namely polycyclic aromatic hydro
carbons and tobacco-specific N-nitrosamincs
(TSNA), has been adequately proven (13-15);
we report here on the carcinogenicity of bidi
smoke condensate. Bidi smoke is reported to
contain both polycyclic aromatic compounds
as well as TSNA (16,17). The carcinogenicity
in experimental animals of smokeless tobacco
products used in the USA and Europe has also
been reported in recent years (13,18), and we
reported earlier on the carcinogenicity of chew
ing tobacco in mice (4) and the presence
of polycyclic aromatic hydrocarbons and
TSNA in snuff, which arc initiator and pro

moter types of compounds, respectively (16,17).
Tobacco used for chewing, in the crude or
in processed form, contains considerable
quantities of TSNA (19,20). two of which,
N-nitrosonornicotine and 4-(methyl-nitro-
samino)-l-(3-pyridyl)-l-butanonc (NNK), are
potent carcinogens in mice, rats and hamsters
(18,21). These two compounds induce tu
mours in lung, liver and stomach; however,
relatively few tumours are observ.d in the oral
mucosa. Recently, we succeeded in inducing
cheek-pouch tumours in hamsters by adding
hydrogen peroxide simultaneously with NNK;
in vitro, peroxide radicals appear to be formed
transiently in the oral cavity during the chew
ing of tobacco (22).

Although the oral mucosa of tobacco
chewcrs is bathed in saliva containing TSNA
(74-440 /xg/day), other modulatory factors,
such as spices, nutritional status and concur
rent exposure to other carcinogens (through
air, water and occupation) may influence
transformation of the normal oral mucosa to
malignant tissue. The identification of such
modulators is an important aspect of reducing
the cancer risk of tobacco users.
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The Public Health Importance of Tobacco Control
The Case of Chewed Tobacco (Gutklia, Pan Masala, Zarda etc.)

A Review of events in India *

Health Impact:
Regular habitual tobacco chewing of 4-5 packets per day, over several years,
results in gingivitis, leukoplakia, erythroplakia, and oral submucuous fibrosis
(OSMF). These effects occur even within 3-5 years with later progression in 5-
8% of cases to oral and throat cancer.

These cause-effect relationships have been extensively studied and substantiated
by credible institutions, such as the Mumbai Preventive Oncology Dept, of the
Tata Memorial Hospital; the Tata Institute of Fundamental Research, Mumbai
which studied over 300,000 oral cancer patients country wide, over a 30 year
period; Nanavati Hospital, Mumbai; Regional Cancer Institute, Trivandrum;
Chittaranjan National Cancer Institute, Calcutta; Cancer Research Hospital,
Kancheepuram; Chennai Government Dental College; among others.

Public Health Dimensions:
The production, sale and use of chewed tobacco in India has increased,
particularly during the past two to three decades. There is no stigma, but in fact
positive social sanction, for the use of chewed tobacco. It is popular among
women and men, and even used by children.

Epidemiological studies reveal a shift in the age group affected by oral
submucous fibrosis over two decades, from those above 40 years progressively to
younger persons between 25-35 years. This disabling disease, that is incurable,
results from a thickening of the inner lining of the mouth. A ten-fold increase in
incidence is noted, over the past 30 years, and is described as an epidemic
growing in front of our eyes.

Oral cancers account for 18-20% of cancers in India and are mainly tobacco
induced. India has the second highest incidence of oral cancer.

by Dr. Thelma Narayan, Community Health Cell, Bangalore.
Sources of information include newspaper reports during the concerned periods.



EQ. Legal Action :

1. Following public debate and representations from consumer and citizen’s groups
etc., a statutory Central Committee for Food Standards (CCFS) was constituted in
1994, under the Prevention of Food Adulteration Act (1954)*,  during the Prime
Ministership of Sri P. V. Narasimha Rao, to go into “the use of chewing tobacco in
pan masala and gutka and its effects on public health”. At its fourth meeting on
November 26-27, 1997, based on a comprehensive review paper prepared by the
Indian Council.of Medical Research (ICMR), and on scientific evidence from
other research institutions, the Committee recommended a ban on the
manufacture, sale, distribution and storage of chewed tobacco (gutka, pan parag
etc.).

2. The Director General of Health Services, who had chaired the expert committee,
sent a communication to the State and Union Territories for a massive educational
and public awareness campaign. There is not much evidence that this has trickled
down to the field.

3. Based on the CCFS Report, the Government of India initiated work towards
amending the PFA Act 1954. This was not taken to “fruition”, as there was a
change in the government.

4. It is useful to remember that the earlier ban on tobacco toothpaste was legally
challenged. Despite the Supreme Court upholding the ban in 1997, tobacco
toothpaste was reportedly still available in December 1997.

5. Rulings by the Rajasthan High Court (in early 1997), and by the Aurangabad
Court in May 1997 (following a PIL by a consumer activist), have also asked for a
total ban on gutka.

6. Kerala State had a different process. Following a campaign and social ban called
for by NGOs, a particular Gram Panchayat of Pallipuram exercised its power and
banned the sale of gutka, pan parag, etc. on 4.2.1997. North Paravoor
Municipality in Emakulam District also banned the sale of chewed tobacco
products. This, was followed by Kalamasseri Municipality in Emakulam district.
The above 3 instances were preceded 2 years earlier (1995) by Koolimad Village
Panchayat of Kozhikode which banned sale of all tobacco based products.

Later in 1997 the larger Kochi Municipal Corporation banned the sale of pan
masala and gutka, followed by the checking of shops/ kiosks/ outlets by health
inspectors and food inspectors. Under the ban, cancellation of trade licences and
seizure of goods are to be undertaken.

* Under the prevention of Food Adulteration (PFA) Aet; 1954, the government is empowered to ban the
sale of substances injurious to health, when used as food or as an ingredient of food.
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In Kerala, the apex body of the merchant community, the Kerala Vyapari
Vyavasai Ekopana Samiti was reportedly supportive of the move even at the cost
of a loss of profit, because of a sense of “social responsibility”.

This public debate, public action and action by local bodies, concerning tobacco
use, has been taking place for more than five years, setting the societal context for
the Kerala High Court Judgement of 1999 banning smoking in public places,
which is to be implemented on a State wide level. •'

7. The chewed tobacco industry has challenged and opposed the proposed measures
for control, through the All India Pan Masala and Tobacco Manufacturer’s
Association, the Zafrani Zarda Manufacturer’s Association and by farmers’
lobbies. They ask for further evidence or proof of direct link between use of the
product with cancer through a countrywide survey. Issues concerning
employment, revenue and appeals to swadeshi sentiments are raised. Proposed
actions against chewed tobacco are attributed to be instigated by the smoked
tobacco'lobby as an internal competition, and also by MNCs in an attempt to
“snuff out” domestic industry.

In mid 1998, the organised and unorganized sector of the Gutka Trade reportedly
accounted for an annual turnover of Rs 2000 and Rs 3000 crores respectively.
Imposition of a country wide ban would potentially effect 400 manufacturers of
branded gutka and pan masala, who are estimated to control 65% of the market,
and to employ 10,000 persons in India. Instances of different companies cited in
Maharashtra show that the revenue generated to government is low, with most of
the income being undeclared. The number rendered jobless was also small, who
could be accommodated elsewhere, e.g.

Rahul Fine Products,
Johnny Walker Tobacco,
Sanket Food Products,

Rs 2 lakhs revenue, 74 employees
Rs 20 lakhs “ 65
Rs 7 lakhs “ 46

(Source-Indian Express 12/10/97)

The Maharashtra FDA Commissioner had recommended a ban on gutka and the
Govt, of Maharashtra had written to the Central Govt, in July 1997 recommending
a ban on gutka.

Conclusion
A cost benefit analysis is often used in decision making. While the costs to the
industry are often mentioned in news items, the direct and indirect costs of illness
to persons, households and health institutions need to be considered. Intangible
costs of suffering are important components that we as informed citizens and
concerned policy makers also need to consider. Would we like to subject our
loved ones to these risks?

-3-
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Review Article

Is pan masala-CQntairiuig tobacco carcinogenic?

KISHORE CHAUDHRY

ABSTRACT
Background. Pan masala-containing tobacco (PM-T) was

introduced in the Indian market during the 1970s. It is a mixture
of areca nut, tobacco, lime, catechu and spices. Despite mounting
evidence of health hazards of tobacco, tobacco manufacturers as
well as policy-makers often seek evidence regarding the carcino
genicity of newer tobacco mixtures such as PM-T.

A. Methods. All the studies on pan masala (with or without
^^obacco) listed on MEDLARS, and the studies known to the

expert committee on the subject constituted by the Directorate
General of Health Services, were reviewed. The studies on
individual components and PM-T like substances were also
reviewed. The interpretation of carcinogenicity of PM-T has been

' made, based on studies on (i) PM-T; (ii) PM-T like mixtures; and
(Hi) the effect of individual ingredients of PM-T and the likely
effect of their combination.

Results. Studies on Chinese hamster ovary cells and Ames test
indicate that PM-T is mutagenic. There is limited evidence that it
may be carcinogenic to animals. The proportion of areca nut and
tobacco in PM-T is in between the proportion of these substances
in two known tobacco-areca nut mixtures of India (Mainpuri
tobacco and mawa). Studies on Mainpuri tobacco indicate that it
is carcinogenic, while literature suggests an association between
mawa use and oral submucous fibrosis.

Conclusion. Human studies on PM-T like mixtures and the
limited studies on PM-T suggest that PM-T is likely to be carcino
genic.

Viatl Med ] India 1999;12:21-7

INTRODUCTION
Betel quid chewing is an ancient, socially acceptable habit in
India. This has helped in popularizing tobacco chewing practices.
The introduction of pan masala in 1975 offered an easy way to
carry the mixture which removed the inconvenience of its prepa
ration. The increasing popularity of pan masala helped in intro
ducing pan marda-conlaining tobacco (PM-T). In 1994, in Agra
and Mainpuri regions, 52 brands of pan masala and 47 brands of
PM-T were available. Thirty-five brands of pan masala were
found to be popular among children. Twelve companies sold pan
masala without a brand name. Pan masala (with or without
tobacco) is available in tins as well as in small sachets. The sachets
generally contain 3-5 g of the mixture. However, some brands
have 2 g and 10 g packs as well. The price of these sachets varied

Indian Council of Medical Research, Ansari Nagar, New Delhi 110029,
India
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from Re 0.25 to Rs 2.25 in Agra in 1994 (Lahiri VL, unpublished
data, 1994).

Despite mounting evidence of the health hazards of smokeless
tobacco, evidence is sought (especially by tobacco manufacturers
and policy-makers) regarding the carcinogenicity of nev/er mix
tures of tobacco. Human studies arc the most important evidence
for deciding the carcinogenicity of any substance, which means
that to prove such an association one would have to follow up the
users for a long time after introduction of these substances, or wait
for 15-20 years to initiate case-control studies. Such an approach
is against the principles of prevention. Therefore, it is important
that the existing data are analysed for the possible health hazards
of newer formulations of tobacco.

METHODS
This paper was prepared to help an expert committee of the
Directorate General of Health Services, New Delhi, to decide on
the health hazards of PM-T. All the studies on pan masala (with
or without tobacco) listed on MEDLARS, and the studies known
to the members of the expert committee were reviewed. The
studies on individual components of PM-T and PM-T like sub
stances were also reviewed.

CONTENTS OF PAN MASALA
The contents of pan masala vary from brand to brand and the exact
details about their contents are closely guarded secrets. Three
types of pan masala are available in the Indian market—plain pan
masala; sweet pan masala; and PM-T. The constituents listed on
the packets of various pan masalas include areca nut, catechu,
lime, sandal oil, menthol, cardamom, flavours, spices, aniseed,
sugar, waxes, oil seeds, colours, etc. Thus, pan masala has all the
ingredients of betel quid except the betel leaf and some additives
which are occasionally used in betel quid. Dry dates replace most
of the areca nut in sweet pan masala. PM-T contains tobacco in
addition to varying proportions of substances found in pan
masala. On washing, pan masala has been found to have soft
wooden particles other than areca nut (Lahiri VL, unpublished
data, 1994). Areca nut forms about 80% of pan masala; catechu
about 10%; lime about 1% of weight; and the remaining 9%
includes various spices.1 Areca nut also accounts for about 70%-
80% of the weight of PM-T.2

The long shelf-life of pan masala is achieved by keeping the
mixture free of moisture. The manufacturing process of pan
masala involves cutting the areca nut into small pieces and drying
it in ovens, till all the moisture evaporates. All the ingredients are
then mixed manually or with the help of mixers. The mixture is
immediately packed and sealed.

Other mixtures of tobacco, areca nut and slaked lime
Although PM-T was introduced in the 1980s, mixtures of areca 
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nut, lime and tobacco (with or without additives) have been
popular for a long time in different parts of India. Mainpuri
tobacco is a mixture of mainly tobacco with finely cut areca nut,
slaked lime, camphor and cloves? However, the shelf-life of this
mixture is about 10-15 days, after which it is not used, due to a
change in colour, even though the manufacturers believe that it
has the same effect. For this reason, the consumption of Mainpuri
tobacco is limited to the Mainpuri district of Uttar Pradesh and
areas around it

Mawa is a mixture of 5-6 g of areca nut shavings, 0.3 g of
tobacco and a few drops of watery slaked lime. The mixture is
placed on cellophane and tied with a thread into a ball. Just prior
to. its use, the packet is rubbed vigorously to homogenize the
contents, and a portion is rubbed on the palm and then chewed?
The use of mawa is popular in Gujarat, but it is also prevalent in
other regions of India.

Chemical analysis of pan masala
Chemical analysis of five common popular brands of pan masala
showed the presence of polyaromatic hydrocarbons, nitrosamines,
and toxic metals such as lead, cadmium and nickel? Another
analysis of four brands of pan masala and three brands of PM-T
showed the presence of polyaromatic hydrocarbons and residual
pesticides, with wide variation between different brands. In this
limited experiment, the variations did not seem to be due to the
presence or absence of tobacco (National Institute of Occupa
tional Health, Indian Council of Medical Research, Ahmedabad,
unpublished data, 1989).

HEALTH HAZARDS OF PAN MASALA WITH TOBACCO
Human observations of the health hazards of pan masala (with or
without tobacco) are not available. Some studies on its in vitro
mutagenic and genotoxiepotential, and a few animal studies have
been reported. PM-T contains a known carcinogen—tobacco.
Areca nut, the major ingredient, is suspected to be associated with
oral cancer and submucous fibrosis (a pre-cancerous condition).

Information on the use of PM-T in the community is not
available. As the consumption of PM-T increased during the late
1980s, it is possible that the proportion of persons currently using
PM-T alone, for a period longer than the incubation period of oral
cancer, may be small. Due to the long incubation period of oral
cancer, epidemiological studies may not show any association
between PM-T and oral cancer (even if it exists), unless the
incubation period of the mixture is shorter than betel quid contain
ing tobacco.

The main ingredients of pan masala, mawa and Mainpuri
tobacco are areca nut and tobacco, though their relative propor
tions may vary in these mixtures. The proportion of areca nut and
tobacco in PM-T is somewhere between that of mawa and Mainpuri
tobacco. Lime is added to all the three mixtures. Presence of
catechu in PM-T is a variation. Catechu is known to liberate
tannins and polyphenols? Since PM-T is likely to encompass the
health hazards which are present in both mawa and Mainpuri
tobacco, a comparative study of all these substances would be in
order to determine the health hazards of PM-T. Thus, the likely
health hazards of PM-T to human beings in this review have been
based upon studies on (i) PM-T; (ii) PM-T like mixtures; and (iii)
the effects of individual constituents of PM-T and the likely effect
of their combination.

ANIMAL STUDIES
Very few studies’-8 have been reported on the effects of pan 

masala (with or without tobacco) in animals, and there is onlyone
study on PM-T and carcinogenesis.

Sinha’ applied 0.5 g of PM-T in paste form on alternate days
for six months on the entire buccal mucosa of 21 albino rats
weighing 150-200 g, excluding two periods of two weeks each
following the biopsy. Biopsies of the buccal mucosa were taken
from both cheeks (by microlaryngeal biopsy forceps on one side
and punch biopsy forceps on the other side) at the beginning of the
study and every 2 months thereafter. The histological findings
were compared with a control group of 14 albino rats. Fibronectin
levels in serum and biopsied tissue (by combining 3 samples due
to small amount) were also measured in both the groups. The
proportion of animals with hyperkeratosis, oedema and increased
vascularity in both the groups was not significantly different at
any time during the study. Papillomatous changes were observed
in 4 rats in the experimental group after 2 months, and in only 1
rat after 6 months. Such changes were not observed in the control
group. Dysplasia was seen in 7 (3 moderate and 4 mild) of the 18
slides examined after 2 months. The number of animals with dys
plasia gradually increased, and by the end of the study, 20 out of
21 animals showed dysplasia (6 severe, 9 moderate, and 5 mild).
In contrast, 2 out of 14 controls showed mild dysplasia. Compared
to controls, there was a significant decrease in the tissue levels and
increase in serum levels of fibronectin in the experimental group.
A previous study8 had shown that the development of carcinoma
in the hamster buccal mucosa pouch model was preceded by
hyperkeratotic, dysplastic lesions which were similar to the dys-
plastic leukoplakia of humans.

Painting 1 g of pan masala in the oral cavity of albino rats on
alternate days for 6 months also resulted in a mild-to-moderate
loss of nuclear polarity, and increase in keratoses, parakeratoses,
inflammatory cell infiltration and vascularity, as compared to
controls? The increase in mitotic figures was statistically not
significant and no definite changes in the pigmentation of atypical
cells were seen. Submucosal collagen increased steeply and
steadily throughout the study period and at the end of 6 months, t
88% of biopsies showed thickened and condensed submucosal
collagen, suggesting submucous fibrosis. Although the compari
son at the end of six months of intervention was statistically signi
ficant, the trend of increasing percentage positivity with time was
observed only for submucosal collagen and vascularity. In this
study, the effect of local injury as a confounder on these two
parameters cannot be ruled out, as the biopsy quantum was more
and the duration between the biopsies was less than that in the
experimental group.

Earlier studies have suggested that the combined effect of an
extract of tobacco and areca nut mixture on hamster cheek pouch
is likely to be more than their individual effects. Suri et al.'°
showed that the development of leukoplakia and tumours in the
buccal pouch mucosa of male golden Syrian hamsters was faster
after the application of a dimethyl sulphoxide (DMSO) extract of
a 2:1 mixture of tobacco and areca nut, compared to the extract of
the individual substances. The extent of growth of tumours was
also greater after application of the extract of mixture. Ranadive
et al.1' reported cheek pouch malignancy in male Syrian hamsters
after application of DMSO extract of tobacco and areca nut, but
not after application of extracts of the individual components. In
another experiment, the proportion of Syrian hamsters developing
buccal pouch malignancy was more with an aqueous extract of
tobacco and areca nut (with and without lime) compared to an
extract of areca nut, while an aqueous extract of tobacco or betel
quid (with or without tobacco) did not result in malignancy.12
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Chronic gavage feeding of pan masala in rats has been
reported to result in impaired liver function (indicated by elevated
serum glutamic oxaloacetic transaminase, glutamic pyruvate tran
saminase, and alkaline phosphatase), decrease in relative weights
of the gonads and brain,13 increase in sperm head abnormalities,
and increase in the frequency of X-Y univalents and breaks.14 A
dose-dependent increase in sperm head abnormalities, sister chro
matid exchange and cell cycle delay has been reported by intra
peritoneal injection of pan masala in mice.15 The same study
reported a dose-dependent increase in chromosomal aberrations
in the bone marrow after one month of feeding mice pan masala
or PM-T. A significant dose-dependent increase in sperm head
abnormalities was noted, but no significant changes in the weight
of testes and total sperm count was seen.

MUTAGENICITY
Mutations in Salmonella typhimurium (Ames test)
Two reports on the mutagenicity of pan masala using Salmonella
typhimurium are available.1617 Both the studies did not specify if
the pan masala used in the experiment contained tobacco. Using

fcpe tester strain TA98 and TA100, Polasa et al.16 tested aqueous
Extracts of 8 varieties of pan masala, 6 varieties of scented supari
and areca nut. Three tested concentrations of dry extracted mate
rial (100, 200 and 300 pg/plate) showed statistically significant
higher frequency of revertants, as compared to controls, except
for one variety at 100 pg extract/plate with TA98. An enhance
ment of the effect was seen by activation with S9 mix. A dose
response relationship was also observed. All the 6 samples of
scented supari (200 pg of extract) showed significantly higher
revertants inbothTA98 and TA 100. Metabolic activation gener
ally enhanced the effect. The effect was the same after addition of
500 ppm of saccharin to 2 samples of scented supari. The TA 100
strain showed statistically significant results more often than
TA98, and after S9 activation all the values with scented supari
in TA100 were significantly higher than those in controls. The
mutagenic effects of pan masala and scented supari extracts were
similar to those produced by areca nut extract.

Bagwe et al. ” tested polar and non-polar extracts of a popular
brand of pan masala on Ames test using TA98 and TA 100 tester
strains of Salmonella typhimurium. No mutagenic response was

^een in aqueous extracts, aqueoustethanolic extracts and chloro-
Jbrm extracts. Pre-treatment with 300 pg of sodium nitrite at an

acidic pH or metabolic activation did not change the results. How
ever, the ethanolic extracts elicited a weak mutagenic response in
strain TA98 without metabolic activation, suggesting the pres
ence of direct-acting frameshift mutagens in pan masala. A dose
dependent increase in the number of revertants was seen up to a
dose of 25 mg, after which there was a negation of the mutagenic
response. The reason for the difference in these two studies is not
clear.

Bhide et al.'3 found that only ethanolic extract of Nicotiana
tobaccum induced mutations in Salmonella typhimurium TA98
but not in TA100, TA1535 and TA1538. However, Shimame et
al.'9 reported a dose-dependent increase in revertants in Salmo
nella typhimurium TA1535 and TA100 (but not in TA98 and
TA1538) by aqueous extracts of betel quid (with or without
tobacco) and areca nut. An aqueous extract of betel leaf was not
mutagenic in all the four strains, and in fact reduced the mutage
nicity of areca nut in TA 100 strain in the presence of S9 mix.
Arecoline induced mutagenicity of areca nut in all the four
systems in the absence as well as presence of S9, while arecaidine
required S9 for inducing mutations in all these systems.

The addition of S9'mix in different studies has shown variable
effect—no effect to potentiation of mutagenicity. The reasons for
these variations need to be studied. Some probable factors are a
batch-to-batch variation in the raw product, processing of the raw
product, proportions of various ingredients in the mixture, storage
conditions and ageing of the raw product or the mixture. Also.
procedural differences in the conditions under which these experi
ments were conducted may have been different.

Even though there is no study on the mutagenicity of PM-T on
Ames test, the existing literature suggests that PM-T is likely to be
mutagenic on Ames test, at least on one of the four strains used
(two studies reporting the mutagenesis of pan masala on Ames
test did not specify the presence or absence of tobacco in the
samples). This impression is based on the fact that studies have
found aqueous extracts of betel quid (with as well as without
tobacco), areca nut and areca nut alkaloids to be mutagenic.
Ethanolic extracts of tobacco have also been found to be muta
genic. However, aqueous extracts of betel leaf have been found to
protect against the effect of areca nut in the TA 100 system. Neu
tralization of the mutagenic effect in a PM-T mixture is unlikely
as all the ingredients have individually been found to be muta
genic.

Studies using Chinese hamster ovary (CHO) cells
The mutagenicity of pan masala and PM-T on CHO cells has been
studied using their aqueous, ethanolic and DMSO extracts. Simi
lar studies have also been carried out on betel quid (with and with
out tobacco), as well as on individual ingredients of betel quid and
pan masala. Application of aqueous extracts of pan masala to
CHO cells for 3 hours followed by recovery for 17 hours, resulted
in a dose-dependent and statistically significant elevation in sister
chromatid exchange (SCE).20 A dose-dependent increase was also
seen in the M1 fraction (with a corresponding decrease in the M3
fraction), average generation time, number of chromosomal aber
rations (CA) per cell, and the proportion of aberrant metaphases.
However, the increase was statistically significant only for aber
rations per cell for cultures treated with the highest dose of the
extract.

Another similar study showed significant elevation of CA,
SCE, and micronucleated cells (MNC) in a dose-dependent man
ner in cultures without metabolic activation.21 Addition of the S9
activation system generally resulted in suppression of chromo
somal damage, suggesting that pan masala and PM-T contain
water-soluble direct-acting mutagens. A DMSO extract of pan
masala or PM-T was also found to significantly increase the
frequency of CA, SCE and MNC in CHO cells, with the S9 mix
resulting in suppression of CAs and MNC formation. However.
there was no significant change in SCE counts.22 The cytogenetic
damage was greater with the DMSO extract than the aqueous
extract.

A study of the combined effect of aqueous extracts of 1.11 mg
of pan masala or PM-T and alcohol (in varying strengths) for 3
hours on CHO cells showed that alcohol alone, pan masala! PM-
T alone, as well as their combinations (irrespective of the sequ
ence of exposure) increased CAs in a dose-dependent manner.23
Simultaneous exposure to alcohol and pan masala! PM-T showed
a higher increase than sequential exposure. Exposure to 4%
alcohol with pan masalaiPM-T resulted in necrotic cells. A 20-
hour treatment of CHO cells with alcohol (0.25% and 0.5%) and
combinations of 0.22 and 0.55 mg of pan masala/PM-T also
showed a similar increase in CAs. However, significant changes
were not noticed by the application of individual substances. The 
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proportion of chromatid type aberrations was higher with PM-T
extract, while it was about the same with pan masala extract (with
or without alcohol). Ethanol alone as well as a combination of
ethanol with PM-T extract resulted in a sharper increase in
chromosomal type of aberrations.

Similar studies conducted on CHO cells showed significant
increase in CAs and SCEs, using aqueous extract of Nicotiana
tobaccum,24 aqueous extract of areca nut,25-26 nicotine,27-28 areco
line,25-29 and combinations of nicotine and arecoline.30 A dose
response increase in CAs and SCEs was seen in all these experi
ments. A combination of nicotine and arecoline produced
significantly higher cytogenetic damage than the corresponding
concentration of either substance alone.30 Betel leaf extract was
not mutagenic, and resulted in decrease in CA and SCE frequen
cies due to pan masala/PM-T'.31

Chinese hamster V79 cells
Shimame et al22 noticed that only ethanol extract of tobacco
produced mutations in Chinese hamster V79 cells with S9 mix
enhancing the effect. This extract also induced micronuclei in
bone marrow cells of Swiss mice.

EFFECT ON HUMAN LYMPHOCYTES AND BUCCAL
MUCOSA
Dave et al.2 measured the CA and SCE frequency in peripheral
lymphocytes and frequency of MNCs in the buccal mucosa in 30
healthy vegetarian teetotallers, with no history of viral infection
or antibiotic therapy during the last six months, and who were not
engaged in any hazardous occupation. The 10 pan masala and 5
PM-T chewers used the same brand as studied by the team for its
effect on CHO cells,22 and had no other concomitant tobacco,
areca nut or betel quid habit for at least one year. Fifteen controls
did not take tobacco, pan masala or areca nut. The habitues had
no clinically detectable changes in the oral mucosa, but showed
significantly higher frequency of MNC in buccal mucosal cells,
and CA and SCE in peripheral blood lymphocytes. The mean
values of SCE, CA and MNC did not differ among pan masala and
PM-T chewers.

The effect of mawa chewing on human peripheral lympho
cytes and buccal mucosal cells has been found to be similar to that
of pan masala and PM-T. A study on three groups of non-smoking
teetotaller mawa chewers (with oral cancer, oral submucous
fibrosis and without oral lesions) found statistically significant
elevation of per cell values of SCE and CA in peripheral blood
lymphocytes, as compared to controls.33 The number of CA and
SCEs per metaphase showed a gradual increase from controls to
healthy chewers to submucous fibrosis to oral cancer patients.
Chromatid aberrations (majority being gaps) were more frequent
than chromosome type aberrations. The MNC frequency in buccal
mucosal cells was significantly higher among healthy mawa
chewers and patients with oral submucous fibrosis (OSMF)
compared to controls.

The CA and SCE frequencies in CHO cells were found to be
significantly elevated following treatment with urine concen
trates of tobacco with areca nut chewers (type not specified)
compared to the urine concentrates of non-chewers.34 Urine
creatinine levels were comparable between controls and T/AN
chewers. The saliva of pan masala chewers has also been found
to be clastogenic to CHO cells.35

Kayal et al.26 studied the frequency of MNCs in the exfoliated
buccal mucosa of normal healthy individuals from different parts
of India who were regularly using either areca nut alone, mawa, 

tamol, tobacco with lime, dry snuff, or masheri. The analyses
were also carried out among OSMF patients who chewed either
mawa or areca nut. Compared with healthy individuals with no
habit, all the chewer groups irrespective of their type of habit, had
significantly higher frequency of MNCs. However, no difference
in frequency of MNCs was observed according to type of chewing
habit, presence or absence of tobacco, type of areca nut used for
chewing, and the presence or absence of OSMF.

Chromosomal aberrations were found in 6 out of 9 chewers of
betel quid with tobacco, and masheri users, gaps and chromatid
breaks being the commonest aberrations.37 SCE frequency was
also significantly higher in tobacco chewers than that in controls.
Tobacco chewers and oral cancer patients exhibited significantly
higher frequency of MNCs than the controls. Urine samples from
female habitues exhibited higher levels of cotinine, and direct
mutagenicity to TA100, while control samples were non-mu-
tagenic. Treatment with 0-glucuronidase decreased the mutagenic
potency of urine of tobacco habitues, but increased the potency of
urine of controls. Nitrosation of samples increased the mutagenic
ity to TA 100, but the increase was higher in controls.

Higher values of CAs and SCEs per cell have also been detec
ted among vegetarian and teetotaller areca nut chewers with or
without oral cancer or oral submucous fibrosis,38 dry snuff users,39
and chewers of tobacco with lime.39

STUDY OF PRECANCEROUS LESIONS IN HUMANS

Oral leukoplakia
There have been no studies on the association of PM-T and oral
leukoplakia. However, chewing of Mainpuri tobacco has been
shown to be associated with a higher prevalence of oral leuko
plakia as compared to no chewing.40 Association of leukoplakia
and tobacco chewing (generally as a component of betel quid) has
been demonstrated in prospective studies,41"43 as well as in case
control studies.44-45 These prospective studies have also shown
malignant transformation of oral leukoplakia to oral cancer.

Oral submucous fibrosis (OSMF)
Oral submucous fibrosis (OSMF) has long been suspected to be
associated with areca nut chewing.The precancerous nature of
submucous fibrosis was first mentioned by Paymaster in 1956,46
who observed the development of a slow-growing, squamous cell
carcinoma in one-third of patients with submucous fibrosis. On
examination of220 biopsies of OSMF, Pindborg47 found atypia in
13.2% of biopsies, suggesting that it is a precancerous condition.
Histopathological studies of the silver-staining nucleolar orga
nizer region in mucosal biopsy samples of normal, leukoplakic,
neoplastic and submucous fibrosis tissues showed the highest
count in carcinoma followed by submucous fibrosis tissues.48
Prospective studies on malignant transformation of oral submu
cous fibrosis proved that it is a precancerous condition.43-48"50

In a study of 36 patients with OSMF—12 each in grade I to
III—and 12 healthy volunteers, attending two dental colleges in
Chennai (Madras), it was noted that all patients had the habit of
chewing betel nut, pan masala or the traditional betel quid.51
Eighteen patients (9 with grade 1,7 with grade II, and 2 with grade
III OSMF) consumed pan masala, 6 (3 each with grade I and II
OSMF) chewed betel nut alone, and 12 (2 with grade II and 10
with grade HI OSMF) chewed a mixture containing betel nut, betel
leaf and lime. Ten of the 12 patients with grade m OSMF chewed
tobacco along with the mixture. Patients who chewed pan masala
were below 30 years of age and they had started the chewing habit
2-3 years prior to the diagnosis; whereas the patients chewing 
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traditional mixtures developed OSMF 20-25 years after starting
the habit. Thirteen patients (5 with grade 1,7 with grade II, and 1
with grade IH OSMF) were smokers. The much shorter history of
chewing habit among pan masala users (addition of tobacco or
smoking unknown) is alarming.

Another comparison of the chewing habits of 50 OSMF
patients attending a dental department showed that chewers of
pan maso/o/PM-T were younger in age and had a shorter history
of the habit of chewing compared to betel quid chewers (2.7 years
v. 8.6 years, respectively).52 Patients who were smokers were not
included in the study. Even though the duration of presence of
OSMF was not indicated, the similar interincisal distance be
tween these categories suggests a shorter incubation period of the
disease among users of pan masala.

A study on 60 OSMF patients and age, sex, religion and socio
economic status-matched healthy controls showed that 98% of
patients chewed areca nut regularly in one form or the other,
whereas among controls 35% chewed areca nut, giving an overall
relative risk of 109.6.53 Areca nut chewing was practised most

«mmonly in the form of mawa. Mawa chewers and those who
^Bewed mawa along with other substances showed very high

relative risk. The relative risk increased with increase in frequency
as well as duration of the chewing habit. In a bivariate analysis, the
effect of frequency and duration of chewing appeared to be
multiplicative.

Bhargava et al.a in a two-year follow-up study of 43 654
industrial workers in Gujarat reported the incidence of new cases
of OSMF to be 7/2105 (0.3%) among persons chewing betel quid
with areca nut; 6/9506 (0.1%) among chewers and smokers;
3/1161 (0.3%) among tobacco chewers alone; and 10/7065(0.1%)
among those with no such habit. In the 10-year follow-up survey,43
all 11 new cases (out of 39 828 villagers) of OSMF in Emakulum
occurred among chewers of tobacco or betel quid or those with a
mixed habit (including smoking); in Bhavnagar, of the 4 new
cases seen among 38 818 persons, 2 had no tobacco habit, while
1 chewed tobacco and 1 smoked it. Some well conducted case
control studies have demonstrated an association between chew
ing of areca nut and development of OSMF.43'45-54

EPIDEMIOLOGICAL STUDIES

epidemiological studies have been reported on the association
of consumption of pan masala (with or without tobacco) and oral
cancer. However, a high risk of developing oral cancer due to the
use of a mixture of tobacco, areca nut and lime has been reported
in a large, community-based, prospective study. This mixture
(Mainpuri tobacco) amounts to PM-T without catechu (although
the proportion of areca nut is much lower than pan masala'). After
analysing the cancer occurrence data for 31 months in a popula
tion of over 1 million, Wahi3 reported that chewing of Mainpuri
tobacco was the most important factor identified in the causation
of oral cancer, the prevalence rate being 4.51 per 1000, as com
pared to 0.8 among those using other kinds of tobacco, and 0.18
per 1000 among those with no habit of smoking or chewing.
Smoking and drinking alcohol showed an additive effect with
Mainpuri tobacco, although smoking and drinking also increased
the risk of chewing other tobacco mixtures (as also among persons
with no chewing habit). The prevalence of oral cancer was cross
tabulated according to various combinations of tobacco usage
habits and other factors such as sex, age, education, residence,
religion, food, smoking, drinking, income and occupation. A con
sistently higher rate was observed among those who chewed
Mainpuri tobacco than among those who chewed other kinds of 

tobacco, which in turn was higher than that for persons without the
habit.

Some case-control studies have concluded that chewing of
betel quid with tobacco has an association with cancers of the oral
cavity and/or pharynx.35-41 Cross-sectional surveys and prospec
tive studies also showed an association between chewing of betel
quid with tobacco or tobacco chewing (with or without smoking)
and development of oral cancer.41-44-62 Many case-control studies
have reported an increased relative risk of developing cancers of
the oral cavity and/or pharynx and oesophagus due to use of betel
quid with or without tobacco.63-69 Khaini (a mixture of tobacco
and lime) use has also been implicated in the aetiology of oral
cancer.70

DISCUSSION
In 1985, an IARC (International Agency for Research on Cancer)
expert group6 concluded that chewing of betel quid with tobacco
is carcinogenic to humans. However, there was inadequate evi
dence to implicate chewing of betel quid without tobacco. The
study on chewing of Mainpuri tobacco was considered as evi
dence for association of oral cancer with chewing of betel quid
containing tobacco. This probably was due to the fact that the
habit of chewing PM-T had not gained popularity till then. How
ever, it would be more appropriate to group this study separately,
as the habit ofchewing Mainpuri tobacco (as well as mawa) would
be equivalent to chewing PM-T without catechu. The relative
proportions of areca nut and tobacco in pan masala is between
their relative proportions in Mainpuri tobacco and mawa. Thus, if
Mainpuri tobacco and mawa chewing are found to have the same
harmful effects on humans, it can be safely concluded that PM-T
would also have these. It would be’ necessary, however, to exam
ine the effect of adding catechu to mixtures such as Mainpuri
tobacco and mawa.

Epidemiological studies from India suggest that chewing of
tobacco and lime has a higher risk for cancer than chewing of betel
quid with tobacco.71-72 The addition of tobacco leaf extract in the
drinking water of Swiss male mice has been observed to reduce
the occurrence of tumours by two tobacco-specific nitrosamines,
N-nitrosonomicotineand4-(methylnitrosoamino)-l-(3-pyridyl)-
1-butanone.73 The individual anti-carcinogenic components of
betel leaf extract (eugenol and hydroxychavicol) and catechu
catechin, have been observed to inhibit the interaction of
3(H)benzo(a)pyrene with DNA, in the presence of both rat and
mouse liver S9 fraction.74 Of the other two studied components of
betel leaf extract, 0-carotene was effective'in the presence of
mouse S9 mix only, but a-tocopherol was not effective at all.
Another study showed that hydroxychavicol, catechu-catechin,
P-carotene and a-tocopherol (but not eugenol) inhibited the
interaction between-7,12 dimethylbenzanthracene and DNA in
the presence of mouse skin S9.75 Aqueous extract of betel leaf
reduced the mutagenicity of an aqueous extract of areca nut in
Salmonella typhimurium TA 100 in the presence of S9 mix.19 A
three-hour application of aqueous extract of betel leaf along with
pan masala or PM-T resulted in a smaller increase of CAs and
SCEs in CHO cells, as compared to the action of pan masala alone
or PM-T alone, respectively.31 v

Thus, the existing literature suggests that betel leaf may pro
vide partial protection against the carcinogenic effect of tobacco,
areca nut and lime mixture. There is also a suggestion that catechu
may be anti-carcinogenic. However, the presence of both these
substances in betel quid-containing tobacco is not enough to
negate the carcinogenic effect of areca nut, tobacco and lime. If 
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the betel leaf is removed from betel quid-containing tobacco (PM-
T has such a composition), catechu alone is not enough to negate
the carcinogenic effect of the areca nut, tobacco and lime mixture.
On the other hand, a recent study observed that of the various betel
quid components, catechu in the presence of lime at alkaline pH
is the most active producer of reactive oxygen species.76 Reactive
oxygen species are considered to be important in the process of
mutagenesis.

The pH of saliva of 20 children and 25 adult users of pan
masala at Agra was measured, ten minutes after its consumption.
The pH varied between 7.5 and 8.5 (Lahiri VL, unpublished data,
1995). This finding suggests that the environment of the oral
cavity after consumption of PM-T is suitable for generation of
reactive oxygen species as well as nitrosamines specific for
tobacco and/or areca nut.

Recent studies suggest that processing of areca nut prior to use
may be important in determining its carcinogenicity. Measure
ment of active components of areca nut, arecoline and polyphe
nols showed their presence to be the maximum in the unprocessed
nut, followed by sun-dried or roasted nut, and the minimum levels
were detected in nuts processed by soaking and boiling.77 Weak
carcinogenicity in mice fed areca nut alone was noticed only with
unprocessed areca nut.78 The findings point towards a higher
carcinogenic potential of PM-T (which contains roasted areca
nut) than betel quid mixtures using soaked or boiled areca nut.

The existing literature does suggest that if betel leaf is removed
from the traditional betel quid-containing tobacco (PM-T), the
carcinogenicity of the mixture would still remain. The finding that
pH of the saliva is alkaline after chewing PM-T would hasten the
process of carcinogenesis, especially for a mixture of areca nut,
tobacco and lime. Experimental studies indicate that a mixture of
tobacco and areca nut results in a higher degree of clastogenicity,
as compared to the independent action of the same dose of indivi
dual components. Animal studies also suggest that a combination
of areca nut and tobacco results in a shorter incubation period of
cancer.

Experimental studies have shown that pan masala (addition of
tobacco not known) is mutagenic in the Salmonella typhimurium
test system; PM-T as well as pan masala induces cytogenetic.'
damage in Chinese hamster ovary cells; intraperitoneal injection’
of pan masala results in increased SCE and delays in cell cycle1;
pan masala as well as PM-T induces significant increase in CAs
and SCEs in peripheral blood lymphocytes and increase in MNCs
in buccal mucosa in humans. Thus, there is enough evidence to
label PM-T as mutagenic.

Animal experiments provide only a suggestion that PM-T may
be carcinogenic. Based on the then available information, an
1ARC expert group in 19856 concluded that there was limited
evidence that areca nut with tobacco (and without tobacco) is
carcinogenic to experimental animals. One of the experiments
considered by them included application of areca nut, tobacco and
lime to the buccal pouch of hamster.17 Considering that the effect
of PM-T is likely to be similar to that of areca nut, tobacco and
lime mixture, the same conclusion can be made about PM-T, i.e.
there is limited evidence that PM-T is carcinogenic to animals.

There is no study reported on carcinogenicity of PM-T. For the
reasons mentioned earlier, conducting such a study at this time
may show an association only if PM-T shortens the incubation
period of oral cancer. Recent studies point towards this possibil
ity, by showing that 50% of OSMF cases had a two- to three-year-
old habit of chewing pan masala (addition of tobacco not speci
fied for individual groups). Combined with the earlier knowledge 

of a shortened incubation period with a mixture of areca nut and
tobacco, this may be an important area for investigation. Mainpuri
tobacco, which is a PM-T-like mixture, has been shown to be
carcinogenic to human beings in a prospective study.3 Although
no study on carcinogenicity of mawa has been carried out, the fact
that 15 patients of histologically confirmed oral cancer habituated
to mawa chewing (with no other habit of chewing, vegetarians,
teetotallers, and not engaged in any hazardous occupation) could
be enrolled in a study33 suggests a strong association of mawa
chewing with oral cancer. Association of Mainpuri tobacco3 as
well as mawa chewing53 with OSMF has been demonstrated. As
pointed out earlier, if a mixture of areca nut (95%) with tobacco
and lime (mawa), and a mixture of areca nut with tobacco (major
constituent) and lime (Mainpuri tobacco), are found to be carci
nogenic in human beings, it is only logical that a mixture of areca
nut (70%-80% by weight) with tobacco and lime (PM-T), would
be carcinogenic to human beings. Thus, there is sufficient evi
dence to suspect that PM-T is carcinogenic to human beings.
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Government lowers duty on pan masala

(Tuesday, July 6, 1999)
Anjan Mitra in New Delhi

In a quiet move , the government has reduced the excise duty on certain categories of
'pan masala' from 40 per cent to 16 percent which has raised the hackles of other
industries, specially the soft drinks industry.

The brands of 'pan masala' which are likely to benefit from this
government move include 'Chutki', 'Pan Pasand', 'Pan Parag' and 'Rajnigandha'

In a notification, issued on June 8 by the finance ministry, the
government has said "all goods containg not more than 10 per cent betel nut by weight'")
and not containing tobacco in any portion" would attract an excise duty of 16 per cent — I
dowfTby a whopping 40 per cent. =L

What's more surprising, the June 8 government notification states: "The Central
government being satisfied that it is necessary in the public interest to do so..."

Earlier on 'pan masala', the government levied an excise of 40 per cent, which included |j
24 per cent basic and 16 per cent in the form of SAD.

However, the 'pan masala' and 'gutka' industry is not very happy with this reduction.
"Not very many companies would benefiFby this reduction in excise duty as we have
been demanding for a uniform policy," All-India Pan Masala & Tobacco
Manufacturers Association (AIPMTMA)spokesperson, Bharat Thakkar, said.

According to Thakkar, critics do say that such products cause cancer, but "the
government cannot have a stick and carrot policy policy towards us."

Thakkar said if there is a uniform excise duty on 'pan masala' and 'gutka', then standards
and quality of the products can be also raised which would reduce spurious goods
flooding the market.



The government move has been resented in many other industries. For example, the_soft
drinks industry feels instead of harmful products their industry should have got some
excise relief.

According to soft drink industry sources, soft drinks are being taxed at the highest rate of
excise duty (40 pencentX-while no other consumer goods industry is taxed~at this level?-’

Reacting to the government notification, soft drinks industry sources said the excise duty
rate is highest in India even among developing countries where soft drinks are
concerned. While India has levied 40 per cent duty on soft drinks, in
Pakistan the corresponding figure is 25 per cent, in Thailand it is 18 per cent and in
Bangladesh it is just 10 per cent.

According to AIPMTMA's Thakkar, they have given several
representation to the government earlier on the high excise duty'pan masalas' and
’gutkas', but to no avail.

(ENDS)/ 7 p.m.



Your Deadly Friend: Paan - Masala
by Dr. Anil Nirale, M.Ch. Plastic Surgeon

Do you want to make friends with Mr. DEATH ? Are you ready to die a slow, lingering
and painful death?

I think yes ! Yes, some of you are ready to die from an irreversible disease wherein
death is guaranted. So here is the easiest way. Just develop the habit of chewing
Paan Masala or Gutka regularly and you will succeed in meeting Mr. DEATH easily.
This is indeed the truth. The other side of your habit of eating "Paan Masala" is very
dark and unbelievable.

What is Paan Masala, Gutka ?

Paan Masala = Powdery mixture of betel nut, lime, arecanut (Supari) in various
proportions.

Which class of people eat paan masala? Who are the persons affected by this
habit?

Nowadays eating paan masala has become a "Status Symbol". This habit is common
in all socio-economic class. A labourer eats it to take rest from his work and to freshen
up. A high class executive eats it to show how "modem and advanced" he is ! A school
going kid eats it as an experiment, or just to copy his parents. The house wife eat it after a
day's cooking and after food. College boys eats it to make a time-pass at "nukkad".
So in the end, everybody falls prey to this temptation of so called "freshening" his/her
mouth with this "slow poison".

Is paan masala a real "Slow poison"?

Yes, According to various studies carried out at national and international levels, it has
been proved beyond doubt that paan contains "Mutagens" which can change our
normal tissues into cancer tissues, and can causer a progressive disease called, "Sub
Mucous Fibrosis" (SMF).

What is SMF? How does it happen?

SMF means Sub Mucous Fibrosis... i.e. a permanent thickening and hardening of the
inner lining of the mouths. The various materials used in paan masala causes irritation
to our mouth, which gradually leads to thickening and hardening. Then gradually the
mouth opening decreases and a day comes when the victim will not be able to open
his mouth at all.

The tongue will lose its roughness and will becomes smooth and white. Taste
sensation wilFbe lost. You will not be able to tolerate spicy foods. All these things
happen slowly but progressively and are guarrantecfto happen.



What is more dangerous then SMF?

Oral Cancer. The person who is a habitual chewer has a 400 times greater risk of
getting oral cancer because SMF is a precursor to oral cancer. And all of you are
aware of the fatality of oral cancer.

Can we prevent SMF?

Yes, stop the chewing habit and SMF will leave you (only in its early stages).

How can "Plastic Surgery" help patients with Sub Mucous Fibrosis?

In patients with established SMF, the mouth opening is restricted and the inner lining is
permanently damaged. These problems can be treated by the various plastic
surgical techniques listed below.

a. The hardened bands can be removed surgically.
b.The  wider area of thickened tissue can be removed and new skin can be placed
there by a plastic surgical technique called "Excision and Skin Grafting".
c.Whenever  surgeons want to give the patient, a soft, moist, pliable cover, then a
special procedure of making use of a portion of the tongue to cover the cheek
has to be done - a "tongue in cheek" or a "Tongue Flap" operation.
d.Similarly,  the excess skin from the outside of the cheek can be placed inside
the oral cavity by a operation called - '^Nasolabial Flap" surgery.
e.hijections of steroids into the hard tissues are also helpftil.
f.Creams  and jelly for local application and massage are of a temporary nature.

All these operations are to treat the complications caused by paan masala. To prevent
recurrence of SMF you have to give up this habit permanently and immediately.

VAoO-LcO
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Q. Do you have any information about
the dangers of chewing tobacco? How
do I teach my sons that chewing
tobacco is harmful when their favorite

SPONSORS

DON'T MISS

J
baseball players chew?

A. Numerous studies have shown that dipping snuff or
chewing tobacco can lead to oral cancer. Oral cancer, if left
unchecked, can be fatal. This is why oral cancer screenings
should be part of every routine dental examination. An oral
cancer screening is quick, easy, and painless.

It is estimated that about 40% of all major league baseball
players and about 30% of all minor league baseball players
chew tobacco or dip snuff. One study found that about ,59%
(83/141) of major league baseball players that use smokeless
tobacco already have lesjons-that may develop into cancer.
This is very alarming news! Dr. John Greene, a former dean at
University of California at San Francisco Dental School,
examined 141 professional baseball players during spring
training. According to the April 9, 1998 edition of the San
Francisco Chronicle newspaper, fifteen players had serious
lesions that required biopsies. It was reported that Curt
Schilling, an excellent pitcher, quit using snuff after a
dangerous lesion was detected in his mouth.
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dangerous lesion was detected in his mouth.

During a biopsy, a sample of the lesion is removed to
determine if the cells are cancerous. Cancerous lesions may
be treated using a combination of surgery,' chemotherapy, and
radiation. Oral cancer can spread Io the lymphatic system.
However, oral cancer can also be successfully treated if it is
detected early.

Some players claim that chew enhances.their athletic
performance. However, Robertson et al. (1995) reports that
"the use of snuff and chewing tobacco is unrelated to whether
or not a baseball player makes it to the major leagues, or how
he hits a ball, fields a hit or throws a pitch." However, they did
determine that the use of smokeless tobacco is correlated with
the presence of oral lesions.

Smokeless tobacco has been banned by all youth baseball
leaguesrthe National Collegiate Athletic Association and all of
Major League Baseball's minoFieaque clubs. The Professional
Baseball Athletic Trainers Association also discourages the '
use of~smokeless tobacco (Connolly et al. 1995).
Onfortunately, smokeless tobacco has not yet been banned
from the American or National Baseball Leagues. The leagues
do cooperate with the Rational Spit Tobacco Education
Program to discourage children from usinq.tobacco. When
people team up with tobacco, they lose.

Additional information

• Oral Cancer: Prevention and Detection
• Chewing Tobacco and Cancer
• Smokeless Tobacco and Oral Cancer
• Teenager Has White Spots In Mouth
• Detecting Oral Cancer / Extraoral Examination
• Oral Cancer Information Center
• Spit Tobacco Prevention Network
. Spit Tobacco
• Tobacco Intervention Network
• Facts About Oral Cancers

References:
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VALUE OF TAKING HISTORY OF TOBACCO CONSUMPTION IN PRIVATE
PRACTICE

OP Kapoor
Hon Visiting Physician, Jaslok Hospital and Bombay Hospital, Mumbai,

Ex Hon Prof of Medicine, Grant Medical College and JJ Hospital, Mumbai
400 008.

Many G. Ps do not have any idea about the ways in which tobacco could be absorbed by
the body. One of
the methods is:

I.Smoking
a.smoking  cigarettes
b.smoking  bidis
c.smoking  hukka (Arabic countries call it shisha)
d.chilam

II.The  tobacco can be consumed through the mouth in the following ways:
a. Applying tobacco paste couple of times a day, popularly known as kudaku.
b.To  put raw tobacco in the mouth with or without supari which could start from a

"saada
tobacco" and going upto 120-160-300 and about 600 strength. This tobacco could

also be^put
in the pan. Khainee is the commonest tobacco used in Maharashtra.

c.Very  often Pan Parag contains tobaccoJn various forms.
d.There  is a preparation known as Gutka which-contains_a_vervJieayy dose of

tobacco and
supari and many other ingredients which the Indian patients keep in the mouth and

consume
5-10 times a day..The most costly and strongest gutka is Manekchand_Gutka.

e.Tobacco  is often used in pan as "Kemam".
III.Tobacco  could be consumed in the form of snuff as is done by Pathans and many

Maharashtrians.
IV.Finally,  the Yemenese patients consume tobacco in the form of "qat".

All the above oral methods can lead to oesophagitis, gastritis, stomach ulcer, duodenal
ulcer, cancer of the
oral cavity, severe stomatitis and leucoplakia. Also tobacco increases hypertension and
the symptoms of
coronary, artery disease.
Finally, smoking in any form is the commonest cause of cancer of the lungs. In addition,
it causes ischaemic
heart disease,_COP.D_ and duodenal ulcer.



Every doctor practising in India should be aware of consumption of tobacco and the
history should be elicited
in detail and not by a casual question - do you smoke?
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CHEWING HABITS AMONG RURAL WOMEN IN PONDICHERRY

M. Jagadeesan, S.B. Rotti, M. Daiiabnlan, K.A, Narayan

DcpiU'tincnt of Preventive and Social Medicine

JIPMI-R. Pondicherry- 605006

Abstract:
Research question: I. What is the prevalence ofchewing habits among rural women?

2. What are the factors associated with their use?
Objectives: To find out the prevalence of chewing habits and correlates of chewing habits.

Design. Cross-sectional descriptive study.

Participants: Females aged 15 years and above.
Study variables: Age. educational status, marital status, occupation, income, type of family, age of starting habitual chewing.
persons influencing chewing habits and reasons lor continuing the habit.

Outcome variable: Chewing habits.
Statistical analysis: Chi-square test. Analysis of variance. Odds ratio and Logistic regression.
Results: The prevalence of chewing betel quid was 2-1.6%. betel quid with tobacco 13.7% and betel nut 0.2%. Mean age of starting
betel quid was 22.7 years and betel quid with tobacco. 16.5 years. Friends were the most inllucncing persons for starting the
habit. The most common reasons for continuing was craving for the substances. There was direct relationship of chewing habits
with age"and inverse relationship with educational sla"is. The chewing habits were more prevalent among married women and
women engaged as agricultural labourers.
Conclusion: Chewing betel quid with or without tobacco is a common practice among rural women. It is influenced by socio
cultural factors.

Key words: Rural women, betel quid, tobacco, chewing habits

Introduction:

India has a very long tradition in the usage of
betel quid and betel quid with tobacco. It is a part
of Indian culture, perhaps there is no person in India
who has not chewed betel quid some time or the
other1. Different studies have given different prevalence
rates in tl._ country on the usage of betel quid. In
1994 Mehta et al have estimated that there were about
400 million betel quid chewers all over the world2.

India is third among the world's nations leading
in tobacco use’. WHO (l.988\has estimated that lliere

were around 100 million tobacco users in India and
Pakistan alone4. In the world, tobacco use is increasing
bv 2% per annum, in developing countries _it is
increasing by 3.4% and in developed countries it is
decreasing by 0.2%'.

The effects of tobacco and chewing substance
are well known. Several studies have been conducted
in India on tobacco use. Most of them have
concentrated on tobacco and its effects. Very few
studies have reported about tobacco use and its
correlates. In order to reverse the rising trend of
chewing substances studies are required to
quantify the problem and to identify the determinants
and their distribution. The available information is
limited to a few studies. Moreover, this information
has to be area-specific because variations are
known to exist between areas. Hence this study was
conducted to find out the prevalence of chewing
habits and to describe the characteristics of women
with chewing habits.
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I'he study was conducted in the service area
of Jawaharlal Institute Rural Health Central (J1RHC),
Ramanathapuram. Pondicherry, which is the rural field
practice area of the Department of Preventive and Social
Medicine. Jawaharlal Institute of Postgraduate Medical
Education and Research (JIPMER), Pondicherry.

The total women in the age group of 15 years
and above were 2370 and it was decided to study
1000 women. To compensate for loss due to exclusion
1100 were selected. Since the study population was
almost half of the total population so systematic random
sampling was used taking alternate houses. In the
sampled houses all the females of age J.5_years &
.il'oxe were included. Chewers were defined as chewing
either regularly or intermittently for at least six months.
1‘he information was collected by an interview' and
observation of substances used for chewing. Women 

not available during three consecutive visits in a month
were excluded from the study. The data was tabulated
with the help of Foxbase and Epi info-6 softwares.
Chi-square test, analysis of variance (ANOVA), odds
ratio and logistic regression were used for analysis.

Results:

The percentage of women chewing betel quid
was 26.6%, those chewing betel with tobacco was
13.4%, while the remaining 60% were non-chewers.

Majority in betel quid group started their habit
when they were between 11 and 20 years of age
(45.7%). In betel quid with tobacco group majority
of them started before the age of 11 years (41.8%).
TlieTnean age of those who started with beteTquicf

was 22.7 years, whereas for the betel quid with tobacco
it was 16.5 years. This difference was statistically
significant (p<0.0l) (Table-1).

i able I: Age of starting chewing habit

Age group Beta! quid
(n=243)

Betel quid + tobacco
(n=!22)

Tut::!
(in y<jars)

Lpto 10 y ears 6.5 41.8 71

11 to 15 21.0 16.5 78

16 to 20 24.6 14.8 64

21 to 25 19.3 13.9 53

26 to 30 ‘ 16.9 9.8 17

31 to 35 6.2 1.6 15

36 & above 5.5 1.6 67

1 otal 100.0 100.0__________________365

Mean age lor starting'in Betel quid group = 22.7 years All figures are percentages.
Mean age lor starting in Betel quid with tobacco group= 16.5 years
Variance between samples- 31.26.20
Residual variance= <82.52

Chewing Habits of Women Jagadeesan et al
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Around 50% of the chewers of both categories
were influenced by their peers. About one-fourth of
the betel quid chewcrs and a few (2.3%) of betel
quid with tobacco chewers started on their own. The

Table II: Persons influencing onset of chewing habits 

other influences were from parents (only mother or
both) and other relatives in the house. These differences
in the persons influencing the onset ofchewing habits
were statistically significant (p<0.01) (Table-ll).

Figures shown are percentages.

Persons Betel quid
_ ______________________(n=243)_____________

Betel quid +tobacco
(n=122)

Peer 59.5 53.3

Self 23.8 2.3

Both Parents 5.9 11.5

Mother alone 3.3 22.7

Others 7.5 10.2 •

Total 100,0_______________ ________________ 100.0______________

Table III shows the reasons for continuing the
chewing habits. There were multiple responses. Among
betel quid chewers more than half (64.1%) used it
on special occasions, to prevent wastage or for fun.
Craving was a reason for continuance by most of 

the beiel quid and tobacco chewers (90.6%) and among
27.3% in betel quid group. The other reasons quoted
were: to prevent sleeplessness, oral odour, tooth ache.
dullness, salivation, to suppress appetite and to relieve
soreness of throat

There were multiple responses.

Tabic III: Reasons for continuing the habit

Reasons Betel quid Betel quid+tobacco
(n=243)__________________________________ (n=l22)___________

On special occasions 31.6 0.0
Craving 27.3 90.6____
To prevent wastage 18.5 ' 0.0
For fun 14.0 1.6
Sleeplessness 13.2 0.0
Oral odour------------------------------------------- 11.5
After meals 6.7 6xF~

Tooth ache 6.1 13.1
Dullness 4.9 13.9
Soreness of throat 4.9 • 4.0
Salivation 4.5 13.9
Suppression of appetite 2.4 13.1
Others 2.0 4.0
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Discussion:

In this study it was found that there were mainly
three.types of substances which were used for
chewing. They were 1) betel nut alone, 2) betel quid
and 3) betel quid with tobacco. Since the number
of betel nut users was very small (19), they were
clubbed with betel quid chewers group for further
analysis.

The present study showed a prevalence of 26.6%
for betel quid chewing. Other studies have found that
prevalence of betel quid chewing was 9.5% among
Bangladeshi women6 and 42% among Aborigines in
China7.

The prevalence of chewing betel quid with
tobacco was 13.4%, Various surveys conducted in
India between 1960 to 1970 have revealed prevalences
among women varying from_3% in Srikakulam' to 49%
in Pune. A surv.ey_r.eport.-af 1CMR ptLblished_in 1993
showed a prevalence of 12% all over India8. George
et al have reported a prevalence of 29% in coastal
areas of Kerala". Reports from other parts of the w orld
showed the prevalence as 4% in American natives"’
and 0 to 49% in various parts of Kenya".

The women studied could recall the age al which
they started chewing even though long periods of recall
were involved. The youngest age for starting chewing
was 5 years. As children, they used to take the
substance from the bags of their mothers who were
chewing. Such women found the habit interesting and
continued to do so. Those who started the habit at
a later age were influenced mostly by their friends.
In the present study the mean age of starting betel
quid was 22.7 years whereas it was 17 years among
Bangladeshi women in U.K.". The proportion of betel
quid chewers who started before the age of 10 was
o.b% as compared to 18% as reported by Summers
et al'. Summers et al have also reported that betel
quid chewers started the habit earlier than tobacco
chewers". However, in the present study, it was the
reverse. The proportion of women who started tobacco
before the age~ of 10, Was 41.8% in this study Other

workers have reported higher proportions: 89% by
Schaefer et al'-" and 57% by Hall et al1".

Betel quid chewers were influenced mostly by
their friends followed by their parents. These results
are similar to those in the studies conducted by Rinchuse
et al” and Lu et al14. Among the women who chew
betel quid with tobacco, this study has shown that
majority were influenced by friends followed by parents.
This was similar to the findings of Schaefer et al12,
Marty et al”, Hall et al"1, Cohen et al16, Colborn et
al1’, Claire' and Rinchuse et al'3. Other studies have
showed that they were influenced by negative
perceptions15, image, low self esteem, increase in
disposable income. lack of knowledge,
advertisement etc.'.

The women under study mentioned some reasons
for the continuation of the habit. The results indicated
that the majority of the betel quid chewers were
occasional chewers. In South India there is a tradition
to offer betel quid on special occasions and similarly
there is a ritual to offer betel quid to Gods on
auspicious days and festivals. Most of the women
who observed / attended these festivals I special
occasions were tempted to chew these substances.
The betel quid offered to god was either distributed
to some one who chewed it or they themselves
consumed it to prevent wastage. Some women used
it for fun. There were some women who were
dependent on betel quid. These women had a craving
for it when they did not have it, they would get
sleeplessness, bad oral odour, tooth ache, dullness,
salivation and sore throat. Summers et al6 have listed
the reasons for chewing - just as a habit, pleasant/
refreshing, good for oral cavity and relief of pain.
In the present study most of the tobacco users
continued because they had a craving for it when
they were not getting it. This might u-note addiction
to a certain extent. .In other studies it was found that
the usage was due to tooth related complaints2 which
was much less in the present study. The present study
results were similar to those reported by Huges and
Hatsukami” and Prabhu2”,

Analysing the factors associated with the
chewing habits showed the following results. Age is
a significant factor related to chewing habits but it
has not been studied in great details in earlier studies.
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The present study revealed that below the age of 29
years betel quid chewing was practised by only 7-
I6% of women. Beyond 29 years of age it was in
the range of 31-47%. Similarly the proportion of women
chewing tobacco was negligible between 15 and 24
years. Thereafter it ranged between 5% in the 25-
29 years age group to 44% in the age group of 60
years and above.

The influence of marital status and type of family
on chewing habits have not been reported in the other
studies reviewed. The present study has shown that
married women and widows indulged more in chewing
compared to the unmarried. The type of family was
not a significant factor. Further studies are required
to assess the role of these factors.

The prevalence of chewing habits decreased with
increasing level of education. As the educational level
advanced, women came to know more and more about
the ill effects of tobacco and other chewing habits
e.g. the causation of cancer and other morbidities like
heart diseases etc. Generally there was a feeling that
chewing tobacco was a habit of older generation21.
This significant result was comparable with those
reported by George et al among fishermen community
in coastal areas of Kerala'1.

Majority of the study population were agricultural
labourers. They were using the substances while at
work in the fields. It helped them delay their meals,
made them feel pleasant and it gave a good odour
from mouth. Many of them were craving for these
substances. This finding was similar to that reported
in studies conducted by ICMRS”. The next major
occupational group was of housewives. Ko et al have ■
reported that chewing habits were more common among
blue collar workers’.

In the present study the income-wise distribution
of chewing habits was not statistically significant.
Studies conducted by 1CMRS22 in 1993 and 1994 and
Ko et al’ have reported that chewing habits were more
common among the lower income groups.

Conclusions:

The present study has shown that about 40% 

of rural women had chewing habits out of whom
13% were chewing tobacco. It also gives information
on mean age of starting and the reason for onset and
continuing besides the influence of age. educational
status, occupation and marital status. Such information
may help the health authorities to evolve strategies
to reduce the problem.
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The present study revealed that below the age of 29
years betel quid chewing was practised by only 7-
16% of women. Beyond 29 years of age it was in
the range of 31-47%. Similarly the proportion of women
chewing tobacco was negligible between 15 and 24
years. Thereafter it ranged between 5% in the 25-
29 years age group to 44% in the age group of 60
years and above.

The influence of marital status and type of family
on chewing habits have not been reported in the other
studies reviewed. The present study has shown that
married women and widows indulged more in chewing
compared to the unmarried. The type of family was
not a significant factor. Further studies arc required
to assess the role of these factors.

The prevalence of chewing habits decreased with
increasing level of education. As the educational level
advanced, women came to know more and more about
the ill effects of tobacco and other chewing habits
e.g. the causation of cancer and other morbidities like
heart diseases etc. Generally there was a feeling that
chewing tobacco was a habit of older generation-'.
This significant result was comparable with those
reported by George ct al among fishermen community
in coastal areas of Kerala''.

Majority of the study population were agricultural
labourers. They were using the substances while at
work"In the fields. It helped them delay their meals.
inade them feel pleasant and it gave a good odour
from mouth. Many of them were craving for these
substances. This finding was similar to that reported
in studies conducted by ICMR8”. The next major
occupational group was of housewives. Ko el al have
reported that chewing habits were more common among
blue collar workers7.

In the present study the income-wise distribution
of chewing habits was not statistically significant.
Studies conducted by ICMRs:: in 1993 and 1994 and
Ko et al7 have reported that chewing habits were more
common among the lower income groups.

Conclusions:

The present study has shown that about 40% 

of rural women had chewing habits out of whom
13% were chewing tobacco. It also gives information
on mean age of starting and the reason for onset and
continuing besides the influence of age, educational
status, occupation and marital status. Such information
may help the health authorities to evolve strategies
to reduce the problem.
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Ministries divided over
ban on pan masala

By Our Special Correspondent
CHENNAI, Aug. 1 5.

Conflicting views of the Ministries tippear to
stand in the way of the Centre imposing a ban
on pan masala/gulka etc.

The Government of India appears to be in a
dilemma with the Ministry of Food Processing
Industries as well as the Department of Small
Scale Industries and Department of Consumer
Affairs favouring the ban and the Ministries of
Labour, Agriculture and Commerce voicing
rservations over the move.

It may be recalled that the CentraEciohllnftfee"
for Food Standards (CCFS), a statutory commit
tee constituted under- the Prevention of ;Food
Adulteration Act (PFA) recommended the' ban
following a report of an expert technical com
mittee which held that consumption of gutka
and chewing tobacco are hazardous to health
causing oral submucous fibrosis (OSF) and oral
cancers.-'

Meanwhile, the Directorate of General Health
Services, in a communication to the States and
Union Territories, has called for a massive edu
cation and public awareness campaign in high
lighting the horrifying health effects caused by
gutka.

It has suggested preparation and screening of
video materials in schools tind colleges with the
help of the teaching fraternity to drive home the
message to the public through members of local
bodies and NGOs besides organising lectures, ex
hibitions and hoardings.

An inter-departmental committee under the
n chairmanship of Dr.H.Narasimhaiah, former
I Vice-Chancellor, BangaloreJJniversitK-cOnstitu-
I ted by the Karnataka government in April last

year, has among other filings, recommended a
I ban on the riiahufacture aniFsale of gutka, pro-
I hibition of advertisements in print and electron-
i ic media that encourage the consumption of

tobacco products and use of services of NSS,
I NGOs and autonomous institutions to highlight
i the evil consequences of gutka consumption.

The committee was also in favour of imposing
' ■' a heavy tax on tobacco products and to make

use of the revenue therefrom to educate the gen
eral public on the harmful effects of consump

tion of tobacco products. The Karnataka’
Government intimated the Union Health Minis
try that (he recommendations of the Narasim-
haiah committee were under its consideration.
The State Government had also mentioned that
Dr.Narasimhaiah had not recommended substi- .
tution of ingredients which were proved inju
rious to health by other ingredients.

The Union Ministry of Food Processing Indus- -,
tries as'well as the Department oTSmalTScale
Industries and Departmen t of Consumer Affairs 1
arc in favour of Utelbah. These Ministries’ along I
with the Ministry of Education and Ministry, of • \
Information and Broadcasting .havesuggested’ \
vigorous cainp.iigii propagating the adverse J
health cltects.oj.panmasala ;mdTnitlca~

On the other hand, the Ministries of Labour,
Agriculture and Commerce have voiced strong
reservations against the ban, citing unemploy
ment problem of labourers engaged in the gutka
industry, adverse effect on the interest of tobac
co growing farmers and their unwillingness to
grow alternative crops considering the high
price of tobacco and its products.

The ban suggested by the expert committee |
comprising leading cancer experts and other sci
entists was on the strength of a comprehensive
review paper prepared by the Indian Council of
Medical Research and other scientific evidences
produced by research institutions.

The committee, after careful deliberations at
four meetings held in October 1994. February
95,. March 96 and September 97, concluded
that consumption ofgutka and chewing tobac
co are hazardous to health causing oral syb-
mucous fibroris (OSF) and oral cancers.

The recommendations of the committee were c
considered by the CCFS which, at its meeting t
held on November 26 and 27 last year, strongly t .
recommended a total ban on. use of tobacco in t
pan masala/gutka by itself or tis an ingredien t in
any food item. c

As for the gutka trade, organised-sector, and i
unorganised sector accounted for an annual ’
turnover of RsJLiOO-and-Rs.J.OOO.irores-respec- ..
lively,-in respect of pan masala, chewing tobac
co and gutka. according to figures made
available to the Centre. I
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Ban on gutkha ads
at Ganesh mandals
Hema Gobindram Lobo
THE Thane assistant commissioner
ojjhe FDA. R V Yadav, has. an
nounced that the display of gutkha
and paan masala advertisements wJIL
be banned at Ganpati mandals in
Kaly.an,-Thane, Navi Mumbai,,
Bhiwandi and Ulhasnagar as well as
the talukas of Thane district such as
Palghar, Dahanu Road and Talasari.

Penalties for violating these in
structions of the FDA will have to be
determined by the civic authorities,
said an FDA official, stating that the
FDA did not have the manpower
necessary for strict monitoring.

Meanwhile, paan shops which
have been doing roaring business,
selling gutkha— mainly to teenagers
and college students— are in for a
lean season. In the wake of the In
come Tax raids on the 'gutkha king'
and widespread reports that plans
are afoot to ban the sale of gutkha.
several paanwallahs say that their
source of maximum profits is drying
up. Fresh paan is not their main busi
ness anymore because it is becom- 

said Laloo Bagher, a paan shop
owner in Vashi. But right now it's a
case of making hay when it's pos
sible by selling Manekchand gutkha
at a premium.

‘The supply of Manekchand brand
gutkha has actually been sealedTqr
the moment,’1 a supplier said, add
ing "this has resulted in a hike in sup
ply pffce from Rs_lZ5-foca-box-oL50
sachets to Rs 225. Naturally, we
have to charge,our customers more,
but they don't mind paying a rupee
or so extra."

“But even at an Increased price,
there is no regular supply,"
saidanother paan-seller at CST sta
tion, adding that, thankfully, at least
six other-brands of gutkha were eas
ily available in the wholesale market.

Whatever the problems of supply
it is clear that as long_asJheieJs_a
strong demaoifor gutkha,.a.barton
its sale will no.Lhaye_much_e.ffect.A
ban on production is a must, insist
social activists who say that there
has to be constant vigilance to en
sure trfat small cottage industries do

ing more expensiye~Ey~the"dayT
"A ban on the sale of gutkha will

mean a loss of at least Rs 100 a day,"

not produce the addictive masala
and counter the crackdown on the
big manufacturers.

you lor you.- Pe^Al°«ro’.noinlndU«;idyd
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Crutka addiction on the rise m Kerala ,
By P.K. Surendran

The Times of India News Service
THIRUVANANTHAPURAM: Pan masala or "gut-
ka” which comes in an attractive aluminium sa
chet is catching on with teenagers in Kerala. This
addictive-looking stuff, which comes from North
India, has become a new challenge to the state’s
grim fight against tobacco-related cancer.

The studies by the Regional Cancer Centre
(RCC) have brought out the startling fact that 10.2
per cent of the 420 students in a prominent wo
men's college have used pan masala many times
while three per cent had been habituated to it.
The corresponding figure in the boys’ college was
12 per cent and four per cent respectively. Sample
surveys in other colleges in the state brought out
that some 12 per cent of college-going students
are becoming addicted to pan masala.

Babu Mathew, chief of the cancer centre’s com
munity oncology'division told this newspaper on
'Wednesday that between 40 to 50 per cent of Kera
la men suffer from tobacco-related cancer. The
smoking habit in women is far less due to social
stigma attached to it. However tobacco-related
cancer (pan and masala-chewing)-in-wotnen_syas

-fStmcTtobe 16 per cent.

The RCC plans to relaunch a "toj>acco free
home" which it had successfully did in*1993-94  to
relieve one laktrhomes free from tobacco. The
school-going children are first given simple fact-
based booklets or bills to be handedTiver to~par-
ents who smoke. This would be followed by the
visit of a group of school children who will extract
a promise from the smoker not to smoke at least in
the children's presence.

This would eventually result in reducing the in
take of smoke far less than usual, and infuse in the
elders' a sense of guilt that will help them fight
the urge for smoking. The children are then given
a sticker to place on their front-door proclaiming,
"This is a smoke-free home. Please co-operate."

The RCC would then contact the elders who
quit the smoking and inquire if any help was re
quired to fight back the withdrawal symptom^
"Wejoun.dJajheJollaw.-up-that.82.pe£cent_who_
promised tp.the. children never_to_smoke again
stuckto.the.pledge,"Dr.Mathew.said..

The centre now plans to enlarge the scheme to
cover a larger target, the doctor said.

smoking in public offices. This has at least pre-
vepted people smoking while working. The con
firmed smokers would go out of the office to puff,
but it also had the risk of earning the wrath of the
boss who may find the person unavailable on the
seat when required.

' Chief minister E.K. Nayanar, ironically a confir-
mecTbeedi-smoker from his “revolutionary days,"
has tolcfthe assemblyrnTWednesday that the gov
ernment was concerned at the growing use of to
bacco among the youths. According to Mr Naya
nar, 43 percent of 30 million population of Kerala
are u~snjgtbBaccojn.one form or another. The sav
ing grace is that the women addicted to smoking
are only 0.67 per cent.

A new difficulty, says the anti-tobacco league, is
that many people are found to be smoking and
chewing pan together. This makes the battle
against tobacco a more long-drawn affair.

The chief minister, while answering questions
in the house. said 1.86 lakh people become sick of
tobacco-relatedUls every year in the state. They

Tufier from oral,lung and throat cancers.
Alarmed at the widespread prevalence of srnok- Mr Nayanar, however, said the government had

ing among government employees jhe state gov- not yet proposed to ban pan masala. Nevertheless,
ernment had, in July 1995, issued ordgrs_to_ban. some curbs are being contemplated, he added.
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Govt wants impact
of exposure to ™
gutka assessed

M Ahmed
NEW DELHI

The health ministry has decided to order a comprehensive study
into tire ill effects or otherwise of ‘Gutka’ Pan Masala and other

tobacco-based chewing substances. This follows demands from anti
tobacco activists to ban Gutka sales.

The Rs 200 crore Gutka and pan additives industry has had to con
stantly face the ire of the anti-tobacco lobby, which has come up with
various statistics to “show” that these substances are carcinogenic. .

Government sources say various representations had poured in
from the states seeking a ban on Gutka and the health ministry did not
want to take a decision on it without first making sure that Gutka
imperilled public health. ,

The job of conducting the study will be given to a public or private
agency, say sources. At present, there is no clinical research or data on
this subject, which makes it difficult for the government to accept the
anti-pan masala lobby’s contention.

While there are sufficient pointers that prolonged exposure to cig
arette and beedis causes cancer, no such medical evidence has been
collected in tire case of Gutka.

Nevertheless, producers have to carry a notice that Gutka con
sumption is harmftil, as in the case of cigarettes, since Gutka, too, is
tobacco-based

Sources said the study would take a few years to do a comprehen
sive analysis of long-term exposure to Gutka.

In the meantime, no action is planned against Gutka and Pan
Masala manufacturers.. 

Some states like Andhra Pradesh have declared Gutka harmful
and imposed heavy excise duty and sales tax to discourage its use.
Andhra this year raised duties from 10 per cent to 50 per cent._

While the anti-Gutka lobby is are trying to discourage its use, the
industry is growing.

Most of the players are in the small sector, except the Kotharis who
have a Rs 50 crore operation in the pan masala area. The industry is
growing at over 10 per cent a yearwith an annual production of 50
tonnes, according to unofficial estimates.’ —

Government source said the heavy expenditure incurred on
advertisement by this industry indicated the high level of profits.
While the manufacturing facilities required are relatively modest, the
major outgo of funds iexpenditure is on packaging, distribution and
advertising.

Some state governments have banned certain additives in Pan
Masala. Tl^e Food and Drug Administrations (FDA) in Maharashtra.
West Bengal, Andhra Pradesh and Karnataka have initiated action
againstmanufacturers for use of certain banned additives in Gutka
and Pan Masala. _

However, analysis by the Food and Drug Administrations has not
found tlie full Gutka compound as being harmful.



All tvantJjpn., but fewready to give up gutka
By Sameera Khan Khanvilkar, general secretary of risk for gingivitis (inflammation for a ban of manufacture and sal

to see. Till 1996, no one under the
age of 20 was seen with Oral Sub
mucous Fibrosis (OSF) — precan-
cerous lesions in the mouth which
are a direct result of consuming
gutka — in the t------ ----------------  

gingivitis (inflammation
and recession of the gums) and pre-
cancerous lesions such as leuko
plakia (white patch) and erythro-
plakia (reddish patch) on the inner
lining of the cheek.

“Over a period of time tobacco
deteriorates health in many differ
ent ways,” says Colaba-based fami
ly practitioner Dr Virsen Ruparel.
“Tobacco users are more likely to
suffer from high blood pressure,

_______________ _ cardiac problems,

caused by ham
pered blood circulation."

In such a scenario, why can't we
simply say no to gutka every day of
the year?

“It’s not that we earnestly want
to sell gutka, especially to school
children. In fact, it’s a sin to sell
something so destructive," says Mr
Khanvilkar of the Mumbai Beedi
Tambaku Vyapari Sangh. “But
rather than armtwist us into not
selling it, we want the government
to ban the' manufacture of gutka it-

Khanvilkar, general secretary of
the Mumbai Beedi Tambaku Vya
pari Sangh. “Almost 70 per cent of
those who us?d to cheiy.paarL(betel
quid) and other traditional forms of
tobacco have switched to gutka." 

By Sameera Khan —j-q j_

MUMBAI: The city’s paan-beedi
shops will wear a deserted look on
Friday when the BMC initiates ‘No
Gutka Day'. Following soon after
‘World No Tobacco Day', which
was observed on May 31, ‘No Gut- 

ogy department of
Tata Memorial Hospital (TMH).
Now, there is a case almost every
other week. “We are especially see
ing young adults in the age group
between 25 and 35 —many of them
began consuming.gutka_when they
were as young as 13," says Dr
Surendra Shastri, head of the pre
ventive oncology department at
TMH. 7-------

Five years down the line. Dr
Shastri expects to see many more
cases of OSF. which if not treated in
time can cause cancer of the oral
cavity. Gutka also puts a person at

for a ban of manufacture and sale
of gutka. The Maharashtra Food
and Drug Administration made a
requestfolthe central governrifent _
fora ban on 62.bran<Js_of gutka. '
found to be contaminated with
magnesium carbonate, in July

_12S7.The request~is still'pending,
according to Madhu Shinde, joint
commissioner (vigilance), Maha
rashtra FDA. The Indian Medical
Association has "also supported
Such a ban.

"But then, India remains least reg
ulated with regard to sale and pro
motion of tobacco products in gen
eral. In most states — except for
Delhi, Assam. Meghalaya_Sjkkim.
'Goa_ahd soon Madhya Pradesh —
Tt is legal to promote and advertise
tobacco products openly (except on
Doordarshan and All India Radio)
as well as to sell cigarettes and gut
ka to people under 18.
“A ban is not the only thing that
works. Sometimes self-regulation
and awareness works better," says
Dr Barot. “Maybe awareness can

self.” ~~ create the social and political will
Tfiere have been other demand's;-.-that is necessary for future ation.”

“We want to make people of this
city aware of the dangers posed by
gutka to their health." says deputy
mayor Dr Ram Barot, who has tak
en the lead on this issue.“Increas
ingly, we find young students falling
prey to gutka — a mixture of tobac
co. arecanut and other additives —
and that is quite worrying for us.”

Support has been extended to
the BMC by the 10,000 members of
the Mumbai BeediTambaku Vya
pari Sangh who will not sell gutka
on this day.

According to the Sangh, gutka
sales in the city have surpassed
even cigarettes and beedis. "It’s a
big fad among blue and white collar
workers as well as among young
people i Mumbai,” says Jagannath
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, Lethal Masala tjjrhH
According to a study conducted by the Indian Council of Medical

• Research, paan masala and its variations like gutkha are potential
i death-traps with just two to three years of habitual consumption lead-
■ ing to oral cancer. Mouth and throat cancer account for 18 to 20 per
■ cent of cancer cases in India, mostly induced by tobacco-based prod-
' ucts. We have the world’s second highest incidence of oral cancer. Paan

masala is a deadly pot-pourri of tobacco, arecanut andsynthetjJiEarSa
. (lime), besides also containing lead, arsenic aiid^magnesium^carbon-
■ ate. Some leading brands have even been found to contain cadmium
- andjiickcl. Habitual and regular chewing of this aromatic and addic-,
- Uve masala corrodes the delicate inner lining of the mouth and throat, L
\veakening the protective cell layer, making it fertile ground for can
cer. While cigarettes and bidis are traditionally the mainstay of the
male population, paan masala is popular among women, possibly be
cause the social stigma associated with smoking tobacco is absent.
Many view it as a harmless mouth freshener and even college and
School students have acquired the habit. Most habitual chewcrs are
unaware of its harmful effects.’Flic Tata Institute of Fundamental Re-
search screcned over 300,000 oral cancer patients throughouLthe
Country and has established beyond doubt that tobacco, betelnut and
"paanmasala chewing lead to mouth and throat cancers and can ad
versely affect other organs too.

A public interest litigation filed in the Delhi high court in March this
year submitted a plea to ban the production, distribution, storage, sale,

'advertisement and consumption of this product, quoting the shocking
case of four college students whose tongues had surgically tobe re
moved as the boys were afflicted ’with oral cancer induced~by chewing
paan masala and gutkha regularly for just two yearsfit seems failure to
remove their tongues would have provedTaCal.Two decades ago, when
commercially produced paan masala changed the profile of paan
shops throughout the country, it was trendy for Members of Parlia
ment to pass around their tin dabbas filled with heady granules of
buff-coloured masala.The product’s success led several manufacturers
to enter the market with their own recipes and brands. Paan shops
were recognisable from a distance, decorated with garishly coloured
paan masala pouches. Today our parliamentarians should take the
lead in limiting the damage being caused by this product. Kerala has
already banned paan masala from the state. Public awareness is the
key to public health; the government should, therefore, step up mea
sures to create this awareness as a blanket ban may prove impractical
in the near future.The consequenLdeclinejn.excisejtev.enue and dis-
placement of the labour involved in production will have to be taken
intoascount while framing an appropriate policy. Some pouches al
ready carry a statutory health warning that chewing the product is in
jurious to health; this should be made mandatory and its sale to minors

^should be prohibited. (
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CSpurt in tongue cancer
,slvjn young people^

ln ■ , By Kalpana Jain
The Times of India News Service

NEW DELHI: Four college friends, aged 20 to 24, recently had to lose a
part of their tongues. The reason—all of them were addicted to pan.
masala.
,,0ne after another, all of them developed symptoms of cancer on their

tongues, explains Dr S. Khanna, director of the Qlmramshihi Cancer Hos
pital and Research Centre, Delhi.The four friends who had been together
smctFscliool days, had formed it habit of excessive eating of pan masala,
she said.To avoid the cancer from spreading further a part of their tongues
had to be removed. Dr Khanna is one of the experts attending the eighth
national conference of the Indian Society of Oncology...

Concern over the continued use of‘gutka,’ pan masala and tobacco use
in various forms has been voiced by experts from time to time. But the in
creasing use of these products by younger people calls for more than mere
concern, they say. It needs urgent government policies to ban the use of
some of these items. Head of the department of oncology at B. Nanavati
Hospital, Mumbai, Dr Ashok R. Mehta, said that tongue cancers are being
seenmore and more in young people. And this may well be very early

z signs of a much larger increase in tongue cancers in young adults.
It takes several years for the effects of life-style related cancers to ap

pear. For instance, says Dr Mehta, women started smoking only after
World War II, but the effects of it were seen much later.

These experts also criticised the advertisement of cigarette companies
by cricket stars, who are role models for millions of youngsters.



Deputy mayor
On his campaign against
gutka

How do you propose to create
awareness among people
about harmful effects of gutka?
I am trying to persuade the mem
bers of the paan and beedi asso
ciation to observe June 4 as anti-
gutka day. On that day, no paan-
beedi shop in the city would sell
gutka and negotiations are cur
rently on with their president
Sharad Rao. The campaign

St against gutka is a long one. Even
as the chairman of the health com-1
mittee, I tried to create awareness
among citizens to abstain from j
gutka. But a larger effort Is •
required from the sellers as well. ,

How many people In Mumbai
consume gutka?
The statistics show that in
Maharashtra, 72 per cent of the

people use tobacco, of which 16
per cent take It In the smokeless
form, that Is gutka. It Is Important
that we curb this addiction, espe
cially among teenagers, as it brings
a lot of problems along with it.

Isn’t the lobby of gutka owners
and sellers very powerful?
We had two meetings with the
owners of various tobacco giants
in the country at the Food and
Drug Administration office. It was
agreed upon that just like ciga
rettes. gutka packets should also
carry statutory warning at the bot
tom. Some regulations were also
worked out. It was pointed out that
no tobacco should be sold within
500 metres of a school or temple.
The ground work is ready and now
in my capacity I plan to execute it.

But banning might be difficult as
the government earns huge
revenue from them.
This is a hitch, but steps need to
be taken. I have written to
Parlinment to consider this pro
posal. Till that comes through, I
will create awareness in the city
on the harmful effects of gutka.
The Tata Memorial hospital and
various NGOs are helping this
process.

J) 7 5
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Students fight gutkha menace
Thaker resolved to quit the habit. 1
I le has now succeeded in persuad
ing over 40 other residents to_‘_saj^‘
nojogutkha\_.

“Through the audio-visual pre
sentation, we want to alert citizens
about the symptoms of oral cancer
and the preventive steps that could •
be undertaken,” Ms Tinaz Nooshi-'
an stated. Some of the symptoms of 1
oral cancer were : white, red or
black patches inside the mouth '
(oral submucous fibrosis); soreness

and Oral Cancer’, at the college
premises recently.

“The public should be made
aware of the dangers of chewing
gutkha. Prolonged chewing can
sometimes lead to oral cancer,” Ms
Dhawan said. The team of 11 stu

dents researched the subject by re
ferring to books, newspaper arti
cles, and meeting doctors at Tata
Memorial hospital, Mumbai, and
other health centres in Delhi and
Pune.They took nearly five months
to complete the project.

“Children are tempted to con
sume gutkha either by friends or
the local panwalla, who might offer
the first few sachets free of cost,”
said another student, Ms Mridula
Palat. “Nowadays, gutkha_sa_chcts ; - --- --------
are available for as cheap as 50’ in the mouth; difficulty in chewing
paise— which is the price of a tof- ■ J " ~ “* j■
feeTThis tempts children to buy
more. It may later develop into a
habit. Although children know that
consuming gutkha might be detri
mental to their health, they arc not
aware of the symptoms and dan-

By Somlt Sen

MUMBAI: Twelve-year-old Nalin
(not his real name) loves to play
cricket and admires the batting
style of Sachin Tendulkar. But now,
chewing gutkha after school has be
come more important to him than
playing a game of cricket.

Nalin, a slum resident, was intro
duced to gutkha by a close friend a
few years ago. He now suffers from
oral cancer and can barely open his
mouth.

“There are several more children
like Nalin who need to be educated
about the consequences of chewing
gutkha,” said Ms Himanshi
Dhawan, who along with a team of
10 other students of social commu
nications media department of ,...r
Sophia Polytechnic presented an gers of oral cancer.”
audio-visual, programme, IGutkha  yhe 15-minute audio-visual pro-

i .k_ gramme dealt with real life inci
dents. It narrated the horrendous
tale of city resident Manoj Thaker,
whose addiction to gutkha left him
with a disfigured face. After being
operated for oral submucous fibro
sis (OSF) on three occasions, Mr

and swallowing: persistent change
in voice and lump in the throat and
neck. Persons found with such
symptoms should be immediately
taken to a doctor, Ms Nooshian
added.

“We want to reach out to as j
many people as possible,” Sophia
Communications Media depart- '
ment head Jeroo Mulla said. “Be- ■
sides television, we will also target
re_sLdcnlsjnjhuns_ancLyillagcs of '
Maharashtra. We are expecting a '
few non-governmental organisa
tions and schools to assist us in this f
project,” she added.
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 7 J A State Govt to seek ban on gutkha

nl'IQT & jdis/ie

■ 82 samples of gutkha found substandard by FDA; up to 2.36 % of nicotine found in it
j PRAFULLA MARPAKWAR pqT.IT.
I MUMBAI, JAN 18 ~l~

M
aharashtra has decided to
move the Centre to amend the
Food Adulteration (Prevention)

Act, seeking immediate ban on consump-
tion and sale of gutkha iqthe.entire state.

“No doubt, following the ban, we will
i lose quite a large amount of revenue as stiles

tax, but it was essential to take a drastic step
for protecting the health of the society and
also from preventing the younger genera
tion from becoming gutkha addicts,” Health

i Minister Daulatrao Aher told The Indian
- Express.

Aher said the government has drafted a
1 comprehensive amendment to the Food
I Adulteration (Prevention) Act, 1954, and

Maharashtra Food Adulteration (Preven
tion) Rules, 1962, which will be forwarded to
the Central Committee for Food Stan
dards.

“Since the original law is a Central legis
lation, it is necessary to take a permission
from the Centre. In view of the ill-effects of
consumption of gutkha, I think the Centre
will concede our proposal,” Aher said.

Aher said following in-depth analysis of
the samples of gutkha by Food and Drug
Administration (FDA), it was revealed that
they contained magnesium carbonate, used
as anti-caking agent and nicotine (0.67 to
2.36percent). The Food and Drug Admin
istration also found that 82 samples of
gutkha were substandard.

“The consumption of these two items is
injurious to health. Besides, studies con

ducted by leading organisations have re
vealed that in 90 per cent of the cases, cancer
was caused by consumption of gutkha or to
bacco,” Aher, who is also; a qualified sur
geon, said. The HealthMEuster saidwhe'n

The proposal for imposing a ban on con
sumption and sale of gutkha was being dis
cussed, the question1 of loss of revenue also
figured prominently;

According to records, if the ban is im
posed, the loss of revenue will be to the ex
tent of RsT8.lt> crore for the State and Rs
49.91 crore to the Centre towards the excise
duty "

“Out of the 400 gutkha manufacturers in
the country, 20 are in Maharashtra and their

'turnover is estimated at Rs 179'crore, while
1050 persons are involved in manufacture
and distribution of gutkha,” the Health Min

ister pointed out “Since it is adversely affects
the health of persons consuming gutkha, we
should ignore the loss of revenue, which can
be recovered from other avenues,” Aher
added. The Health Minister said there was
nojales taxon tobacco-based gutkha as of
ilow. , ■

“We are charging fiyeper cent luxury tax
on gutkha, while we arelevying 13 percent
sales tax on pan masala, jtudies by leading
research institutions have revealed con
sumption of both can cause oral cancer,” he
said. Replying to a question, Aher said mere
banning the sale of gutkha will not serve the
purpose as there is no agency to implement
such a prohibitory order effectively.

“Under such circumstances, consump
tion as well as sale of gutkha should be
banned.” he observed.
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Gutka is pre=canceroos, no
cure in sight: TIFR study

— 137S/AA
By Preeti Deshpande

Mumbai, June 14: Studies con
ducted independently by the Tata
Institute of Fundamental
Research and the Tata Memorial
Hospital has concluded that regu
lar and prolonged consumption
of gutka causes sub-mucous
fibrosis, a pre-cancerous condi
tion. The studies, conducted
independently by Dr Surendra
Shastri at TMH and Dr P.C.
Gupta at TIFR, researched data
collected over 30 years and
established that rhe incidence 7>f
SMF had- increased-ten-fold in
India. Dr. P.C Gupta, head,
department of epidemiology,
TIFR, says, “In front of our eyes,
we have seen the disorder change
from a little known enigmatic
disease to a virtual epidemic.” Dr
Gupta’s study included randomly
examining the mouths of com
muters outside CST station o’n
Tobacco Day, to check for the 

incidence of SMF. Dr Gupta con
cluded that the affected age
group was between 25 and 35
years of age, a huge shift from
earlier studies, where the disease
was restricted to people over
forty years of age. Even more
alarming is the fact that there is
no known or accepted cure for
SMF.

'^SPOTLBGHT
SMF is a condition found only

among Indians, or people of
Indian origin. Dr. P.C Gupta
says, “Since it was confined to
the Indian population, its cause
had something to do with Indian
habits. As the symptoms included
a burning sensation in the mouth,
it was initially thought to be
caused by chillies.”

Explaining the effects of SMF,
Dr Shastri, head, department of
preventive oncology, TMH, says,
"Regular and prolonged use of 

gutka, say about four to five
packets a day, over eight or nine
months, will cause SMF, a pre-
cancerous condition that causes
the. tissues in the mouth to hard
en . Eventually the patient cannot I
open his mouth, as the mucous
membrane lining the mouth cavi
ty becomes inelastic and cannot
stretch. In such case the patient
may not be able to speak, or eat
without a straw.”

"Since the disease is highly pre
cancerous, an afflicted person is
400 limes more likely to get oral
cancer than one not afflicted. In
oilier words since gutka contains
about 60 per cent tobacco it~~is
already highly carcinogenic. As
gutka has a high probability of
causing sub mucous fibrosis, the
chances of a gutka user getting
cancer are that much higher.”

Gutka comprises roughly of 50
per cent areca nut, 50 per cent
Tobacco sandai~~wood powder.
■Turn to Page 11

Gutka is pre-cancerous, no cure in sight
■Continued from page 9
I^Msiuni carbonate, and flavour-
ingagents and additives.
Says Dr Shastri, “Many of these •
ingredients irritate die sensitive
mucous membrane and fibrous tis
sues in the mouth, which over time
harden and become inelastic, so
that patients cannot open their
mouths, causing sub mucous fibro-

1 sis. Tell tale symptoms are dis
coloured patches on the palate and

I the inside of the cheek. These may

be white or dark coloured. Other
signs are non healing ulcers or
legions in the mouth. Since only 2(1
per cent of the tobacco consumed-
i n India is in the formof_c i g arc tics.
Jbaifon cigarette smoking.is inef-
lective unless you curb other forms
like gutka or pan masala. As these
are more socially acceptable than
cigarettes, their use is harder Io

Research on the disease started in
the early sixties whe.n.nne-in-thirty

individuals showed symptoms.
Then it was mainly a disease of

the older generation. A sixties .
_study put its highest incidence "at
03 per cent in parts of Kerala . In
‘94 its incidence had jumped to
one in three individuals. Dr Gupta
adds a study done in rural Gujarat
,still under publication, revealed
that eighty per cent of those afflict-
ed were below 45 years of age, 45 •

•per cent below thirty ’five.
Estimates say that 65 per cent of

Indian men use tobacco in some
form, the most common being
beedis. gutka. and masheri. Con
trary to public opinion, cigarette
smoking is restricted to a minus
cule percentage of the population.
90 per cent of oral cancer patients
are tobacco chewers, who use
tobacco in either pan or gutka or
other variants. Moreover. 55 per
cent of all cancer cases in India are
preventable, and arise largely due
to tobacco use in its desi forms.

,jr-C2D: Thia photo oopy la being aupplla-'
or voor personal rafaranoo and study
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Health Ministry isolated on gutka ban
NIRMALA GEORGE
NEW DELHI. MAY 8

THE Health Ministr}'seems
to have bitten off more
than it can chew on the is

sue of banning gutka with a host of
ministries opposing the move.

An inter-ministerial meeting
held last week revealed the kind of
pressures that have come to bear
on the Ministiy ever since an ex
pert committee ruled that chewing
tobacco and pan masala flavoured
gutka are carcinogenic and recom
mended a ban on its production.

Opposition to the move has
mainly come from the Labour.
Agriculture. Commerce and In
dustry ministries.

According to Health ministiy
officials, ultimately the decision on
the ban will be a political one. The
government will have to decide
whether it can afford to face the
outcry that would ensue.

The gutka industry which is ag
gressively campaigning against the 

move is appealing to the 'swadeshi ’
sentiments held dear by the BJP.
They feel that since gutka is a one-
hundred per cent ‘stwnfa/n’indus-
try. the BJP would not let it down.

At the meeting. Labour min
istry officials did some plain-speak
ing about the more than 4 lakh
workers employed in the gutka
and related industries who will be
rendered job
less. The Agri
culture min
istry was no
less vehement
about the
plight of thou
sands of farm
ers currently
growing areca nut and spices for
the pan masala industry.

Not to be left behind, Finance
ministiy mandarins fretted about
the loss in excise revenues. Com
merce and Industry ministries
wrung their hands about the effect
on the Rs 6.000 crore pan masala
industry and other related sectors.

And this is quite apart from the
numerous state farmers’ delega
tions and gutka and pan masala
manufacturers, who have taken
their protests on the move to ban
gutka to no less than the Prime
Minister.

The Health ministry has
bought itself some rime Eyseeking
expert views on steps to curb the 

consumption of chewing tobacco
and the socio-economic pros and
cons of ordering a ban on the sale
of such products.

But a way out of the current ‘to
ban or not to ban’ dilemma that
the Health ministry finds itself in,
may come from an unexpected
quarter. There are two public in

terest litigations (PIL) seeking a
Ban on gutka pending before the
Madhya Pradesh arid Maharash
traHigHcourts respectively.

* In the light of the activist role
taken on by the courts, should ei
ther of these courts decide to go by
the findings of the earlier expert
committee and ban the sale of
chewing tobacco, then the Health

ministiy will have
a way out of the
problem.

Groups like
the All India Pan
MasaTa and To
bacco Manufac
turers Associa^
tion feel that the

government should not impose a
ban till it finds conclusive evidence
about the carcinogenic nature of
pan masala containing tobacco.
And as proof they cite historical
evidence that tobacco chewing has
been common in India and large
parts of the world since thousands
of years.

The Association recently met
Prime Minister Atal Behari Vaj
payee to plead their case and to
press for an in-depth study before •
any decisions are taken.

For the numerous fanners’ del- ■
egations that have been entreating !
Union Health Minister Dalit
Ezhilmalai, a ban on gutka could i
be a matter of life and death.In
some states like Karnataka, espe
cially the Shimoga and North and i
South Kanafa areas, farmers have i
in recent years tumedto areca nut
famringeversincelhe-popularityof |
pan masataandgutka, caught on.

Health experts say the govern- j
mentis well within its rights under j
the Prevention of Food Adulter
ation Act, 1954, which empowers it 1
to prohibit the sale of any sub- i
stance which may be injurious to I
health. But gutka manufacturers )
feel the law should be applied i
equally arid a ban on gutka should
be matched by similar action
against known carcinbgens~Uke,
cigarettes, bidis and even alcohol..

Any decision on the planned gutka ban
threatens to be a political one as the
gutka lobby quotes swadeshi backed by
many ministries including Labour
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Tobacco lobby suffers setback

Govt mulls ban
on gutkha ,v:>

FROM OUR SPECIAL
CORRESPONDENT

New Delhi, May 5: The govern
ment will soon mount a massive
radio and television campaign
against tobacco-chewing as a
first step towards a ban on the
manufacture and sale of zarda,
gutkha and smiilar products.

The Union health ministry
dccidedto ban’ chewing-tobacco
about a couple of months ago?
The ban was proposed during the
United Front government’s term
ahd was tmfielast stages ofpro-
cessiiig when_theZBJP._gOY.em-
ment was sworn in.

The BJP government was hes
itant about an instant and blan
ket ban due to pressure from the
tobacco lobby and worried abouT
its repercussion on millions of
addicts across the country.
“East-evening, the health min
istry convened a meeting which
was attended by officials from
several other ministries. All par
ticipants, including those from
the departments of labour, indus
tries and finance, agreed on the
peed to discontinue sale of these
products, but they were unsure
of the wisdom of an immediate
ban on their manufacture.

An1 inter-ministerial commit-
. tee ~Was~Tofhied at yesterday’s!

meeting to decide the issue. The
participants met to come up
with a policy statement, which
the health ministry will place
before the Union Cabinet, for
further action.

But it is the data provided by
the labour ministry that is wor
rying the officials. If the gutkha
trade is put under a blanket ban,
it will create serious problems
for nearly four lakh workers in
the organised and the unorgan
ised sectors, an official said.

Health ministry officials,
however, reminded their coun
terparts in other ministries that
some measure had be taken to
curb the trade, in view of . the
recent courLJudgmentsin a
number of public interest litiga
tions relating togutkha.

Health ministry sources said
that it was the PILs that had
prompted the government to con
sider the’ban;---------- ~~

' MeaSwhfie. tlie All-India Pan
Masala and Tobacco Manufac
turers’ Association has demand
ed a countrywide survey of oral
cancer patients to find out if
chewing of tobacco is behind the
growing incidence of such cases
of cancer. .-A\

A ban, the association insist
ed, could only follow such a com
prehensive, countrywide survey.

^r.>nsT-CBDi This photo oopy lo being supplier
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market their cigarette products. He asked why
only the smokeless tobacco Industry was being
meted out this step-motherly treatment and the
tobacco industry, with a strong lobby, had been
left out.

The study states that a public heath policy
that recognises smokeless tobacco as an alterna
tive would benefit individuals confronted with
the unsatisfactory option of abstinence or con
tinuing to smoke.

Mr. Aggarwal said scientists in the Central
Tobacco Research Institute. Rajamundry, And
hra Pradesh. Mr. Murty Rao and Mr. Gopalchari.
have stated that" such chewing of tobacco or its
presence in gutka is far less harmful, if at all. in
comparison to the direct smoking of tobacco
such as cigarettes, cigars and bidis". Figures
with the association point out that 1,51.000
smokers developed cancer compared to 6.000 in
the case of smokeless tobacco users. Similarly,
heart and circulatory problems occurred in
1,80,000 people and respiratory complications
in another 85,000 whereas no such diseases
affected users of smokeless tobacco.

He felt the ban was being Imposed at the beh
est of multinational companies to wipe out the

"domesticchewifig'tbbacco Industry and provide

f Ban on pan masala not now: Ministry
chewing tobacco labelling it totally bad for n<dp£AtataJsde/BXsJie claimed it had suggesl-

health. Interestingly, it states that epidemiolog- eilTHat, in fact, chewing tobacco could be used
ical studies linking oral cancer with the use of as a way to wean'hway peopfe~Irom the harmful
pan masala are currently not available. It goes .addiction of smoking. The detrimental health
on to explain that the habit of chewing pan effects of cigarette smoking including the in
masala containing tobacco is of recent origin creased risk of cancer, heart and circulatory dis
and the suspected disease (oral cancer) has a orders and respiratory diseases are well
long incubation period and_anyepidemiologlcal ■ established.
study carried out at this lime will no the useful.
“Similarly, it“gocs on to equate the Mainpuri
tobacco and the 'mawa' habit as having the
same harmful effects and has put the pan masa
la and gutka brands in the same category.

Pan masala and gutka manufacturers have
opposed the move of the Centre, saying it will
adversely affect crores of people connected with
the trade. The worst-hit will be the agriculturists
from Gujarat. Karnataka and Assam.

Arguing their case, the Zafrani Zarda Manu
facturers Association's organising secretary. Mr.
Ashok Aggarwal. said around two crore individ
uals comprising of panwalas, vendors, hawkers
and distributors, whose livelihood depended on
this industry would be out of work. The tobacco
industry provided employment to over 50 mil
lion people, including tobacco and areenut
growers, processors, transporters, silverbeaters,
perfumeries, packers and sellers. It contributed
nearly Rs. 700 crores last year in the shape of
excise duties. The States collected more than Rs.
300 crores in the shape of sales tax.

For its part, the Association pointed out that- , o _ r
since smoking was more harmful than chewing • an open fieldtoTheMNCs which are planning to
tobacco It should be banned first. The experts, ' * *' L’-
they felt, had “conveniently overlooked" the
harmful repercussions of smoking tobacco for
reasons best known to them.

Quoting from the study in the American ]our-

By Our Stall' Reporter
NEW DELHI. April 12.

The Central Government is actively consid
ering a move to ban the use ofchewing tobacco
in pan masalas and gulkas. The ban. if imposed.
will have far-reaching social and political impli
cations as nearly 10 crore people .(kpeudent on
the industry, direfily of indirectly, stand.tolose
their livelihood.

The inter-ministerial committee is scheduled
to meet to consider the matter. The approval by
the committee is being regarded as a mere for
mality. However, while confirming that the mat
ter was under the consideration of the Health
Ministry, a senior official said there was no ques
tion of such a ban being imposed in the near
future. The meeting, scheduled for tomorrow.

part of the consultative process. A proper
^Rcedure, which includesinviting and clispos-

mg of objections woukLhave to be~followed as
'part of the consultative exercise before a noli-
fication imposing such a ban was issuedT the
official, said.

A committee of experts appointed in 1994
has affeady recommended a ban on chewing
tobacco faking the view that it is not only harm
ful for health but is a causative factor for cancer.
The committee's recommendations have al
ready been endorsed by the Central Committee
of Food Substances (CCI S)._ On lhe oilier band.
the committee itself stales that the pan masala
industry was likely.to touch the Rs. f.OjKlcmce-
maflCin 1997.-However, the'committee makes
nb" mention of the more harmful effects of smok
ing tobacco nor has it taken into account the
consequences of such a ban.

The expert committee has favoured a ban on

nocrOST-CBD: Thin photo copy
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'Govt likely to ban gutkha |
and chewing tobacco I

AJAY SURI
NEW DELHI. APRIL 11

COURTING controversy, the
Union Health Ministry is working
on a proposal to ban the manufac
ture and sale of chewing tobacco
and Gutkha across the country. A
draft notification is ready and is ex
pected to be soon presented to the
Cabinet for its approval.

But before that, an inter-minis
terial meeting has been called.
Slated for next week, the meeting,
to be chaired by Health Secretary
K B Saxena, wfiTseek the opinion
of the Agriculture, Commerce,
andFinaiice Ministries.

This is being done in view of the
far-reaching consequences the
proposed ban will have - affecting
the livelihood of millions of farm
ers as well aspaan and Gutkha sell
ers, and countless consumers
across the country.

The decision also threatens to
pose a political fallout given that
most of the estimated 1,000 to
bacco and Gutkha companies op
erate from Uttar Pradesh, Maha
rashtra, Gujarat and Rajasthan -
all BJP-ruled states.

The basis of the Health Min
istry’s move is a report of an expert
committee set up in 199‘t3ufing'

the tenure of then Prime Minister P
V Narasimha Rao. This commit
tee which is now headed by Direc
tor General of Health Services
(DGHS), S P Aggarwal, recently
submitted the report to the gov
ernment recommending a blanket
ban on all chewing tobacco prod
ucts. Incidentally, this committee
has met only four times in the last
fouryears.

The committee, ironically, has
admitted it doesn’t have conclusive
evidence to link chewing tobacco
wi t h orafcanceri

According to tire minutes of its
last meeting in September ’97
made available to The Indian Ex
press: “It was brought out that epi
demiological studies linking oral
cancer with the use ofpaan masala
containing tobacco are currently
not available...since the habit of
chewing paan masala containing
tobacco is of recent origin and the
suspected oral cancer has a long in-’~|
cubation period, of 15 to~2(J years,
any epidemiological study carffedj
out at this time would not be use
ful.”

The chewing tobacco lobby—
it recently formed an umbrella as
sociation called Zafrani Zarda
Manufacturers Association—de
bunks this. Tbbacco chewing,

points out association secretary J
Ashok Aggarwal, is not of recent »
origin but has been “on since the <
Mughal times, and even before.
Certainly, tests could have been <
carried out long ago.” $

Aggarwal alleges that the.gov- •
emment’s move is at the behest of i
thecigarettemanufacturers’lobby ;
who want to capture new markets. ‘ j
“There is evidence to show that »
cigarettes cause cancer. But the J
cigarette lobbyjs.more-poweriul, '
they are untouched.” [

The committee’s report has J
drawn its conclusions on the ad- <
verse affects of consumption of J
chewing tobacco and Gutkha •
based on studies conducted by ■,
three institutions: National Insti- !
tute of Nutrition, Hyderabad; Re- <
gional Cancer Institute, Tfrivan- J
drum in collaboration with Johns j •
Hopkins University, USA; Chit- ;
taranjan National Cancer Insti- <
tute, Calcutta. j

The committee, constituted to ;
go into the‘use ofchewing tobacco j
inpaan masala and Gutkha and its >
effect on public health’, reports ’•
there has been a “tremendous
growth” in the chewing tobacco in
dustry from Rs 200 crore revenue
in 1992 to well over Rs 1,000 crore
in 1997. .
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U Members seek ban on pan parag .
ularly in front of schools and colleges to lure tl
youth. He said the Government should create .1
awareness among the people and the yo> th
about the harmful effects of these products.

By Our Special Correspondent
. CHENNAI, April 1.

A ban on pan parag was demanded in the
i^^AssemblyTbday by the L)MKr~CPI~5nd~CPf(M)
i^^rnembers who expressed their deep concern over

the alarming speed at which the chewing habit
spread, especially among the student popula
tion. Mr. K. Subbarayan (CPI) asserted that no
ope had the right to play with the lives of the
people as pan parag promoted cancer.

The Health Minister. Mr. Arcot N. Veerasamy,
expressed the Government’s inability to impose
the ban as there was no such, ban on liquor and
cigarettes The Minister said that pan parag 

promoted the disease "sub mucous fibrosis”
which was a prelude to the onset of cancer

The Cancer Research Hospital at Kancheep-
uram and the Chennai Government Denfal Col-

Tege had done_extensive7research on theHisease
promoting qualities of pan parag and“cautioned
the people through the Government-sponsored
dental camps.

Mr. Chengai Sivam (DMK) insisting on a ban
cited the opinion of world health experts which,
he said, testified to the fact that pan parag pro
moted cancer more than liquor or cigarettes.

The CPI(M) member. Mr. D. Mony said that
another product Manikchand was also catching
up with the people and it was being sold, partic-

Mr. Veerasamy said constant use of th' «
stimulants would result in the shrinking of 4e
muscles controlling the mouth resulting in diffi
culty in swallowing food. This would be before
the onset of regular cancer.

The Minister said the Government would ex
amine whether it could get funds from World
Bank and Central Government for launching a
campaign for creating awareness .about the
harmful effects of pan parag as it did in the case
of AIDS prevention. _•
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State bansi^tta
sale near schools.
Vajpayee government will
bring in tobacco ban: Aher
By Our Special r
CORRESPONDENT. '-’^ 'jv.

Mumbai, March 20: Gutkha
pouches of less than half a kilo
will be banned and so will the sale
of gutkha within 100 metres of
educational institutions, slate
health minister Dr Daulatrao Aher

government at best takes notice of
the issue raised and assures appro
priate action. Dr Aher had to be
prompted by Mr Pramod Navalkar
to urge Mr Mungantiwar to with
draw the motion.

Considerations like handsome
revenue from the sale of such

assured legislative- Assembly
members on Friday. With the new
Atal Behari Vajpayee government
in New Delhi, Dr Aher was confi
dent that the state proposal for a
complete ban on gutkha and
tobacco will be accepted.

The niatter came up during a
non-govemment motion moved
by Bharatiya Janata Party MLA
from Chandrapur Sudhir
Mungantiwar', who has raised the '
demand for ban' on gutkha in
almost every session of the legis
lature? Dr Aher.irThis reply, said

''the state was determined to ban
gutkha, which is responsible for

I oral cancer and general ill-effects
on health, especially of youth. The
minister was so carried away with
his support to the cause, that he
announced his willingness to
accept the motion. Traditionally,
non-govemment resolutions are 

pouches will not come in the gov
ernment’s determination to stop
sale of gutkha, . he added.
“Maharashtra is capable of col
lecting : enough revenui'through
other sources,” he said when a
member pointed out that public
welfare, schemes of prohibition in'
other slates like Haryana and
Andhra Pradesli Had collapsed
under revenue considerations
from such sales.

Making a strong plea for stop
ping : gutkha sale, Mr
Mungantiwar said, “Tobacco sells
at Rs C600 a kilo wlule the best of
dry fruit is priced at Rs 450 a kilo.'
It is a shame that money is wasted
on.sucliTiannfurhabits."
“ Members from all political par
ties made a strong plea Jo ban
advertisements'of gutkha and even
itr~consumptronznrpublic~build-
ings like Mantralaya. ~ ~-
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Ban on gutka, chewing tobacco on the way

All the studies concluded that there was

Weeding Out Health Hazards

Spouse to the rulings of the Rajasthan and
Aurangabad courts.

If the government failed to take the nec
essary action, the courts would do so, Mr

pact of the ban on government revenues,
Mr Lakhina responded: “Thousands of
lives will be saved.”

feet 400 manufac
turers of branded
gutka and pan
masala who con
trol 65 per cent of
the market that
branded products
account for. In
addition, it will
lead to a revenue
loss of about Rs
300 crore for the
exchequer.

There are some 80 brands of gutka, ac
counting for sales of a staggering Rs 1,500
crore in Maharashtra alone. .Gutka manu
facturers are expected to seek legal re
dress. Observers said the ban could result in

an increase in cigarette sales as consump
tion would shift to other tobacco substir 

THE UNION health ministry’s Central
Committee on Food Standards (CCFS)
has passed a resolution to ban the

manufacture, sale, distribution and storage
of diewing tobacco and gutka. The resolu
tion is expected to become legally effective
after the new government is in place at the
Centre.

The health ministry’s move follows hec-
I tic lobbying by consumer societies and the

Food and Drug Administration (FDA) and
a prolonged public debate.

The resolution is backed by the Preven
tion of Food Adulteration Act, 1954, which
empowers the Union government to pro
hibit the sale of any substance which may
be injurious to health when used as food or
as an ingredient of food.

Speaking to The Economic Times, Ma
harashtra FDA commissioner Anil Lakhi
na said that a countrywide ban would af- 

~itym experimental animals. The commit
tee also asked the Gujarat Cancer Research
Institute, AhmedaEad to undertake studies-------,----------,
m~collaboration with institutes in Bihar Lakhina said.
and UP to examine the cancer-causing ef- ™

-facts of tobacco on humans. Also roped in
was the Indian Council of Medical Re-

. - miso
strong correlation between intake of to
bacco (in any form) and cancer, Mr Lakhi
na said.

Adding to the pressure on gutka manu
facturers was a public interest litigation
filed in May 1997 by a consumer activist
jnTEOurangaEScp.urt^seeking a.ban on
gutkaTThe court ruled in favour of a total
bgn-on-gutka. ' ■

Mr Lakhina said that the new govern
ment will have to give legal effect to the

Varsha Gupta
MUMBAI 11 FEBRUARY

Rajasthan High Court issued directives to — — ---------■;------- ------------------ ■------- - ------------- >-------------
thecentral government to appoinLaconfc " search-(lCMR-),-which contributed to the tutes. in response to aquestion on the im-
mittee to examine the use of tobacco in pan findings of this committee by proving that ' nnct nfThp han nn anvpmmpnt revenues.
masala and gutka and its effect on public gutka is associated with oral cancer.
health. The committee was appointed un- *” ’ ‘

der the chair-
.................................. .............................................................. manship of the

► CCFS has passed a resolution to ban gutka, dirvect°F §e“?ral
chewing tobacco ; of health services

► Will become legally effective after the new govt <D<Th^’Commit-

is in place tee had entrusted
► Resolution is backed by the PFA Act 1954 a Chandigarh-
► Countrywide ban will affect 400 manufacturers based institute to

of branded gutka ■ ' undertake chm-
► It will lead to a revenue loss of Rs 300 cr <,cal studies in

. multiple species



Centre chews on State’s plea for gutka ban
MANJIRI KALGHATGI « injurious to health. This means by the gutka ban is also negligible facturers Association AIPMTMA
MUMBAI. OCT 11

THE Government of Maha
rashtra has recommended
to'theCentral government

thatgrata should be banned in the
State? Maharashtra Minister for

' Health; Dr Dtmlatrao Aher, told
The Indian Express that he had' .
written.to-the-Centre in July and _
alsospoken to Union Health Min
ister Rennka Chourihary in thisrrs
gard. However, there has been no
reaction from the Centre yet. Aher
informed.

Qutka is a propriety food which
metins it has not been standardised

.under the Prevention of Food?
■Adulteration Rule (1955). Accord-
ling to this act,pan masala should
■be free from added coaltar color-
■ing matter and other ingredients

that tobacco and artificial flavours
and colours in gutka are not al
lowed.

India is the largest producer of
tobacco in the world with over 80
million kg tobacco cleared for con
sumption inthe country.

— The. grata1",induStry'_has~ a
turrioverRjFRs 1500 crb'reS "and

.generates arevenue of300 crores.
400 manufacturers-of-branded
gu/ta?(ho!ding 65.per-cent-of-the
market share) employ 10.000 em
ployees in the country. In Maha
rashtra, there are 20 manufactur
ers ofgraA-a.

Banninggrata will be compara
tively easier for the State Govern
ment as the revenue generated
from it is very low and most of the
income is undeclared. The num
ber of labourers rendered jobless 

and can be accommodated else
where. For instance, the annual
revenue collected from Rahul
Fine products was Rs 2 lakhs, Rs
20 lakhs from Johnny Walker to
bacco and Ks / lakfrfrom Sanket
Food products. The number of

■ • wSrkers in these companiesis only
'~74.65hnd 46 respectively., .
xr^figutka is banned in the state, -
permits to set up pan shops will be
giveShnly after ensuring that it is
not sold there.

According to Dr Aher, such
outlets will have a list of products
they are permitted to sell and shop
licenses will not be renewed if
grata is being sold.

However, maintaining that
gutka is harmless.BharatThakkar,
Frnir^rJDymjiriator of All India
Pan Masala and Tobacco Manu-

said: “The Centre cannot bah
gutka until a direct link with cancer
is proved.” Despite this claim,
Thakkar admitted that spurious
ingredients used in grata could be
harmful.

J M Joshi, Founder Chairman
■ of AIPMTMA suggested that the
' government specify whichingedi-'
- ents are to be banned. "Gutka can

be manufactured leaving out those
materials” he said.

Suggesting a middle path, Joshi
said a General Manufacturing
.Pr.acticejGMEl.should.be-.intro-
duced to ensure quality produc
tion of grata, “Atpresent, inspec
tors appointed by the government
are paid off by factory owners
while workers continue to have
long dirty nails and handle chuna
with bare hands,” he remarked.
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Kerala set to bah
pan masala? gutka

By P.K.Surendran
The Times of India News Service

KOCHI: Kerala is set to ban pan
masala and gutka. The Kochi
Municipal Corporation has banned
the sale of these items while a num
ber of municipalities have followed

■suit:
■—What makes the effort different is
the fact that the entire merchant
community seems supportive to
the cause even at the obvious loss
dr considerable profit.

The alacrity in action against pan
masala followed some studies by
both consumer fora and-indepen
dent organisations on how pan
masala, gutka, and their varities,
are catching on among teenagers.
The masalas have special attrac
tions as compared to cigarette or
pan. They come in handy satchets
and priced low. They can be con

sumed without ostensible effect
and the chances of detection are

municipality, again In Ernakulam,
hSs’banned the sale of pan masala
in its area. At least three panchayats
have so far folfowed suit. It may be
p'eftihent to note that Koolimad vil
lage of Kozhikode ha3~b~anned~all

* tobacco- based-items two years-
ago-—————-

- 'T.K. Ravindran, secretary, Kochi
Corporation told TOINS that
health inspectors and food inspec-'
tors had begun checking-shops
especially kiosks, to ensure the
banned Items were not stocked.
The existing stock is allowed to be

’ sold. The secretary said violators
would find their licence suspend
ed.

The Kerala Vyapari Vyavasai
Ekopana Samity, the apex body of
the Kerala merchants, which had
till recently been fighting Hindus
tan Lever Limited, has turned its ire
against the pan masala recently.
The’Samiti leaders of Ernakulam

less.
A recent survey by Regional Can-

cer Centre, Thiruvananthapuram,
' found lour per cent ot girls and 10

per cent of boys in four colleges
were addicted to ‘Tan Parag" and’
other varieties of masala. Many
more admitted to have “tasted
them’’ at least once. The study said

Uthese varities were far more habit
forming and harmlul than cigarette

Hand beedi.
^While the Kochi Corporation lias,
in its council meeting last week,
passed a resolution unanimously
to ban sale of pan masala, the
North Paravoor municipality in
Ernakulam district was the trail

■blazer. The municipality -banned
the tobacco-based habit-forming

had indeed approached the corpo
ration with the promise of cooper
ation if the corporation would pro
hibit the sale of all masalas. The
Samiti has 124 units in Ernakulam

’ and all of them have been asked to
shnTTtheT>UTchase~an~d sale ofpan
masalas. ——-

“It sure Involves considerable
loss of profit?’ agreed secretary of
'tlre~Safhitl7'riBut we have a social
responsibility too," he said.
According to the Samiti pan masala
and its many varieties had been the
top earner of profit to small mer
chants. The sale of such masalas'
were to the Tune ot Rs 30 lakhs a
month In Ernakulam.

The SamTti’s Thiruvananthapu
ram unit has also sent a directive

stuffs a couple of months ago set- touts unjts to discontinue buying
tifigT&THolion a “chain of similar pan masala varieties. Efforts are on
action by municipalities andpan- to induce Kozhikode Corporation
cfiayals._ too to follow the example of
'^On Monday the JCalamasserl Kochi.
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Ban gutkha, says Central panel
SVATICHAKRAVARTY BHATKAR sionthattheproductisharmful.Itcausescancer. SupremeCourtandthatwilltakeyears."
DECEMBER 4

T
HE high-powered Central Commit
tee on Food Standards (CCFS) has
demanded a nationwide ban on
gutkha and pan masala. Declaring the

tobacco products as carcinogenic capable of
causing oral cancer, the government body,
chaired by the Director General Health Services,
conveyed its views to the government through a
resolution passed on November 27.

Anil Lakhina, Commissioner, Food and
Drugs Administration (FDA) and a member of
the CCFS said, “The Committee is the apex
body of experts authorised to take such a deci
sion. After reviewing all the evidence on pan
masala andgutkha, we came to the firm conclu-

Therefore, we have recommended that it should
be banned.” Armed with this verdict, the govern
ment can now amend the Prevention of Food
Adulteration Act (1954) and empower the state
governments to ban both products.

The CCFS resolution is significant, especially
since the government cannot ignore the sugges
tions. However, anti-tobacco activists*are  scepti
cal and expressed doubts about an effective ban.

Dr P C Gupta, a cancer researcher and sci
entist at the Tata Institute of Fundamental Re
search (TIFR) said, “There’s many a slip be
tween the cup and the lip. First, the ministiy has
to accept the demand, then the law has to be
amended. Even if an order is passed, the pan
masala makers will definitely move the courts.
They are bound to take the matter up to the

partment expects to net close to Rs 500 crore
additional excise from the pan masalaindusffy'
in tfic current financial year.

Faulty implementation is another pitfail,
point out anti-tobacco activists. They cite the ex
ample of banned toothpastes laced with tobacco^.
The legal challenges toihe baiTdragged qnTof
jears as the manufacturers took appeals up to
the Supreme Court. Months ago, the,$_Cpassgd
an order upholding the ban. But the banned_
Toothpastes are frcely.available.
' Scepticism about a real ban is also fuelled by
the fact that pan masala is a money-spinner for
the central and state governments. In the year
1990, the World Health Organisation (WHO)
had estimated I asaia market to
be worth Rs 20 billion. Today, the revenue de-
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Pan masala banned in Kochi
STATESMAN NEWS SERVICE

KOCHI, Dec. 1. — The Corporation
of Cochin has banned the sale of
pan masala in all areas within its
jurisdiction. The resolution, which
was moved and unanimously
adopted at a council meeting on 25
November is effective from today.

The decision was adopted fol
lowing a series of complaints from
parents of school children and vol
untary social organisatioins. They
claimed that many students were
streadily getting addicted to “chew
able” tobacco products like pan
masala and “thambakku” (tobacco).

“These products contain un
healthy substances, which are not
only carconogemic, but addictive
and even intoxicating. Sincecom-
plaints have been pouring from
many social organisations that a
growing number of youth are
falling prey to these products, we
decided to take a firm stand," Mr K
KSomassundara Panicker, Mayor
of Kochi, said to The Statesman to

day.
Samples of pan masala products

were tested in laboratories to prove
that they did contain harmful ele
ments, he said.

Special squads have been
formed under the Food and Health
inspectors to conduct random
checks in kiosks known to sell
these products. Those retailers
found selling pan masala products

'and “thambakk'u”'wiH have their
trade licenses cancelled and then-
goods seized, Mr Panicker said.

While the ban has so far been ef
fected within the corporation juris
diction, efforts are on to spread it in
the outskirts of Kochi have taken
similar steps.

While the Corporation of Cochin
is thejirst of_the_three corporations
in Kerala to adopt such a resolu-
tibnTtllFother two, Trivandrum
and Calicut, were also considering
similar steps to give it a State-wide
character, Mr Panicker said.

One of the first such moves was
noted in January this year in the

; i
Pallipuram gram panchayat on the
'outskirts of Kochi, where”tbbacco
products, like pan masala, we?e
banned following a sustained cam
paign by voluntary organisationsre-
ported by The Statesman on 4
February.

The campaign which kicked off
on 18 January was led by a volun
tary organisatioin called
Kaliarangu, which began an aware
ness programme in the area by
putting up posters and signs cau
tioning people against these prod
ucts. The “social" ban was made ef
fective ’from3lTJanuary. -

The ban hassfiaken pan massala
dealersjnthe.state, _who_hayech  al ■
lefiged in the court and even peti-
tioned_to_the_ChieLMinister, Mr T
K Narayan. In areas under Cochin
Corporation, however, they hav.e
have removed posters of pan parag
till a settlement is heard on their
appeal.

The ban may severely affect
their profits, believed to be of about
Rs 200 a day.



Gutkha nromotion continues unabated
•* ..... J575/VO! muo

"Cancer is also only for gutkha ea
ters,” she adds vehemently.

Ms Venkatesh states that studies
have shown that young children view
cricketers and filmstars as role mod
els, and whether one likes it or not,
they do tend to be lured into buying
products endorsed by their heros. In
fact, a study conducted by a group in

after consuming the product.
Advertising industry insiders say

that besides the one-line statement,
which is “clearly eye-wash,” there is
no way entrants are going to be
screened into non-gutkha and gut
kha eaters. .

sued advertisements in leading pa
pers announcing a contest with

By Rakshsndo Italia
MUMBAI: Even as gutkha manufac
turers have agreed to refrain from
using event sponsorship as a means
of product promotion, advertise-'
ments for gutkha continue with una
bated vigour. Faced with a glut of ag
gressive gutkha ads, anti-tobacco
lobbyists are sceptical of the indus
try's promise to tone down hard-sell
of the health-injurious gutkha.

Activists have been shocked by a
high-profile “contest”' recently
launched in the print media by a gut
kha company. The only concession
to the industry's agreement to reduce
marketing hype is a line in the ad
which states that the contest is open
“only to gutkha eaters."

This has enraged a section of con
sumers and activists as well as adver
tising circles. They say that the line
"is clearly an attempt by the manu
facturer to steer clear of any messy
legalities and to shirk moral obliga
tions towards society."

Kesari Tobacco Pvt. Ltd., which

Says advertising agency Sistas
Saatchi and Saatchi chairman S.V. Sis
ta: "First and foremost, the advertise
ment is not brand advertisement but
a lifestyle one. It has all the attributes
of the gutkha enlisted in it and one
sells products by selling the benefits
and the virtues, which is attempted in
this ad. Moreover, if you do not want
to increase sales, you would not
spend thousands of rupees advertis
ing. Thisisnota. public seryiceadyer-
tisement." (The advertisement
shows a young couple in the back
ground with a line that says "....Dilki
pasand zabban par ruki.'")

<uuivuuvu.e <. ------ Iris Advertising, which created the
tempting prizes - the first and sec- ad?clalms the line was inserted to de-
ond prizes are gold (20 and 10 gms 'ter non-gutkha eaters. Iris Advertis-
respectively). To enter, one has to at- ing chief Parvez Waris maintains that
tach three empty pouches of the gut- gutkha advertising does not lure
kha brand and send in a short state- non-gutkha eaters, but induces exist-
ment describing one’s “experience" ing gutkha eaters to switch brands.

This argument does not hold
much water for die hard gutkha op
posers. Says^Cancer Patients Aids As
sociation representative Viji Venka-
feshr"These contests are a modern
way of advertising traditional forms
of tobacco eating." According to her,
these advertisements are targeted at
first-timers and younger adolescents.

Goa after the Wills Cup revealed star
tling findings. While many adoles
cents thought that most of the crick
eters smoked the brand, there were
others who would be actually indu
ced to buy the brand and try it out.

“This Gsnapati one hopes will be
different," says Brihanmumbai Mu
nicipal Corporation public health
committee chairman Ram Barot, who
feels that the lure of fancy prizes such
as gold could Induce impressionable
people to try the product. He adds
that gutkha manufacturers have been
asked to desist from sponsoring
events. There is also a plan to ban the
sale of gutkha within two hundred
metres of schools.

However, Mr Barot says that as
there is no legislation in Maharashtra
banning the sale and advertising of
gutkha, it is still a moraijssue which
people need to adhere to.

Activists say that this is~a matter
that the Union government needs to
immediately implement. But with
the slate government earning Rs 300
crores from tobacco and gutkha
sales, one wonders if legislation ban
ning this hazardous product will ever
be introduced.



Pan mdsdici, gutka can
leave your mouth stiff

Sriranjan Chaudhurl
BANGALORE: When Varadaraj
(name changed) visited oral and
maxillo-facial surgeon Dr K.
Umesh he could barely open his
mouth. Just a straw could pass
through to the mouth. He suffered
from oral sub-mucous fibrosis
(OSMF) developed from consum
ing smokeless tobacco.

Says Dr Umesh,“This condition is
pretty common and affects about
one per cent of population. It is seen
among young males, usually below
35 (60-70 per cent of cases) who use
smokeless tobacco for long. Accord
ing to a recent data, 30 to 60 per cent
of OSMF is seen among gutka and
pan masala chewers.”

Sub-mucous fibrosis is a perma
nent hardening of the inner lining
of the mucosa of the mouth. The

. substances used in pan masala and
gutka cause irritation to the mouth
.then to the skin inside mouth.
’ Gradually, capacity to open mouth
-reduces and the person may not be
able to open his mouth at all.

Says Dr Umesh, “Smokeless to
bacco is as dangerous as smoking
cigarettes, beedies or cigars,
whether taken along with areca or
betel nut or used as gutka, pan
masala or zarda. In fact, even to
bacco placed between the cheek 

and mouth could lead to OSMF.”
Initial signs of OSMF are, burn

ing sensation when consuming
spicy food and a progressive inabil
ity to open mouth because of scar
ring of cheek skin. The skin of
mouth is easily irritated when eat
ing S]5Icy food.

According to Dr Umesh, “Fibro
sis and scarring of mucosa leads to
reduced ability to open mouth and
sinking of cheeks. The inner surface
of cheek is commonly affected,
However, it can also affect all areas
of the mouth, like under the surface
of the tongue, gums, hard and soft
palate, floor of mouth and some
times even pharynx."

According to studies carried out
on OSMF, it has been proven that
paan contains mutagens which can
be cancerous. “OSMF itself though,
is not carcinogenic, but it makes the
skin of the mouth prone to cancer.
Research shows that 5-8 per cent of
OSMF cases may progress into oral
cancer,” stresses Dr Umesh.

A few common signs indicating
malignant changes are: Ulcers in
mouth; red lesions that undergo
changes; burning sensation in
mouth; mass of tissue forms a cauli
flower shaped growth.

(For more information Dr K
Umesh can be contacted on
6681088 or 98440-12671).
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restriction on
sale of gutka
The Times of India News Service
MUMBAI: In a significant deci
sion, the Democratic Front govern
ment on TUesday announced a ban
on sale, consumption and adver
tisement of gutkhAwit.fimTQQ.me-
tres_oLeducalional.institutions.and
government offices.

“The addiction to gutkha had
reached alarming proportions
among youngsters. A recent survey |
shows that 40 per cent of school stu- >
dents and_70per_cen.t-OLthei:olle- ■
gians are addicted to gutkha.

The government has, therefore,
decided to prohibit its sale in the
neighbouhood of educational insti
tutions and also near government
offices,” Chief Minister Vilasrao '
Deshmukh said at a press confer
ence on TUesday.
'The ban on gutkha will also

cover government and semi-gov- .
ernment offices, government-run ,
corporations and state undertak- ,
iiigsi he“said“after'a_meeting of the
cabinet.-The ban will come into
force immediately.
, Those found violating the ban.u
will be liable for criminal, prosecu- 1
tibn under Sections7.andl0.of.the
Food Adulteration Act- The pun-
ishment for offenders will range be
tween six months to 2 years of im-

\ prisonment or a fine of Rs 1,000.



Kick the butt - Drop the Weed
0B 2200 smokers died in India today. So did 10,000 of to
bacco related diseases I By 2020 tobacco will cause more
deaths than HIV, TB, maternal mortality, motor vehicle acci
dents, suicide and homicide combined. Advance 3 steps.Tell
people of our daily tobacco death toll.

an Tobacco use becomes a powerfully compulsive
behaviour.A BAT official commented:" Because of the nico
tine level in the blood a person simply cannot choose to use
tobacco or not as we would choose to walk on one pavement
orthe other. He can no longer make an adult choice." (1980).
Miss a turn. Ask consumers how they feel about being reduced,
by tobacco companies, to zombies facing severe health risks.

H0 Smoking early builds a strong nicotine dependence
within a year. Lung damage is also much greater.Surveys show
half the youth in Chennai smoke at private parties, girls in
cluded. Repeat 6 tobacco related diseases, or move back 2
steps.

00 In Jaipur, 53% of the girls in a group of 200 youth, aged
21 - 22, smoked. The $ 6 m annual investment of tobacco
com- anies telling girls that smoking makes them relaxed, at
tractive, slim, successful and accepted has paid off I Miss a
turn. As a girl, reflect on their efforts to dupe you.

00 Tobacco companies subtly promote smoking among
youth at discos, private parties and pool clubs by paying a
youth Rs.250 an evening to hand out cigarette packs of their
premier brands. Youth are targetted because they are the
largest block in our population pyramid - the largest potential 

market I To advance 3 steps challenge your peer group with 4
questions.

00 With Western markets shrinking, tobacco MNCs are
targetting Third World youth. 7.5m youth between 15-24 in
Karnataka smoke and 60,000 more begin every year I Alan
Landers, the Winston Man, quips, "If 4 million customers die
every year, won't you try to get new ones?" For another turn,
compose resistance songs on "To oblige or not / To die or not."

00 You think you now smoke a milder brand of cigarettes
which still guarantees nicotine satisfaction? Miss a turn.'Mild,
light, low yield' are misleading terms to make smokers feel they
are using a healthier safer product I You have been fooled I

00 For another turn, repeat these acute health risks of to
bacco use : increased heart rate and carbon monoxide levels
in the blood, shortness of breath and worsening of ashtma,
impotence, infertility, gangrene which results in more amputa
tions than accidents.

00 To advance 6 steps, repeat these long term risks: a nar
rowing of the blood vessels, a drop in oxygen levels in the blood,
loss of appetite, cholesterol plug formation in the arteries, crea
tion of free radicals, increased kidney damage resulting from
diabetes, an increased white blood cell count and a decrease
in the NK cells which fight tumours in the body.

□ 0 Advance a step. Reflect with women on these risks of
tobacco use during pregnancy : birth disorders, spontaneous
abortions, premature babies, retarded mental and physical de
velopment of the child in the womb, low birth weight,and sud
den infant death syndrome. Smoking around the infant causes 



respiratory problems, and middle ear infections.

□0 This is no trendy mouthwash 14 college students in Delhi
had their tongues surgicallly removed. In two years chewing
pan masala and gutka had led to mouth cancer. Advance 4
steps. Publicize gutka ingredients: a mixture of tobacco, areca
nut, lime, lead, arsenic, and magnesium carbonate. Some lead
ing brands even add cadminium and lead 1 Note, gutka sales
are much higher than cigarettes and bidis put together 1

□ 0 In India 53% of all adult males smoke making half the
children in the country passive smokers. Smokers inhale only
15% of the smoke - the rest is in the air. This side stream
smoke has 40 times more carcinogens than mainstream smoke.

00 Surveys show that 80% decide to quit, but only 35%
actually do and less than 5% succeed. Advance 4 steps to
spread the good news of Nicotine Replacement Theraphy to
those willing but not able I Use skin patches, chewing gum,
lozenges and inhalers but for never more than 8 weeks I

SQ What is NRT ? An habitual smoker gets used to a cer
tain level of nicotine in his blood which falls when he stops
smoking, causing withdrawal symptoms within hours of the
last cigarette. So he smokes again. NRT maintains a low blood
nicotine level to’ eliminate these withdrawal symptoms.

00 You think Ashok is difficult, irritable, impatient. Go back
3 steps for not recognizing his withdrawal symptoms. He could
also be depresssed, anxious, unable to concentrate. Tell him
strenuous exercise will bring relief even without NRT.

00 Psychologists say a smoker goes through 5 stages while 

trying to stop smoking. He 1) knows he has to stop but makes
excuses; 2) seriously thinks of stopping, 3)decides to stop, 4)
actually stops, 5) tries to avoid a relapse. Kicking the butt for 48
hours ensures success. To advance 6 steps explain why.

00 Miss 2 turns to provide those in stage 1) motivation; in2)
information; in 3) a cessation programme with a definite quit
date, no tapering off; in 4) help to remove things around him
associated with tobacco; 5) support to avoid places, situations,
and persons which could bring on the temptation to smoke.

00 Go back 2 steps. For 48 hours after the last cigarette,
advise the quitter to spend time in places where smoking is
prohibited: places of worship, libraries, hospitals. It helps.

00 Advance 2 steps to the Quit & Win Competition where
Appiah is sharing how and why he decided to quit tobacco and
the strategies he used to quit successfully. Personal testimo
nies have a strong appeal and are a good motivating force.

OB Advance 2 steps.Tell smokers about this Quit Smoking

Theraphy. They smoke during specific hours during the day.
Over 3 - 4 weeks, the intervals between these smoking slots
are lengthened until the smokers are down to 2-3 cigarettes a
day. They are then ready to kick the butt.

00 Dr. M.S.Khan, known as the 'nashewalla doctor1, in Hauz
Rani, Delhi, has de-addicted 8000 chain smokers with his own
medicines restoring the electro-magnetic balance of the body
and creating a revulsion to tobacco. Patients stay away from
gadgets emitting electro-magnetic pulses(mobile phones,etc)
during treatment.Have 2 turns. Send smokers to visit him.



BQ Repeat these facts for 2 turns. 20 minutes after his last
cigarette, Anup's blood pressure and pulse rate as well as the
temperature of his hands and feet became normal. 8 hours
later, the carbon monoxide level in his blood dropped to nor
mal and the oxygen level increased to normal. 48 hours later,
he was less irritable. His sense of taste and smell improved as
hisnerve endings had adjusted to the absence of nicotine.

00 Anup breathed more easily 3 days late. His bronchial
tubes were relaxed and his lung capacity increased. Walking
was easier. Repeat these further benefits to advance 6 steps.

00 Go back 4 steps.Stop nagging Amit for his 'bad' hab
its. Smoking is not totally an individual decision. Take time to
help him see how his decisions are influenced; how the mar
ket subverts health messages; how global trade policies sub
vert national decison making. Both the tobacco user and the
Government are addicted I Health educators must empower
people to refuse to be enslaved and to help liberate the Gov
ernment from tobacco bondage, too.

00 Tobacco earns big money for India : Rs. 8,000 crore in
exports and Rs. 7,000 crore in taxes. But nearly Rs. 22,000
crore is spent on treating tobacco related diseases. Is the blood
money worth it? Your father, a tobacco user, has lung cancer.
Ask 3 why questions of a relevant Government official.

00 Despite 2 harvests a year, Kenya imports food. Farmers
grow enough tobacco to chew, smoke, and sell, but not enough
food to eat 1 Indian farmers receive a support price of 450% for
tobacco but only 150% for rice.Are we heading in the same
direction ? Advance 2 steps to organize a debate on : Tobacco
versus Food.

00 Monitoring sales at the village outlets and talking to the
villagers, a group of Sri Lankan youth assessed the total an
nual expenditure on tobacco and alcohol in the village at Rs.
80,000 - enough to provide educational and medical facilities,
electricity and roads to access the village I They showed the
villagers how tobacco was a major threat to sustainable devel
opment. Miss 2 turns to see what you can do.

000 The British took opium to China. The Portuguese
brought gutka to India in the I7th cnetury from Mozambique
and sold it in Goa to buy textiles for Portugal. Advance 3 steps
to join Dr. Sharad Vaidya's struggle against gutka. It goes be
yond health to the economic, political, and finance dimension
of the problem.

000 After tobacco sponsored cricket matches, 15-20% of
the students interviewed said gutka improves the memory,
and cigarettes make you a good cricketeer. Strange conclu
sions I Alan Landers strongly condemns sponsorhip by tobacco
companies. Ask 5 players to comment on his condemnation of
blood money.

000The Advertising Standards Council of India introduced

a new code. No ad is to suggest that tobacco is safe, healthy,
natural or necessay and that it leads to extraordinary success
in various areas of human effort, including sexual success. Miss
a turn to compose spoofs on the claims of tobacco ads.

000 Review images of the hero on the big/ small screen
and the stage: talking authoritatively with a cigarette dangling
from the mouth ; blowing smoke rings up into the air; puffing
and chewing on the comer of a cigar; tapping, filing the pipe
withstudied movements. And the heroine ? Puffing away,



flicking the ash off the cigarette with class I Organize skits pro
voking reflection on how these media images shape day to day
behaviour and thought.

000 Since 1998,court cases have exposed internal docu
ments of tobacco companies proving they knew the health risks
of tobacco for more 20 years.They suppressed, denied ordeni-
grated unfavourable health research. 39 articles in scientific
journals between 1980 -1995 claimed passive smoking was not
harmful. 29 of these were written by those connected with the
industry. Advance 4 steps to make known this information.

000 Advance 2 steps. Join the campaign for these to be
declared criminal offences: targetting youth with tobacco prod
ucts; spiking tobacco with ammonia; raising nicotine levels.

000ln June 1999, the Railway Ministry banned the sale of
cigarettes I gutka on trains and railway platforms where 30%
of the total sales of these tobacco products took place. Em
powering people is the only way to help implement these bans.
Public awareness is the key to public health.

000 Singapore, Australia, New Zealand and parts of USA
now use a shock theraphy to stop smoking: strong slogans
with gory pictures of the damage done to the body. A picture
of bleeding brains goes with the slogan : Get this into your
Head. Smoking can lead to a Stroke. Miss a turn to use avail
able information for similar strong slogans for your neighbour
hood.



ORAL HEALTH PROBLEMS OF
TOBACCO CHEWERS p

R. Varalakshmi' R. Jayasree2 T. Mamatha Rani3

"Our teeth in our mouth
Are the guardians of our health"

i-------1 ral health problems affect the quality of life. According

O to WHO (1992), for maintaning healthy life style it is
I I essential to maintain the most desirable levels of oral
health (WHO Report; 1992).

An even and bright set of teeth can make a world
of diffenrence, so far as our looks are concerned. Diseases
of the teeth and the adjacent oral structures are among
the most common maladies affecting human beings
perhaps because they are so common and seldom life
threatening, they usually do not receive the attention
they deserve.

Habits like irregular brushing, improper brushing,
avoiding rinsing of mmil.h liftin' mania or outing hwuuI.ii or
alter tobacco chewing, lends to bud oral health and the mouth
invites several micro-organisms responsible for carcinogenic
activity leading to dental problems like dental caries, bad
breath, cracks, dental decaying etc.

Heavy use of tobacco is a well established factor in
the development of oral cancer. (Graham et al; 1977, Madh
Berg 1981; Wyder et al., 1977). More recently viruses like
cytomegalovirus, epstein barvirus, papillomavirus have been
associated with intraoral carcinoma and that may play a
significant etiological role. The various ways in which tobacco
is used, held in mouth, chewed are associated with the location
and type of malignancy.

While in most Asian countries oral malignancies constitute
some 5 per cent of all cancers diagnosed, among the Indians
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the relative frequency of oral cancer is closer to 45 per cent
(Pindborg et al., 1977). Even in India the variation in frequency
is groat in different parts of the country and in different
population groups.

Over 80 per. cent of India's mammoth 100 crores
population suffer from dental caries. It is time to shift our
focus on to this problem and organise efforts to prevent oral
health problems. The need of the hour is a well planned
educational interaction on a massive scale. The planned
intervention should involve both mass media and interpersonal
channels of communication.

In this context the present paper tries to find out the
oral health problems of tobacco chewing adult rural working
women in the age group of 20 to 40 years in Noolukunta
village of Kuppam mandal in Chittoor District of Andhra
Pradesh. This paper is based on an empirical study.

The main objective of the study was to find out
the incidence of oral health problems of tobacco chewers.
The study also assessed the knowledge and practices
regarding oral hygiene and demonstrated few intervention
strategies to improve the oral health status among the
women.

Methodology
A sample of 100 adult women in the age group of 20-

40 years were selected. The sample women were screened
from the general population on the basis of tobacco chewing
habits. The dental examination was carried out in natural
light using dental probe and mirror and the dentition status
was recorded.

An interview schedule was prepared to collect the
information such as socio-economic status, dentition status,
knowledge and practices of dental care, chewing practices and
oral health problems. After analysing oral health practices
and tobacco chewing habits, an intervention (education)
programme was launched to explain the negative effects of
tobacco, good oral health practices like the right way of
brushing, proper rinsing of the mouth after chewing tobaccco,
brushing after eating food atleast twice a day to promote 
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oral health and make them aware of curative methods to
prevent further damage to teeth.

Results and Discussion

Socio-Economic Status of the Respondents
Age: For the present study, the sample population was

selected purposely from adult women in the age group of
20-40 years, because they are the potential age group getting
addicted to chewing habits and it is essential to change their
behaviour and habits without further damage to their health.
Among the total sample, 53 of them were in the age group
of 20-30, and the rest (47) belonged to 30-40 years age group.

Education: Regarding ’the educational status of the
respondents, more than half (55%) were illiterates followed
by 33 per cent with primary level education and. only 10
per cent of them had secondary education.

Occupation: As Indicated earlier, the respondents of
the present study were rural women working in unorganised
sectors. The majority of the respondents wore working in the
agricultural sector (38%), followed by dally wagers (3(1%) and
another 26% of them were engaged in petty business, or as
sweepers and domestic maids.

Income: All the respondents belonged to low socio
economic group. Among them, 30% had family income of
Rs. 5000 per annum, another 30% had income ranging from
Rs. 5000 to 10,000 and another 40% of the respondents had
family income ranging from Rs. 10,000 - 15,000 However none
of them had family income above Rs. 15,000.

Habits of Tobacco Chewing
Motivation for Tobacco Chewing: Environment and

personal influence are responsible to a ' great extent
to cultivate the habit of tobacco chewing. The major
factors observed were; influenced by neighbours (43%)
and influence of family members (32%) another 25% of
them started this habit in order to avoid eating snacks
and to got stimulation wlillo doing hard work.
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Consumption of Tobacco
Consumption of tobacco at a time range from 20 gms

to about 100 gms. The highest percentage of the respondents
(46%) used to consume 50-100 gms of tobacco for a single
chewing, another 20% of the respondents consumed about 20-
50 gms of tobacco in one serving, nearly a quarter per cent
of them (23%) consumed above 100 gms of tobacco. 11% of
them consume below 20 gms of tobacco for one serving. On
an average they consumed 5 to 6 times a day. This high
consumption of tobacco clearly indicates the high prevalence
of oral health problems among the rural women. The high
frequency of chewing habit is directly related to the
occupational status of the respondent because the rural
labourers habituated for chewing while working in the
fields were getting stimulation to worh.

Materials used for Cleaning the Teeth:-
A variety of materials used for cleaning the teeth among

the respondents of the present study, 95 per cent use locally
available and traditional materials like charcoal, sand, neem
stick. Only 5 per cent of the respondents used toothpaste
for cleaning their teeth. Among the traditional materials,
charcoal stands first, nearly half of the respondents (49%)
indicated that they use charcoal for cleaning the teeth, other
materials like sand (30%) and neem stick (16%) were also
in use. This data indicated that the use of charcoal and sand
were the major determinants for high prevalence of oral health
problems among the population. However, the use of neem
sticks is scientifically good for oral health but its use is low
compared to charcoal and sand, though neem sticks are easily
available in this area. Hence necessary awareness should be
created to the use of neem sticks in the rural area in-order
to promote oral health.

Regarding the habit of rinsing the mouth after chewing
and eating food, it is sad to know that nealry (80%) of the
respondents do not have the habit of rinsing the mouth after
chewing tobacco / eating food. This bad habit also determines
the high prevalence of oral health problems. However, it is
interesting to note that atleast 10% of the respondents have
the habit of brushing twice a day. It has also been noted 
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that 3/4th of the respondents have the habit of chewing during
sleep. The poor hygienic practices are also responsible for the
high prevalence of oral health problems.

Types of oral health problems: Through scientific
studies, the positive relationship of tobacco chewing and oral
cancer has been proved. In India more than half of the cancers
in men and 20% of cancers in women are tobacco related.
Poor oral hygiene is an added factor for different kinds of
oral health problems such as bad breath, dental caries,
deterioration of teeth, recession of gums, ulcer, etc. Cent per
cent of the respondents of the present study were identified
with one or the other dental problems as mentioned earlier.
More than half of the respondents (52%) were identified for
the problem of dental carries, 80% of them have recession
of gums, however 30% of them had ulcer, only a neglible
percentage (5%) were identified for the problem of oral cancer.
However, the habit of tobacco chewing for a long period of
time leads to the formation of ulcers in the oral cavity and
it may leads to the pre cancer and cancer stages if they
continue the habit of chewing without taking proper medical
care. It was also noted that half of the respondents were
identified with multiple problmna like bed hrenth, dol.oriuinl.ioii
of tooth and recession of gums. Thus the data revealed that
chewing of tobacco leads to a scries of oral problems.

Knowledge of Oral Health Problem

Nearly half of the respondents were unaware of the
oral problems. Regarding the reasons for oral health problems,
only 32% reported the chewing of tobacco as the reason for
oral problem, another 13% of them reported improper or
irregular brushing as the reason for oral problems. This clearly
indicates the poor knowledge of oral health problems among
the respondents.

Intervention Programme:

On the basis of .the knowledge and practices of the
women about oral hygiene,- an intervention programme was
carried out to bring about desirable behavioural changes. This
programme was Organised through Audio Visual Aids focusing
on the impact of tobacco on tenth and oral health problems,
To teach the basic concepts of tooth, a model tooth sot was 

Health Education 29



used and effect of tobacco on teeth was explained through
visual aids and the respondents were asked to examine their
teeth through a - mirror. After examining the teeth through
mirror they identified the problems of their teeth because
of tobacco chewing. This intervention helped the women to
know about the concept of healthy teeth, and decaying- of
teeth due to tobacco chewing, besides oral health problems.
By the end of the session, women were convinced that oral
problems are caused mainly due to tobacco chewing.

Another awareness programme focused on food habits
and oral hygiene. From the data it was found that women
do not know about mouth rinsing and carcinogenic foods.
These women wore given proper orientation about mouth
rinsing after consumption of tobacco / sweets / sticky foods
etc. They were also motivated to use tooth brush and the
technique of brushing was also demonstrated. They were also
encouraged to use neem sticks and discouraged the use of
sand, charcoal and other harmful materials. Impact of the
sessions was positive.

Conclusion
From this study, it may be confirmed that tobacco

chewing has a positive influence on oral health problems.
Proper and effective intervention programmes may change the
habits of chewing and help the women to adopt better lifestyle
practices.
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Table: No:l Motivation for Tobacco Chewing

Motivation Number %

Influence of neighbours 43 43

Influence of Family members 32 32

lb stimulate work 25 25

Total 100 100

Table No: 2 Knowledge of Oral Health Problems

Reasons Number %

Eating Tobacco 32 32

Irregular Brushing 13 13

Not aware 55 55

Table No: 3 Quality of Tobacco Consumption

Quality
(gms)

Number %

Below 20 11 11

20-50 20 20

50-100 _____40_ 40

above 100 23 23

Table No: 5 Type of Oral Health Problems

Table No. 4 Materials Used For Cleaning Teeth

Materials Number %

Tooth paste 4 4

Neein stick 16 16

Coal 50 50

Sand 30 30

Total 100 100

Multiple'problems were reported by the respondents.

Problem Number

Dental
Caries

52

Recession of Gums 80

Ulcer 30

Cancer 5
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GLOBAL YOUTH
TOBACCO SURVEY
KARNATAKA, INDIA

The use and the consequent adverse health effects of tobacco is a

major public health concern that demands urgent action. Tobacco is a silent

flUer that is fest becoming a greater cause o? death and disability than any

other single disease. It is a known cause for snore than 25 different diseases

affecting human beings. Tobacco and smoke should concern not just

smokers but also non-smokers as well. The harmful effect of tobacco is

turning out to be a global threat. In every region, while new markets are

being opened by the tobacco industry activities, old markets have not yet

been closed.

Tobacco contains about 4000 chemicals. Many more toxic

chemicals are formed when it is burning, including at least 250 chemicals

known to be toxic or capable of causing cancer. It is the major cause in

diseases like lung cancer, oral cancer, bronchitis and emphysema. Tobacco-

related cancers account for about half of all cancers among men and one-

fourth among women. Oral cancer accounts for one-third of the total

cancer cases, with 90% of the patients being tobacco chewers. India has

one of the highest rates of oral cancer in the world, and the number of cases

fe still increasing. It is now known that over 60% of heart disease patients

Wio are less than 40 years age have been tobacco users. Tobacco

consumption has been explicitly linked to high incidence of heart diseases.

Among women, consumption of tobacco leads to spontaneous abortion

and cervical cancer. Apart from these, tobacco usage is responsible for

many more disease conditions.

Tobacco is used in many ways: Smoking is one of the commonest

forms; People also chew tobacco commonly along with betel nut, lime and

leaf or apply tobacco (Snuff). According to some studies in India, nearly 30

to 40% of men were found to be using some form of tobacco. Amongst

them nearly 50% were smoking tobacco (75% using beedies and 25% 



using cigarettes) and remaining used smokeless tobacco. Amongst Males in

India, smoking rates tend to be higher in rural areas than urban areas.

Studies done in the year 2001 showed that in urban areas more number of

females had started using tobacco as compared to those in rural areas. The

overall smoking prevalence has increased in the recent years: the percentage of

smokers amongst ma :d by 13% over a 8 year period. Amongst

adolescents this incr >ase is significant. Changing life styles, increased

money availability, Ax-r-.-i-.sing parental control, growing influence ofgs
television, films and such other factors have contributed to this dangerou^

trend. Unfortunately, smoking is considered a status symbol among urban

educated youths. Most appear to be unaware of the hazards of smoking,

whether it is beedis or cigarettes.

Environmental Tobacco Smoke (ETS) or Second hand smoke is the

complex mixture of gases formed out of the smoke escaping from a burning

tobacco product (Lighted Cigarette / beedi). The smoke exhaled by the smoker is

another component. Exposure to ETS is referred to as “passive smoking” or

“involuntary tobacco smoke”. For nonsmokers inhaling tobacco smoke is equally

harmful (1) It contains the same carcinogens / toxic substances that are inhaled by

the smoker, probably even more and (II) it causes lung cancer and other diseases,

aggravates allergies and asthma as in the case of a smoker.

In India, as in many other countries, information on tobacco use and

behaviours of tobacco users is lacking. This is a major limitation to formulate any

tobacco prevention and control programmes. The Global Youth Tobacco Survey

(GYTS) under the Tobacco Free Initiative is a major effort by the WHOjg
document the problem and determinants of tobacco use. The GYTS survejR

being undertaken in many countries of the world. In India, the Ministry of Health,

Government of India has launched the “Tobacco Free Initiative”. The

Department of Psychiatry, NIMHANS is one of the centers involved in treating

tobacco users to cure and prevent tobacco dependence. The Department of

Epidemiology, NIMHANS is undertaking the GYTS in Karnataka. It is being

undertaken in randomly chosen educational institutions across Karnataka to

determine the usage and influence of tobacco amongst the students. This would

help to understand the problem and plan interventions.

JOIN US IN THIS CAMPAIGN TO MAKE
THIS WORLD FREE OF TOBACCO.



WHAT CAN YOU DO

£&' CREATE a healthy, and smoke free environment. Make your

institution Tobacco free and proudly say “Ours is a tobacco free school I

college

5 T BAN the sale / marketing of tobacco products near your institution.

0/ At every opportunity IMPRESS upon the members of the community/

leaders about the harmful / addictive effects of tobacco use. Strive for

establishing more and more 'Tobacco free schools / environment'.

C3T CONDUCT debates, quizzes, drawing and painting competition and such

other extra-curricular activities with the theme being anti-tobacco. Start a

wall magazine, which provides information about the harmful effects of

usage of tobacco, methods of stopping use of tobacco and advantages of

quitting the tobacco habit.

As a Class / School Teacher you can:
INFORM children about the harmful effects of using tobacco not just in the

long run (Lung cancer, Other Lung diseases) but also the problems they have

to face immediately (cough, exacerbation of Asthma, Yellowish

discolouration ofteeth, etc).

By BE A ROLE MODEL & HELP STUDENTS to develop the desirable

attitudes to life and living (Smoking a cigarette is not being strong and

imitating heroes / heroines is not always beneficial).

US’ LISTEN EMPATHETICALLY to students personal and academic

problems. Conduct sessions on Life skills development. '

OS’ ORGANISE programmes for giving anti-tobacco messages (Quiz, Painting,

drawing, poster, wall papers, etc.,)

usy EQUIP students to face life/crisis situations WITHOUT TOBACCO



US’ If you smoke or use tobacco in any form: STOP SMOKING / STOP

USING TOBACCO

OS’ EXPLAIN to your child the harmful I addictive effects of tobacco use.

US’ ENCOURAGE your child to be part of the anti-tobacco campaigns.

US’ HELP your child to assert and demand a tobacco-free environment.

OS’ EQUIP your child to face life/crisis situations WITHOUT TOBACCO

If you are a student

US’ STOP SMOKING and HELP YOUR FRIENDS to quit smoking.

US’ DO NOT EVEN EXPERIMENT Do Not use tobacco in any form

(Gutka, pan masala, etc.). UNDERSTAND the harmful and addictive
effects of tobacco use.

US’ PREVENT your friends from even trying once;

US’ Organise and participate in ANTI-TOBACCO ACTIVITIES
(debate, quiz, poster, painting, etc.)

At National Institute of Mental Health and Neuro-Sciences,
Bangalore 560 029

for further details please contact

Global Youth Tobacco Survey
DEPARTMENT OF
EPIDEMIOLOGY,

Phone : (080) 6995244/6995245
/ 6995299

E-mail: guru@nimhans.kar.nic.in
or gisrishn@nimhans.kar.nic.in

Eliminating Tobacco Dependance
TOBACCO CESSATION

CLINIC
Phone:(080)6995311

E-mail: tccbanqalore@rediffmail.com
Consultation : Between 2 PM to 4 PM

on MONDAY-WEDNESDAY-FRIDAY

Though this information pertains to schools; it is equally valid for
all; Replace Head of institution / teacher / student with your social

position and as said earlier DECIDE NOW. ITS TIME TO ACT

mailto:guru@nimhans.kar.nic.in
mailto:gisrishn@nimhans.kar.nic.in
mailto:tccbanqalore@rediffmail.com
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Chapter 1. Health, public health and public
health approach

1. Health

The W.H.O. definition
The World Health Organisation has defined health as “a stale of complete physical, mental

and social well-being, and not merely the absence of disease or infirmity" This definition presents
certain important aspects. Health is no longer defined as the opposite of disease. It is not
defined in terms of “normality”. The “normal” state could have been that to which one
is accustomed, the one that appears “normal”. This is very different from a good state of
health. For example a mild degree of protein-energy malnutrition in a child is not always
felt to be a bad state of health by the mother. The W.H.O. definition has therefore a
positive approach to health. In addition it integrates physical, mental and social aspects,
i.e.  it considers health in its holistic terms. This implies a notion of balance between these
three components.

Nevertheless the WHO definition is not one that is useful in practice1 2 as it assumes a
state of health that is ideal, universal, good for all, that it is difficult to define in an
absolute manner. But, it is a dynamic notion that must be upheld because the state of
health is appreciated by a given society as a function of multiple factors that influence its
value system.

Alternative definitions?
It is difficult, indeed, to define health in a positive way (see Box 1). We know, now,

following the work of Rene Dubos3 (1959), McKeown4 and Record (1976), that health is
primarily influenced by socio-economic factors. These authors showed that the steepest
decline in mortality in England and Wales occurred in the nineteenth century', before
medicine was established on scientific foundations, and few gains were made in the third
quarter of the twentieth century despite huge investments in medicine5. For example, the
treatment of tuberculosis by streptomycin (the first effective therapy, which was
introduced in 1947) contributed only 3.2 percent of the total reduction of deaths from
that disease in the period 1848 to 1971 in England and Wales (McKeown, 1976).

But if it is clear that health is not primarily, or even largely, the product of health
services, it is also clear that health care influences health. Daily' examples of people
treated, and sometimes cured, bring the evidence that health care alleviate suffering.

1 World Health Organisation Constitution. Geneva: WHO, 1946.
2 For a more operational definition see the Alma-Ata Declaration, article V
’ Dubos R. 1959. Mirage of Health. New York: I larper.
* McKeown T. 1976. The role of Medicine- Dream. Mirage or Nemesis. Nuffield Provincial I lospitals Trust, I ondon
’Turshen, M. A new vocabulary. In: The politics ofpublic health. l.ondon:Zcd Books Ltd, 1997, p. 9-32.
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Box 1. Health and mortality (from Turshen M.6)

There is no positive definition of health in the conventional literature. When one looks at
the available definitions, including the WHO (UN World Health Organisation) motto “Health is
a state of complete physical, mental and social well-being, and not merely the absence of
disease or infirmity”, one finds health described in terms of absence of disease or disability or
in terms that are general, descriptive, subjective, individual, and unmeasurable. If one cannot
define health, one cannot measure the success or failure of efforts to improve health.

If there are no acceptable or globally recorded measurements of health, there are several
of disease, some of which have been in use for more than a century - incidence (the number
of cases over a period of time), prevalence (the number of cases at any point in time), age
specific morbidity (the numbers of cases in an age-group such as infancy), and age-specific
mortality (the numbers of deaths in an age-group). England and Wales have registered the
cause of death since 1838. The central and critical contemporary question for public health
workers is whether a relationship exists between documented falls in disease-specific
mortality (that is, the conquest of specific diseases, of which the most spectacular example is
the global eradication of smallpox) and improvement of health. The question is crucial
because, despite medical and technical advances, the evidence of persistent and widespread
ill health world-wide is persuasive.

Powles (1973), McKeown (1976), McKinlay and McKinlay (1977), and others explain the
fall in mortality before 1950 in terms of the improved diet and hygiene that accompanied rising
standards of living in England and the United States. They arrive at their conclusion by
examining disease-specific mortality in order to assess the factors that contributed to the fall
in death rates. Their purpose is to identify the relative role of medicine (immunisation and
therapy), which they find to be very minor. But this method is misleading because it gives the
overall impression that the aggregate fall is the sum of these parts (drops in the leading
causes of death), when in fact the parts are interchangeable and do not, in this sense,
account for lowered total death rates.

It is only that specific diseases are not always accurately diagnosed. Tuberculosis, for
example, is a poorly defined constellation of symptoms with multiple causes. McKeown (1976,
31) says, “there must be doubts about the diagnosis of tuberculosis at a time when it was not
possible to X-ray the chest or identify the tubercle bacillus". And in the conditions obtaining in
many parts of the Third World, or given the summary diagnosis offered to minorities in many
advanced countries, such doubts must persist.

Nor is it only that the particular composition of the death rate is specific to a society in a
given historical period. What people die of is associated with the kind of work they undertake,
with social stratification, and with the organisation of everyday life. For example, E.P.
Thompson (1968, 352) writes of early nineteenth century England that “The industrial town
dweller often could not escape the stench of industrial refuse and of open sewers, and his
children played among the garbage and privy middens”. As could be expected, infectious
diseases contributed heavily to child mortality in these circumstances.

The type of disease is a separate issue from the burden of mortality and morbidity. If
English and American mortality rates fell in the nineteenth century because standards of living
improved, then, very simply, high mortality is due to low or falling standards of living. The
radical conclusion to be drawn from the work of McKeown and his followers is that mortality is
not disease-specific. What the distinction between types and numbers of deaths comes down
to is the underlying cause of health or illness.

2. Public health
According to Winslow7 (as soon as 1920), “Public health is the science and art of preventing

disease, prolonging life and promoting mental and physical health and efficiency through organised
community efforts for the sanitation of the environment, the control of communicable infections, the 

‘Turshen, M. z\ new vocabulary. In: The politics of public health. London: Zed Books Ltd, 1997, p. 9-32
1 Winslow C.E.. 1923. The evolution and significance of the modem public health campaign. New York, Yale University Press
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education of the individual in personal hygiene, the organisation of medical and nursing services for the
early diagnosis and preventive treatment of disease, and the development of social machinery to ensure to
every individual a standard of living adequate  for the maintenance of health, so organising these benefits
as to enable every citizen to realise his birthright of health and longevity’. Later, in 1966, a EURO
symposium8 suggested that the definition should be expanded to include the organisation
of medical care services.

In a wide sense, modern public health can be defined as the synthesis of all the
specific activities that aim at re-establishing, maintaining or promoting health in a
community. The four main public health strategies which are expected to influence
health in a community consist in i) the prevention of diseases and health promotion, ii)
the improvement of medical care, iii) the promotion of sound attitudes and iv) the
sanitation (control of environmental hazards).

3. The health problem and disease
The concept of a “health problem” is different from that of “disease”. Disease is a

biological or psychological process, the consequence of which is a bad state of health for
the individual that will prevent him or her from enjoying a state of well being. Disease is
the cause of the health problem and is seen as the disruption in the equilibrium of an
individual.

Certain authors define therefore the health problem as « a prevailing unsatisfactory state of
health of a community and the difficulties involved in improving it ». It can also be defined as “the
consequence of a process which disturbs the basic state of health and causes individual and/or collective
suffering’.

To attack the disease is not necessarily to resolve the health problem. For example,
solving the problems of the elderly or of diabetics is more a matter of teaching people
how to live with their illness or infirmity than of curing all their diseases.

The concept of a health problem must take into account individual suffering and the
social consequences for the community (i.e. the social cost both in terms of loss of activity and in
terms of deleterious effects on the family), whether these sufferings are actual or potential.
An example of a potential suffering is that of yellow fever in a country where the disease
has been absent for many years but which cannot be said to have been definitively
eradicated. If immunisation levels are not maintained, the risk of resurgence of the
disease exists. Vaccination is therefore maintained to resolve a potential problem. It is
this notion of risk that enables the importance of this type of potential health problem to
be appreciated. It is possible to summarise the differences between disease and health
problem like in Table 1:

Table 1. The differences between disease and health problem

Disease Health problem
Dimension biological / psychological psycho-socio-cultural/ socio-economic
Suffering cause of suffering actual or potential suffering
Classification by mechanism

(physiopathological)
by solutions proposed to cope with the
problem

8 The Education of the Public Health Physician in Relation to his Work in the Communit)’. 1966. Report of a symposium,
Lisbon, EURO, 337, p.3.
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4. The public health approach
The Public Health approach may be defined as the synthesis of all the specific

activities that aim to re-establish, to maintain or to promote the health of a community.
The public health approach may be carried out on the basis of (Figure 1):

■ health problems (vertical approach)-, starts with a health problem and organises services
that deploy methods in order to solve the problem ;

■ methods or services (horizontal approach)-, starts with a service, this service is organised in
such a way as to respond to the various health problems encountered.

Figure 1. Vertical and horizontal approaches in a health system

The outset of the ITM DPH on health services organisation - according to the public
health approach - is well being, which implies a vision of health and health problems
which goes beyond the biomedical vision. Well being is related to a series of general
principles which underlie our understanding of HSO: principles of equity and solidarity,
effectiveness and efficiency of health activities, participation (or involvement) of
individuals and communities, interrelations of health and overall socio-economic
development, autonomy and self-reliance (see further). This course deals mainly with
health care. However, it should be acknowledged that care is only one of the
determinants of health.

The public health approach differs from the traditional medical approach of the
clinician by its responsibility to the community. In the traditional approach, responsibility is
limited to the patient (Table 2).
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Table 2 . Comparison between the Traditional approach and the Public health
approach

Traditional clinical
approach

Public Health approach

The population
concerned

patients patients and healthy individuals

The responsibility of the
provider

only to those who
spontaneously consult

even to those who do not consult

The responsibility of the
people

comply with the treatment participating decision making

Case management at the time they consult until the time of re-assimilation into
the community and the problem
has been controlled

Resource management cost does not matter takes into account resources that
are available and can be controlled

Responsibility towards the community involves elements that do not exist in the
traditional approach: health promotion, primary prevention, early diagnosis, continuity of
care, tertiary prevention, etc. We will return to these issues later.
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Chapter 2. Suffering, care demands, supply, and
needs

1. Suffering and the demand for care
Each community perceives health in a different way. What some people consider a

good state of health could very well be seen by others as impossible to live with and vice
versa (for example: the homes for die aged in Europe, or the conditions of hygiene in
Africa). These different perceptions of health correspond to different needs and different
responses: this makes up the health culture of a population.9

The perceived lack of health, real or potential, leads to a suffering (or a perceived risk of
suffering). One could say that suffering is every deficiency perceived by a population or an
individual as a lack of well being (it does not therefore only mean physical suffering). For
those experiencing the lack, in relation to their own criteria, it’s an objective notion. This
does not prevent suffering being the result of socio-economic factors and the prevailing
health culture.

Suffering in an individual or a population expresses itself by a demand. The demand
may be defined as the behaviour by which an individual or a community seeks relief for its suffering.

2. The needs
Faced with this suffering and the population’s demand, there are what are called the

needs of the population. The word “need” often leads to confusion because it is used in
two different ways.

Conceptually, the “need” is a condition characterised by the total or partial lack of a
necessary thing, requiring help or an external contribution. The term “needs” is therefore
used to speak of the suffering of a population. Suffering and needs are therefore
intermingled.

In public health the word “need” is used in its operational sense. According to T.Hall,
needs are “the estimation, in the opinion of the professionals and according to the state of medical
science; of manpower and of the quantity of services necessay to ensure an optimum level of health
care ”10. To this definition should be added: taking into account the available resources.
This operational definition is different from the conceptual definition. It is generally
accepted, in public health, that when speaking of “needs” one speaks of needs as they
have been defined by the health service. The term “need” implies therefore « as defined
by the health technician ».

3. Needs and demand: “felt needs”
The response to the population’s demand, to its “needs” as defined by the health

technician, constitutes the basis for the planning of health care activities. The relationship
between demands and needs is presented in a diagrammatic form in Figure 2. It shows 

9 The health culture of a population is of course a heterogeneous notion; this is not a fixed notion: it is in constant
evolution.
10 Hall T. and Mejia. 1978. Health manpower planning, principles. methods, issues. WHO, Geneva.
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that demands and need only partially overlap. The health technician will consider that
section of demand which, according to him, does not correspond to a need, as an
«irrational demand »; the section of need which does not correspond to a demand as
« unfelt needs »; the section where needs and demand correspond as « felt needs » or
« rational demand ».

Figure 2. The relationship between needs and demand

The relationship between demand and needs is not static; it is dynamic and changes
over time. It is on the basis of felt needs that health services can be organised. At the
interface between the population and the health services the health culture of the
population must be taken into account in terms of its capacity to resolve some problems,
and in terms of demand, even if irrational.

This requires, on the part of the health services, a capacity for empathy. Empathy is,
within the dialogue with the population, the ability to understand suffering, to perceive
the loss of well being of a person or of a group of persons and in this way to be able to
find adequate solutions. It is not a total identification with suffering. Sympathy does not
replace empathy. It tempers the technocratic attitude and allows an appropriate balance
to be found between demand and needs as defined by the health professionals.

4. The provision of care
The provision of care (the so-called ‘supply’) is partially conditioned by demand

(people’s subjective perception), partially by needs (professional’s theoretically objective
perception), also by the historical and present environment (social, economic,
administrative, political, etc.), and in particular by the interests of social and professional
groups. The provision of services does not necessarily bring about a rise in the level of
health. This technical factor is not the only one that must be taken into account. There
are other factors - economic, political, social -cultural, operational - which determine
both the level of health and the action of the health services. Figure 3 represents the
relationship between demand, needs and health care supply.
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Figure 3. The relationship between demand, needs and health care provision

The different figures may be defined as :

space 1 : unsatisfied «irrational demand »
space 2 : needs identified by the health technicians but without provision of services
space 3 : inappropriate provision of services
space 4 : unused supply, which corresponds to a need but not to a demand
space 5 : satisfied demand but which does not correspond to a need
space 6 : potential demand corresponding to a need but without supply by the sendees
space 7 : equilibrium between needs - supply - demand

It is to be noted that the supply of care generally covers neither all the needs nor all
the demand. Moreover, the health sector alone would not be able to achieve health
promotion. Other development sectors (agriculture, education...) also intervene.

5. The utilisation of health services
The combination of health care supply and demand determines the use of health

services by the population. The operational relationship between the services and the
population depends on several factors.

The first factor is suffering, but all suffering does not necessarily result in a demand for
and use of a service.
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Next comes the behaviour of individuals, i.e. the translation of suffering into a desire
to receive care. This motivation is in itself a function of confidence in the health service (the
service offered is perceived as being able to relieve the suffering) and of its accessibility, i.e.
all the factors that overcome geographical, temporal, psychological or cultural barriers.
Generally, when speaking of acceptability one is speaking of psychological or cultural
accessibility. One could say that a service is accessible and acceptable when the positions
of the two parties concerned correspond. This is illustrated by Table 3

Table 3. The position of the population and the health services in relation to the
supply of services

POPULATION HEALTH SERVICE
Perceives the problem ‘x’ as suffering Perceives the problem ‘x’ as a need
Perceives the service as able to respond to this
problem

Services exist for responding to this problem

Can reach the health service easily Services are organised close to the population
Can easily make themselves understood The providers establishes an empathetic

relationship
Can afford the care Health care is provided at a cost corresponding

to the population's income

The real accessibility of the supply of health care will be indicated by the utilisation of
the health services by the population. But we should not forget that the health seeking
behaviour of the patient is influenced by are numerous socio-cultural components many
of which are dependent on the supply of health care. Nuyens has suggested a model
illustrating this behaviour (Figure 4)

When symptoms appear, if they are recognised, the patient could, depending on a
variety of influences (degree of severity of the disease, socio-cultural variables, existing
services), adopt an active attitude (take on the sick role). If he adopts an active attitude,
he will call on one or more of the existing structures for a response to his problem
(health service, traditional healer, self-medication). The evaluation that he will make of
his experience will influence his future attitude and response.
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Figure 4. Health Seeking Behaviour in the case of illness (according to Nuyens)

6. Coverage and utilisation rates
Two important terms quantify health services utilisation - the “coverage rate” and the

“utilisation rate”. These two terms denote two different ideas and must not be
interchanged.

A coverage rate indicates the extent to which a “service” or “episode of clinical care”
objective has been attained. It is the degree of use of an available service by those who
need it. It is taken for granted that this objective corresponds to a need. When there are a
certain number of problems to be treated or people to be served (denominator ), all or
only parts will be reached (numerator). The relation between numerator and
denominator measures the degree to which the objective has been realised. This figure is
expressed as a percentage. The coverage is therefore a proportion where the 
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denominator expresses an objective. This objective could be ideal or operational (in
which case an objective that should really be reached is fixed). It is important always to
be extremely careful to define the numerator and the denominator. For example, an ante
natal visit coverage of x% can signify:

■ that x% of pregnant women were seen at least once at the ante-natal clinic ;
■ or that x% of pregnant women followed the complete antenatal programme.

It is important therefore to define in each case the denominator as well as the
numerator that is appropriate with respect to that denominator.

One can understand that coverage rates may be more easily used for various
preventive needs. These may often be easily defined. However, this will be much more
difficult for curative care. Correctly speaking a « global curative cover » does not exist. In
fact it is not possible to say how many people need curative care given the heterogeneity
of pathology .

Instead of speaking in terms of coverage one would then speak in terms of utilisation
rate to measure within a defined population (denominator) the number of times a
curative service was used (numerator). Contrary to coverage, which is expressed as a
percentage, the utilisation rate is expressed in units per individual per year. In this case,
the denominator does not express either an objective or a need. As with coverage rates it
is important to clearly define what one is talking about. In this way an utilisation rate may
be expressed in terms of:

■ the number of contacts per inhabitant per year ;
■ the number of new cases of a disease per inhabitant per year ;
■ the number of people that have used the health service at least once during the

year.

Each alternative has its advantages and its disadvantages. The important thing is to be
vigilant that what is included in the numerator and denominator really expresses what
one wishes to measure.

11 One may sometimes speak of coverage for certain curative needs when a specific need has been defined and
translated into an objective to be attained.
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Chapter 3. Health activities

1. The typology of health activities
Preventive and curative activities must be considered as being harriers to the natural

evolution of disease within the individual and the community. For each health problem,
technologies exist that enable the application of one or the other of these activities. It is
most important to consider the complete evolution of the disease process and find the
most judicious level of action (Figure 5). It is possible to use either the spontaneous
presentation of the patient (passive detection) or direct intervention (active detection).

Within this range of activities it will be possible to observe that:

■ there is no sharp distinction between the different types of prevention and
between prevention and cure.

■ the division of preventive and curative activities is artificial: it is even possible to
say that curative activities play an essential part in secondary and tertiary
prevention (Figure 6). Some intermediary methods (for example, diagnostic
activities) do not directly lead to a health benefit. These are strictly speaking not
health activities by themselves. Health education, whose objective is to “change
behaviour” , is not a health activity in itself, but an intermediate method which
could be useful within each health activity.

Figure 5. The natural history of disease and health care

 classical history simple evolution
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Figure 6. Public Health Methods .

4. Curative medicine

5. Tertiary prevention
= prevention of the
consequences of the
morbid condition
- re-establishment of
the level of health

1. Health promotion
= improvement in the
basic level of health.

2. Primary prevention
= prevention of the
appearance of morbid
condition, maintenance
of the basic level of
health

3. Secondary prevention
= prevention of the
extension of a morbid
condition
- re-establishment of the
level of health

Housing, education, etc.
Certain basic hygiene activities, e.g. control of air
pollution.
Certain individual health activities, e.g. physical
exercise, anti - smoking campaign
Correct nutrition/diet
Certain environmental health activities e.g. Vector
Control, environmental surveillance etc.

Certain individual health activities e.g. fight against J
tobacco
isolation of contagious people
vaccinations, chemoprophylaxis, preventive
medication
treatment of contagious sick people T
case-finding and surveillance of high risk individuals

Early diagnosis
• Active case finding
• Passive case-finding (Reduction of the

threshold for consultation based on
symptoms)

Analysis of the different acts = necessary to establish an inventory of the possibilities and choice of the
priority methods.
Synthesis of the priority methods leads to a programme.

Physical rehabilitation
Social reintegration and readaptation
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2. The specificity of preventive medicine
Conceptually there is no defined separation between preventive and curative activities,

and the artificial barriers (administrative) erected between the two can only reduce the
effectiveness of the services. Nevertheless prevention does have some specific
characteristics that are useful to recognise:

2.1. The concept of risk
Preventive activity responds to a potential problem (hence, the notion of risk, of

probability), whereas curative activity responds to an actual problem.

This concept of “risk” results in two major consequences, economic and psycho
logical.

1. The economic consequences

The number of people that benefit from a preventive activity does not correspond
to the number of people that are subjected to it. It is equal to the number of people
who would have fallen ill, if they were not subjected to the preventive activity. In this
way, when a vaccination campaign is evaluated, it is the number of people protected that
is important not the number of people vaccinated. For example, let us suppose that in
a population of 1000 children, 100 children are at risk of contracting the disease. If
1000 of these children are vaccinated with a vaccine that is 80% effective, 80 children
would have been protected .... thus 920 unnecessary vaccines have been given. 900 to
children not at risk and 20 ineffective vaccines to children at risk. All that remains to
be done is to compare the cost of vaccinating 1000 children and treating 20 cases with
die cost of treating 100 cases (the 100 children that will present with the disease if
they had not been vaccinated). To this one must add the social cost of vaccination.

This example enables us to understand:

Q that a curative act corresponds to the person who will benefit from the
treatment (according to its effectiveness), therefore: 1 cost unit = 1 benefit unit

■ that a preventive act corresponds to several people at risk. The only real
beneficiaries are those who would have fallen ill if the activity had not taken
place. If the risk (probability) of falling ill is 1/x, then: x cost units = 1 benefit
unit

The unit cost of a preventive activity must therefore be x times lower than the
cost of a curative activity for there to be an economic advantage to prevention.

2. The psychological consequences:

The result of the preventive activity is:

B negative: often concretely imperceptible if the problem is avoided. This reduces
the acceptability by the population and lowers health personnel stimulus.

■ random: people are not convinced that they will personally benefit from the
preventive activity (which is correct). This reduces acceptability.

■ delayed: a present effort is made for a future gain. This reduces the interest of
people who always give priority to their present problems. It is the notion of
the importance/value given by people to one problem in relation to another.
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2.2. The concept of initiative
Preventive activities are undertaken on the initiative of the health service, Curative

activity however takes place as a result of an initiative on the part of the patient. This has
both ethical and administrative consequences.

1. The ethical consequences : a curative activity is a response, using the means available,
to a request. In prevention, the initiative of the health service is its moral
undertaking: it cannot suggest to the population an activity without having
carefully weighed up the advantages and disadvantages. The scientific base on
which the decision has been taken must be sufficiently strong to be able to affirm
that the advantages outweigh the disadvantages.

2. The operational consequences ', in the field of curative care, some aspects of a strategy
are self-defined by the patients’ initiative (objective, target population, health
service personnel contacted, etc ) and others are defined by the relatively
standard character of the situation (complete clinical examination).

With preventive activities the health service must define a complete strategy (why? to do
what? to whom? where? when? by whom?) without which nothing will happen. An
objective must be defined without which there is a risk that the activity will not be
appropriate. The complete clinical examination, for example, does not correspond to any
objective defined within the context, and so is completely unnecessary.

These activities also have a consequence on health service organisation', a preventive activity
can be organised on a periodic basis (possibly mobile). A curative activity on the
contrary, must be integrated within a service which is permanently accessible in order to
respond to the patient’s initiative which motivates him to make contact with the health
service at the time of the appearance of the problem

3. Epidemiological surveys, Screening and Case finding

3.1. Definition of concepts
Epidemiological surveys involve the measurement of demographic, social,

behavioural, and biological characteristics of representative samples of carefully selected
populations. These measurements may be unrelated to specific diseases entities, and,
because the objective of the survey is new knowledge, no health benefit to the
participants is implied. Thus, although the survey teams usually include medically
qualified investigators, and citizens found to have important and clear-cut health
problems are usually referred to their physicians, the health information gained through
epidemiological surveys is as privileged as any other -those who fear its effects upon
their employability or insurability (e.g. those with haemoglobin S) have the right to
demand confidentiality12.

Screening, on the other hand, is the testing, not of carefully selected population
samples, but of apparently healthy volunteers from the general population for the
purpose of separating them into groups with high and low probabilities for a given
disorder. Screening was defined by the Commission on Chronic Illness (1951) as “the
presumptive identification of unrecognised disease or defect by the application of tests, examinations or
otherprocedures which can be applied rapidly”. As in the epidemiological surveys, the encounter
is initiated by those who do the tests. However, the objective of screening is unique: the
early detection of those diseases whose treatment is either easier or more effective when 

12 Text from Sackett D.I.. and I lolland W.W. 1975. Controversy in the detection of disease. Lancet II, pp. 357-9.
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undertaken at an earlier point in time. There is thus an implicit promise that those who
volunteer to be screened will benefit (i.e., that they will be followed up to exact diagnosis
and long-term care and will receive treatment of proven efficacy).

A screening test is not intended to be diagnostic, thus. Screening can be conducted on
the whole population or on a major subgroup (e.g. adults), when it is called mass screening,
or it can be carried out on selected subgroups of the population (selected as being at
relatively high risk on the basis of epidemiological research) when it is called selective
screening (e.g., selected by age, sex, genetic history, occupation). With both these forms of
screening, the programme may offer one or a limited number of tests (e.g. cervical
cytology, mass miniature chest radiography) or it may extend in some programmes of
mnltiphasic screening to include a medical history and physical examination and a range of
measurements and investigations (e.g. chemical and haematological tests on blood and
urine specimens, lung-function assessment, audiometry, and measurement of visual
acuity), all of which can be performed rapidly with the appropriate staffing organisation
and equipment'3.

The aim of screening, in other words, is to detect disease before symptoms present
and before the patient presents with the disease. The initiative lies essentially with the
medical professional, not the patient. Case-jinding (see below) is ‘opportunistic’ screening-
the application of the test procedure (be it enquiry', examination, or investigation) during
a consultation by a patient for another reason13 14.

The basic principles of screening and the criteria which should be satisfied by a
screening programme were drawn up by Wilson in 1965 and summarised by Wilson and
Jungner in 1968 (Table 4).

Table 4. The principles of screening

The condition sought should be an important health problem

There should be an accepted treatment for patients with recognised disease

Facilities for diagnosis and treatment should be available

There should be a recognisable latent or early symptomatic stage

There should be a suitable test or examination

The test should be acceptable to the population

The natural history of the disease, from latent phase to declared disease, should be adequately
understood

There should be an agreed policy on whom to treat as patients

The cost of case-finding (including diagnosis and treatment of patients diagnosed) should be
economically balanced in relation to possible expenditure on medical care as a whole

Case-finding should be a continuing process and not a 'once for all' activity
Source : Wilson J.M. and Jungner G. 1968 Principles and practice of screening far disease. WHO, Geneva

Screening has the potential to do harm as well as good. Before a screening programme
is introduced, therefore, both benefits and disadvantages need to be assessed and efficacy
and feasibility evaluated. Cochrane and Holland (1971) suggested seven criteria for
assessment of any screening test (Table 5).

13 Text coming from Whitby I..G. 1974. Screening for disease. Definitions and criteria. Lancet III, pp.819-22.
14 Text coming from Fowler G. 1997. Screening. In: Oxford Textbook of Public Health, edited by R. Detels, W. W.
Holland, J. McEwen, and G. S. Omcnn, New York'.Oxford University Press, ch.29, pp. 1583-99.
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Table 5. Criteria for assessing a screening test

Simplicity - a test should be simple to perform, easy to interpret, and where possible, capable
of use by paramedical and other personnel

Acceptability - since participation in screening is voluntary, a test must be acceptable to those
undergoing it

Accuracy - a test must give a true measurement of the condition or symptom under
investigation

Cost - the expense of the test must be considered in relation to the benefits of early
detection of disease

Precision and repeatability - the test should give consistent results in repeated trials

Sensitivity - the test should be capable of giving a positive finding when the person being
screened has the disease being sought

Specificity - the test should be capable of giving a negative finding when the person being
screened does not have the disease being sought

Source : Cochrane A.L. and Holland WAV. 1971. Validation of screening procedures. British Medical Bulletin,
27, 3-8.

In contrast with screening, case-finding is the testing of patients who have sought
health care for disorders which may be unrelated to their chief complaints (e.g., the
measurement of blood-pressure in an MDC participant who has come to the surgery to
have his ears syringed). The encounter is initiated by the patient and the purpose here is
comprehensive assessment of health. While the results of the manoeuvre may require
long-term arrangements for clinical services, the execution of case-finding does not carry
an implied guarantee that the patients will benefit, only that they will receive the highest
standard of care available at that time and place. So, while case-finding15 may be
considered an option, especially for the very busy clinician or when no efficacious
therapy exists, diagnosis is not. Diagnosis is the application of a variety of questions,
examinations, and other tests to patients who have actively sought health services in
order to identify the exact cause for their chief complaints16. Early diagnosis occurs when
the disease, identified in patients (who initiated the encounter) by a clinician, is at an early
stage, at a moment when it is easier to cure the patient.

Table 6 summarises the concepts presented above.

15 Some authors distinguish ‘active’ from ‘passive’ case-finding. 'Hwy say case-finding is active when signs - unrelated
to die chief complaint of patients - arc sought, that is in our vocabulary a screening. And they say passive when it
actually is a diagnosis.
16 Text from Sackett D.L. and Holland W.W. 1975. Controversy in the detection of disease. Lancet II, pp. 357-9
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Source: Grodos D. 1991. Prevention, depistage, diagnostic precoce. Mice ait point theoriqiie et tenninologiqne. Health
& Community Working Paper. N°21. ITG Press, Antwerp.

Table 6. Summary of concepts: early diagnosis, early detection (case-finding and
screening)

Early diagnosis
Early detection

Case-finding Screening
Who does take the
initiative?

The patient The patient The clinician (or the
health service)

Who is the target of the
action?

The patient who
consults

All the people (or a
subgroup of high risk
people) who
spontaneously consult
for any health problem

General population
(mass screening) or a
subgroup with a defined
(high) risk in the
general population
(selective screening)

Sought stage of
disease

A disease at an early
stage but already with
symptoms

Risk factors or ‘pre-symptomatic’ stages of defined
diseases

Place of symptoms or
complaints presented
by the patient in the
process

Central (they suggest
the possibility to early
diagnose a disease)

None (clinician seeks
something else, taking
the opportunity of a
contact with the patient)

None (a priori people
are healthy)

Ethical basis The patients will benefit
appropriate health care
but without guarantee
to get profitable result:
they will get the best
available standard at
that time and place.

Guarantee is given (at least implicitly) that patients
will benefit from the (active) early detection: they
will receive follow up to exact diagnosis and
treatment of proven efficacy.

Other names

1________________________

Opportunistic screening
Individual detection
Passive detection

Prescriptive screening
Preventive screening
Active screening

3.2. Critical point in the evolution of a disease17
In 1960, Hutchison18 presented a model of the natural history of a disease clarifying

the issue of early case-finding programmes (Figure 7). Hutchison specified that his model
should only be applied to a disease which is already running its course. Therefore, it
should not be applied to ‘pre-pathological’ stages of a disease, i.e. to risk factors and to
precursor stages.

Figure 7. Natural history of a disease according to Hutchison

A B P X D I4__ 4__ 4__ 4__ 4__ 4
Point A (biologic onset) is the beginning of the pathogenesis and point I the final
outcome (recovery, chronic disability, or death). Clinical signs appear in point P and the
disease is usually diagnosed in point D.

17 Adapted from Grodos D. 1991. Prevention, depistage, diagnostic precoce. Mise an point theoriqne et tenninologiqne.
Health & Community Working Paper. N°21. ITG Press, Antwerp.
18 Hutchison GB. 1966. Evaluation of preventive services. In: Lilienfeld AM and Gifford AJ cd. Chronic Diseases and
Public Health. Baltimore. TheJohn Hopkins Press, pp. 147-55.
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The definition of point P has to be clarified. Indeed, it is in point P that the disease
undergoes a pathological recognisable modification. This can be the beginning of
symptoms, the modification of an organ identifiable by physical examination or the
change in some laboratory data. The event occurring in point P is usually neglected or
misunderstood, be it because of the patient or because of the doctor, and the diagnosis is
not made till point D.

Point B is the first moment we can apply the most sensible detection means for this
disease. It is the first moment an early detection test may be applied, so before any
clinical sign of the disease (i.e. before point P).

The interest of the Hutchison model lies in the introduction of the critical point X in the
course of the disease. In point X, a critical event occurs: a treatment given before this
point is less difficult or more effective than given after point X.

More specifically:

if it is a vulnerable disease, treatment applied after point X can’t achieve any longer
the reversibility of the current pathological process;

if it is a disease involving, at one given time in its evolution, a permanent invalidity or
disability, treatment applied after point X won’t be able to prevent this disability or
malformation;

if it is an incurable disease, but for which it is possible to slow down the evolution,
treatment applied after point X won’t offer any advantage compared to a treatment
given in point D (the usual moment when the diagnosis is made);

It is possible, for a particular disease, to have several critical points X (X, X’ or X”),
located between A and X. Treatment established before X or X’ is still more effective or
easier. These points X’ or X” can correspond or not to identifiable modifications in the
pathological process.

Hutchison drew lessons from his model: the four basic conditions that should be met
before proposing an early detection programme:

1. there should exist, for the disease in question, a known effective treatment

2. there should exist a detection means at an earlier moment (B) than the usual
moment when it is diagnosed in the studied community (D)

3. there should exist, in the natural history of the disease, at least one critical point X
beyond which the treatment becomes less effective or more difficult to establish

4. such a critical point should occur after the moment when detection becomes
possible (B) and before the usual moment of diagnosis (D).

Moreover, he noted two important things:

a) The longer the interval between B and D, the greater the chance to early detect
cases through the implementation of a screening programme. The shorter the
interval between B (possibility to detect) and D (the usual time at diagnosis), the
more frequent the early detection activities are necessary if we want to keep the
programme effective.

b) The chance to get a real prevention effect is proportional to the length of the
interval BX. This probability is lower than the probability to find early cases
(depending on BD). Indeed, the number of cases found earlier than usual (by
‘passive’ case finding) will generally exceed the number of those for which the
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prognosis will actually be improved because some cases can be found earlier than
usual but already too late (between X and D) to have a useful consequence.

But point D can occur earlier. It should be noted, indeed, that the natural history
events described here are dependant on the environmental setting, including the generally
available medical care, as well as on the biological characteristics of the disease. The time
of usual diagnosis will vary with education of the population, alertness of physicians, and
scientific development in medicine.

3.3. Development of the Hutchison model
There exist situations in which the critical point X is not located between point B

(possible detection) and point D (usual time at diagnosis) (Figure 8).

Figure 8. Critical point X outside the space B - D

A B P D I
I______ I_______I______ I______ I

X1 X2

If the critical point is situated in X„ that is between the onset (A) and the first time
when a detection test is positive for the disease (B), any early detection is useless: the
moment a possible detection test can identify the disease is beyond the critical point.

On the other hand, if the critical point is situated in X2, beyond the usual time at
diagnosis, that is between D and I, then any early detection effort is a waste of energy,
money and credibility: ‘passive’ case-finding is sufficient.

But how to know where point X is situated? Randomised controlled trials can answer.
If mortality in the experimental group (submitted to the detection programme followed
by treatment) is less than mortality in the controlled group (treated after the usual time at
diagnosis), we can consider that there is a critical point X between B and D. Instead of
mortality, we can compare morbidity, but this is more difficult to get the evidence.

It is possible to define more specifically the nature of events occurring in the disease
process. Flutchison described two kinds of points: some belong to the nature of the
disease (points A, P, X and I), others come from an external intervention, be it the
physician or the health system (points B and D). It is possible to consider a third series of
points related to the perception of the disease by the patient (illness), splitting points P
and D as follows.

Generally speaking, point P corresponds to the emergence of an objective sign; it can
be simultaneously accompanied by subjective signs, but the latter usually occur later in
the course of the disease. Let’s call S the time when subjective symptoms emerge.

Between the emergence of signs (P), or symptoms (S), and the usual time at diagnosis
(D), two further steps can take place. The patient may feel sick and will decide after a
period of time to seek health care. Let’s call C the time when the patient decides to
consult.

The interval SC (or PC if the objective sign is perceived by the patient) corresponds to
the diagnosis delay attributable to the patient (patient’s delay) and the interval CD the
delay attributable to the doctor or the health system (iatrogenic delay or doctor’s delay).

Finally, it is possible to extend the Hutchison model to possible precursor stages that
can be, in some situations, early detected. Let’s call ‘a’ precursor stage of the disease. This 
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can lead to a new model (Figure 9) in which the location of point B will depend on the
current technical advances and point X on the potential development of every particular
disease.

Figure 9. Natural history of a disease, adapted from Hutchison

a A PS
1 1 , 1______ 1

C D 1
1 1 11

B X
Illness

Patient's delay
• >

Doctor's delay

Legend S: emergence of subjective symptoms (can take place in P)

a: precursor stage of disease (possible) C: decision to consult

A: beginning of the pathological process X: critical point beyond which treatment is more difficult or less effective

B: early detection test possible D: usual time at diagnosis

P: recognisable pathologic change (objective signs) 1: final issue (recovery, diability or death)

Taking into account the natural history of disease and the levels of prevention
according to Mausner and Bahn (Figure 10) and the Hutchison model (Figure 9), it is
now possible to suggest an ‘integrated’ model (Figure 11).

Figure 10. Natural history of a disease and levels of prevention

Source: Mausner JS and Bahn AK. 1974. Epidemiology. An introductory text. WB Saunders, Philadelphia,
London, Toronto, pp. 237-63.
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Figure 11. Natural history of a disease according to Hutchison, Mausner & Bahn

Source: Grodos D. 1991. Prevention, depistage, diagnostic precoce. Mise an point tbeoriqne et terminologiqne. Health
& Community Working Paper. N°21. ITG Press, r\ntwerp.
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Chapter 4. An introduction to miscellaneous
basic concepts used in Public Health

1. Effectiveness, efficacy and efficiency19
Much effort has been devoted by WHO committees, working groups, etc. to defining

these three terms and distinguish between them.

Of the three terms, efficacy is the most limited in sense. It was defined as follows:
“Efficacy is the benefit or utility to the individual of the services, treatment regimen, drug, preventive or
control measure advocated or applied’ (WHO Expert Committee on Health Statistics, 1971).
Efficacy requires that a clinical procedure achieve benefits to individuals in defined
populations (dften narrowly defined) when it is applied under ideal or optimal
circumstances; this is the familiar terrain of RCTs20. Efficacy is constant for a given
intervention carried out in theoretically ideal and controlled circumstances.

Effectiveness is the degree to which a plan, a programme, or a project has achieved its
purpose within the limits set for reaching its objective. Effectiveness is thus related to the
results achieved (or planned to be achieved). Effectiveness requires that - if it is a clinical
procedure - a clinical procedure do more good than harm for the typical patient in
ordinary or average settings and circumstances.

Efficiency is the effects or end-results achieved in relation to the effort expended in
terms of money, resources and time. In other words, it is the ratio between the result that
might be achieved through the expenditure of a specified amount of resources and the
result that might be achieved through a minimum of expenditure. Efficiency is thus
related to the cost, in terms of resources, of achieving the results.

2. Economic concepts
As far as the choice of activities is concerned we have already touched on certain

economic aspects (see Chapter 3, economic consequences of the concept of risk). In
order to go further, we will now cover other fundamental aspects of health economics:
the concepts of cost-effectiveness, opportunity cost, marginal costs and cost benefit.

Cost Effectiveness
To reason in terms of cost effectiveness means comparing the relative effectiveness of

different methods at a given cost, or, in other words, identifying the method which, for a
given amount, will be the most effective. One would say, a treatment that cures more
patients than another for the same price, is more “ efficient”, i.e. it is more cost-effective.

19 Hogarth J. 1978. Glossary of health care terminology. Regional Office for Europe. WHO, Copcnhaen.
20 K. Lohr, K. Eleazer, and J. Mauskopf. 1998. Health policy issues and applications for evidence-based medicine and
clinical practice guidelines. Health Policy 46:1-19.
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There is thus a tension between effectiveness (responsibility for one individual patient,
related to evidence-based medicine if it is a clinical procedure) and efficiency
(responsibility for a population, related to evidence-based purchasing).

Example:

Treatment A has an effectiveness of adding 5 years of (quality) life for a cost of 1,500
euros. While treatment B has an effectiveness of adding 10 years of (quality) life for a
cost of 7,000 euros. Product of A costs 300 euros per added year of life while product of
B costs 700 euros per added year of life. We can also see the equation as: the advantage
of B over A is 5 extra added years (unfortunately, at a cost of an extra 5,500 euros) or at a
marginal cost of 1,100 extra euros per extra added life (see below).

Marginal cost
When, for example, two treatments are compared, one could be satisfied with the

comparison of the average cost per treatment. Treatment A cures 100 out of 1000
patients at an average cost of 15 ; treatment B cures 110 patients at an average cost of 25
a patient. The real question in this case is not, to know if we are ready to spend 25
instead of one per patient to have more chance of a cure, nor if we are ready to spend 19
or 10 5 per cure; the real question is to know if we are ready to pay 1000 5 more in order
to have 10 more patients cured: « the additional effect» of 10 more cures will involve a
“additional cost ” of 1,000 more dollars, or a marginal cost of 100 5/case. This example
reveals that the interpretation of the cost and effectiveness data of various interventions
can be difficult.

Opportunity cost
Spending money on one treatment means, unless we have unlimited resources, there

is another treatment for which that money is no longer available. When a programme is
chosen on its direct cost, to this cost must be added that which is lost by giving up
another programme which will no longer be possible. This could be the situation, for
example, of a university teaching hospital financed through international aid. The
financial resources necessary for it to function must be taken from somewhere, from
other hospitals’ budgets. Or if, for example, one should abandon the treatment of 1,000
tuberculosis patients in order to carry out plastic surgery, to the cost of this operation
must be added the social cost of the non treatment of the tuberculosis patients. This is
the opportunity cost: the cost of the opportunity lost for treating the tuberculosis
patients because there are no more resources available.

Cost benefit
The fourth key concept to be taken into account within the economic aspects of

planning is that of “ cost-benefit”. It is more complex and its practical use is limited to
the planning of long term investments (mass campaigns, vaccination or nutrition
programmes, for example). The principal is that an action will only be undertaken if the
benefits out-weigh the costs. In order to do this the costs and the benefits must be
expressed in the same way. One must, therefore, and this is the difference with cost
effectiveness analysis, express the effects (immediate and future) as monetary values,
including results of a social nature (which is the weakness of this method, as many of
these advantages cannot be expressed as a monetary value). Let’s study the example of a
family planning programme. One can calculate the cost of each avoided birth (how much
a child will cost in terms of food, housing, education, etc. until he is 14 years old) where
the cost-advantage will obviously be favourable. But if the age limit for the calculation 
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were increased to adulthood, the productive age, would this relationship remain
favourable? In this case the employment situation, industrial or agricultural growth, etc..
must be taken into account. The complexity of the method and the underlying choices
which it involves is obvious.

Economic analysis does not offer guarantees for automatically choosing “the best”
solution, but it contributes to compose the “evidence-base” for “rational” decision
making.

3. Values
Equity^1

Equity is a term frequently used, though usually extremely loosely. It is often confused
with equality. Equity however though related, is different, in particular through its
incorporation of the idea of social justice. A variety of possible definitions of equity exist,
including the following:

• Equal access

• Equal access to health care

• Equal utilisation of health care

• Equal access to health care according to need

• Equal utilisation of health care according to need

The first of these at first sight accords most closely to the [Alma Ata] WHO goal;
however, it has to be recognised that it is unattainable. While possibly a desideratum, it is
of little practical use to the planner seeking criteria against which to develop plans. The
second and third definitions are also unworkable, and possibly undesirable. One would
not, for example, regard a situation as equitable where everyone used health care the
same number of times (equal utilisation), irrespective of their degree of ill health.
Similarly, equal access to health care, in a world of limited resources, may imply unequal
access relative to need. Given the importance of social justice in the concept of equity, it
is fair to suggest that the last two definitions come closest to the philosophy of primary
health care.

Which is closer depends in part on how broadly ‘access’ is defined. If it is defined
narrowly to imply physical access alone (albeit this is impossible to achieve - it is
impossible to envisage a health system where everyone with equal needs lives at exactly the
same distance from health facilities!), then the presence of any other factor inhibiting the
take-up of health care is likely to make ‘access’ alone an unacceptable definition. If the
health system, for example, charges a fee, then utilisable access is dependent on ability to
pay as well as on proximity to the service.

The alternative to that concerned with access concerns utilisation. Utilisation of
services is recognised to be related to a variety of factors, including distance from the
service. Analysis of such factors suggest that three overall underlying factors that
incorporate various of these more specific factors are the class, race, and gender of an
individual. Social epidemiological studies have been conducted to examine the
importance of these factors. In the UK, for example, one study demonstrated marked
difference in the utilisation of health services between different classes (the poorest the

21 Text coming from Green 1992. An introduction to health planning in developing countries. Oxford University Press,
Oxford, pp.55-9.
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least). Studies in Zimbabwe also showed differences in both health status and utilisation
according to race.

If access is more broadly defined to incorporate such factors, the both the definitions
of equity, whether couched in terms of utilisation or of access, are likely to have similar
implications. The difference between them is reduced to individual decisions to utilise
health care. The importance of this depends on the degree to which one believes such
decisions are affected by one’s environment.

A useful distinction has been made between ‘vertical’ and ‘horizontal’ equity (West,
1981). Horizontal equity implies equal treatment for equal need. For example, all pregnant
women without complications would receive similar care. Vertical equity implies the
unequal treatment of unequal need. It suggests that differing levels of health provision be
made available for pregnant women expecting no complications from those with likely
complications. It also suggests different levels of care for pregnancy as compared to
other health needs, such as coronary patients. In planning services it is relatively easy to
understand the concept of horizontal equity, although it may be difficult to achieve.
However, the concept of vertical equity is far harder to apply, requiring a working
definition of need, and value judgements about how to react and how to prioritise
services for relative needs. To continue the example above, similar provision of services
for all pregnant women with no complications is easy to understand and to monitor.
However, decisions as to the relative emphasis and hence resources to be placed on
services for pregnant women compared with coronary care require a judgement as to the
relative needs of and priority to be given to each group of patients.

In planning for PHC, the first key essential must be a clear, well-defined and workable
understanding of equity, and resultant criteria for monitoring movement towards it. If,
for example, the utilisation-based definition is employed, horizontal equity would suggest
that utilisation rates by different groups (by class, location, occupation, gender, or race)
should be similar for similar health needs.

In summary, equity can be understood either as equity to each according to his merits,
contribution or equity to each according to his needs. In the Primary Health Care needs-
based approach, there is an implicit recognition that equity (as distinct from equality)
requires that within the spectrum of health needs, individuals with equivalent needs
should receive (or have equal access to) equal care, and that by implication, individuals
with less needs should receive less care22. This has been described as horizontal equity -
“the equal treatment of equals” - together with vertical equity - “the unequal treatment
of unequals”.

This social value lies on a perception (theory) of justice. The question is in fact to
characterise the equity: equity in liberty? Opportunity? Endowment? Income? Power?
Rights? Fair chances? Access?

Solidarity

According to the dictionary, solidarity is a “unity based on shared interests and
standards” or a “relation between persons who are aware of a common interest which
results in the moral obligation not to do harm to each other and to come to their aid”.
This means that it would result in some willingness to accept responsibility for the fate of
(from the most focus to the most extended) other members of the family, the extended
family, the society, the nation, the cultural identity, race, continent, human species. In

- Collins C. and Green A. 1994. Decentralization and primary health care: some negative implications in developing
countries, bit,J.Health Serv. 24 (3):459-475.
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solidarity, there is some acceptance to do for others what they are not likely to be able to
do for you. There are links between equity, solidarity, health and development.

Participation

It can be understood as sharing in contribution (providing resources) or as sharing in
decision making (using resources). It can be individual (direct) or collective
(representative).

The necessary condition is information. That implies:

willingness to share information and make it available

willingness to place decision making between “providers” and “clients”.

There is of course a link with autonomy, determinants of health, ‘holistic care’ or
“whole person medicine’ and development (capabilities).

If restoring or preserving health (well being) aims at “optimising people’s capability to
undertake valuable and valued doings and beings”, this implies the capacity to make
conscious choices, without undue dependence on others.

A balance has to be found between:

security (possibly - extreme - in a state of total dependence)

and “autonomy” (possibly — extreme — in a state of total command)

Autonomy

Dictionary': “self-determined freedom and especially moral independence”.

It is both an essential element of well being (reduced by illness) and an (ethical)
principle of freedom/liberty (at stake in the doctor-patient relationship).

Balance between cure, care and autonomy. Cure has to be in balance with care; both
cure and care can lead to more dependency; both need to be balanced with consideration
for autonomy.

Autonomy can also be seen both as a right and a fact. As a ‘fact’, it needs to be taken
into account in pursuing effectiveness (compliance, appropriation).
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Public Health Education Network Event
31st December 2012

Introduction ;
[ SOCHARA School of Public Health Equity and Action (SOPHEA) is glad to 1

i have been part of public health related networking events and initiatives in ,
j Bangalore/Karnataka/India. Many of the organisations which are part of i

i this emerging public health education and research network have been [

initiating field projects, academic training programs, health i
i communications, research projects, and many other initiatives that are j

i helping to strengthen the public health system in the state using various ,
] approaches and engaging with the public health system in various ways. j

i SOPHEA believes that Bangalore is emerging as the public health education, [

1 research, and policy activism hub of the country and we invite you all of you, I
i who have been part of these initiatives to join us in a day's reflective 1

i celebration of this emerging network. We hope to provide a platform for |
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CAPACITY BUILDING FOR PUBLIC HEALTH
IN THE ASIA PACIFIC REGION

-Dr. Thelma Narayan

A Policy Document prepared for UNESCAP office in Bangkok in 2004. The UNESCAP had initiated measures to strengthen
public health, including public health education In the 62 countries that come under the Asia Pacific region.

Introduction

1. The historic sixtieth session of UNESCAP held in Shanghai, through its resolution 60/2 on 28th April 2004 gave a
"Regional Call for Action to enhance capacity building in public health". It recalled the Millennium
Development Goals, especially those that were health related, and the UN General Assembly resolution 58/3
of 2003 to enhance capacity building in global public health. In a significant step it has mandated the
formation of a Health and Development subcommittee which is scheduled to have its first meeting in
December 2004.

2. The Asia Pacific region, with 62% of the global population, has several strengths. The region has shown
consistent economic progress and dynamism over the past few decades, which in turn has contributed to
improved living conditions and health of people. It also has a wealth of rich cultural, spiritual, health and
healing traditions. However poverty, hunger, disease and disability continue to afflict significant proportions
of the population, with growing intra and inter-country inequities in income levels. Current global macro-
economic policies and trends have also affected the region, resulting in loss of livelihoods, increased rural
distress and migration, environmental pollution and destruction, and an increase in conflicts. These deeper
socio-economic and environmental determinants have a major impact on the health of people and enhance
the transmission and incidence of disease.

3. The cost of diagnostics, drugs, and of health care in general, are increasing, while public expenditure on health
and health care is declining. Health gains achieved over five decades are beginning to reverse in some
population groups and countries. Inequities in health status and access to health care are growing.

4. In more recent times HIV/A1DS, SARS and avian flu provide a wake up call and a challenge to the health
systems of countries In the Region. Older, long standing problems such as tuberculosis, malaria, diarrhea,
anemia and under-nutrition take a heavier toll in suffering and death but do not attract media or political
attention. There is therefore an urgent need, and an opportunity to revitalize public health and its practice,
and strengthen health systems, building on the infrastructure, experience and expertise, developed over the
decades.

5. Capacity building for public health and strengthening of health systems in response to the emerging problems
and social context will need to be done through a process of dialogue, consultation and international
cooperation. This will be undertaken within the region, with public health professionals in the region and with
community participation. Collaboration with WHO, UNICEF, FAO,UNDP, ILO and other international and
bilateral agencies will be explored with a strong focus on building local capacity and self reliance, rather than
being dependant on external experts and consultants. Special focus will be given to the needs of least
developed economies, landlocked and island developing economics and economies in transition. Sharing of
human, technical, knowledge-based and financial resources within the Region will be encouraged through
institutional mechanisms. Given the mandate and traditions of ESCAP multi-ministerial support and
involvement will be sought for capacity building in public health. Reviews using participatory, qualitative and
quantitative methods will be undertaken with strengthened monitoring and evaluation systems, in order to
assess the health, social and economic impact of the strategy an to learn from innovative approaches and
processes that may be used. ESCAP and its member countries will work in close partnership with the World
Health Organization, including its regional and country offices. The public health expertise of the WHO is a



valued asset. It will be drawn upon extensively for strengthening public health capacity in the Asia Pacific
Region. ESCAP in turn will contribute through its mandate of working on the economic, social and
environmental determinants of health. It can assist capacity building of public health systems in the region by
expanding horizons beyond a disease focused approach, to include policy action directed at the broader
determinants.

Evolving Definitions of Public Health and Primary Healthcare

6. Public heath is an evolving, dynamic concept. The practice of public health, together with improved economic
and living conditions, have resulted in major health gains for populations in several countries around the world
since the early nineteenth century. This took place through social policies introduced even before the
development of vaccines and antibiotics. They included measures to improve sanitation, hygiene, water
supply, housing, nutrition, social security etc.

7. The Primary Health Care (PHC) approach as a strategy to attain the international social goal of Health for All by
2000 was articulated at the landmark Alma Ata Conference organized by WHO and UNICEF in 1978. It drew on
community level experience sand challenges from countries in different continents including the Asia PaciM|
It received a mandate from 134 member countries. PHC expanded the scope and strategies for public healm
through increasing social control and democratic political processes over health and related services. It
attempted to give communities greater voice in health systems through decentralization and institutional
mechanisms for participation in health decision making. Moving beyond bio-medicine PHC stressed inter
sectoral collaboration to address the deeper determinants of health. It was rooted in principles of equity and
social justice in health and health care. In order to reach the social goal of health for all, PHC emphasized self-
reliance at individual, community and national level, and recommended the use of appropriate technology to
serve peoples needs. It promoted social means to reach these goals. Primary health care not unsurprisingly
met with resistance early on.

8. The International Association of Epidemiologists also defines public health with a broad perspective "Public
health is one of the efforts organized by society to protect, promote and restore people's health. It is the
combination of services, skills and beliefs that are directed to the maintenance and improvement of the health
of all people through collective or social action. The programs, services and institutions involved emphasize
the prevention of disease and the health needs of the population as a whole. Public health activities change
with changing technology and social values, but the goals remain the same; to reduce the amount of disease,
premature death and disease produced discomfort and disability in the population" (JM Last, 1995).

9. More recently the Oxford Textbook of Public Health (2002) describes public health as "the process (||

mobilizing and engaging local, state, national and international resources to assure the conditions in which
people can be healthy." It recognizes that public health is only one of the major influences on the health of
communities and that basic economic and social conditions impact directly on people's health and wellbeing.

10. The initiative for public health capacity building can experiment with social arrangements for greater
involvement of people, particularly the poor and vulnerable, in the development of their own health services.
Thus the public can be brought back into public health. Public health has focused on improving the health of
communities and individual persons through comprehensive preventive, promotive, curative and
rehabilitative interventions addressing risk factors that could be social or behavioral. The present challenge is
to include the deeper layer of social, economic and environmental or developmental determinants of health.
The way has already been shown by some communities and countries. The need and challenges have been
articulated in the Peoples Charter for Health of the Peoples Health Movement. The World Health Organization
is making initiatives to set up a commission for social and environmental determinants of health. The
contribution of UNESCAP and its member countries in this regard would be pioneering and would help the
achievement of the millennium Development Goals. The current initiative offers an opportunity to further
build the concept, principles, and practice of public health in relation to the current times and challenges in
the regional context.



Strategies for capacity building in Public Health

11. Human resource development- Developing a pool of well-trained, competent, highly motivated professionals
and workers in public health is a priority for all countries in the region. There is an urgent requirement for a
range of public health skills and competencies - including specialist epidemiologists, policy analysts, health
administrators, program managers, trainers, health economists demographers, statisticians, researchers,
social and behavioral scientists, public health nurses, health promoters/educators, laboratory technicians,
social workers, multipurpose workers, health assistants, community health workers, health animators and
others. While specialization in sub-sections of public health will be inevitable, the key focus should be on
training more multi purpose, integrated, socially relevant, public health generalists at different levels.

12. Planning and forecasting the numbers of trained staff in public health required at different levels of the health
system is a task to be undertaken by each country. Based on a needs assessment, numbers retiring per year,
and overall attrition rates, the numbers to be trained every year can be calculated, keeping in hand a reserve
stock of personnel who can manage leave vacancies, respond to emergencies, undertake consultancies etc.
Most important is the policy recognition that in order to achieve effectiveness, relevance and quality, some
positions at specific levels in the health system will necessarily need professionals with competency and
training in public health. The tendency to appoint clinicians to public health positions, and to be susceptible to
political compulsions, needs to be avoided if public health objectives are to be met.

13. Public health staffs are often given a lower social status as compared to clinicians, though their jobs may be
more complex and thankless. This results in lower morale and self-esteem and needs to be rectified through
an enabling environment with adequate recognition, remuneration, and encouragement. Considering the
complexity of their tasks and the multidisciplinary multi-tasking nature of their activities, they should be given
opportunities for professional growth. Along with these reforms a realistic focus on outcomes, impact,
quality, integrity, and responsiveness to feedback from the community, is required.

14. Team work in public health is crucial for it success. Adequate training is needed in team functioning with
clarity about roles and responsibilities and lines of communication. Supportive supervision, trust building and
problem solving exercises are essential. Public health professionals can be drawn from both medical and
social sciences streams and should not become doctor dominated.

15. Continuing education of staff is essential, given the rapid growth in knowledge and the contextual changes
that are occurring. Distance education courses, workshops, seminars, newsletters and access to electronic
means of updation need to be well developed. Accreditation systems at district or state levels for public
health staff will help to ensure basic standards with mandatory requirements for attending a certain number
of courses and achieving competencies required for different levels.

16. Ability to work with communities and local government functionaries, with community organizations, and
community leaders both informal and formal, is an important skill for public health professionals. This is best
developed through experiential learning and in-service training.

17. There is an urgent need to build capacity in developing an evidence based approach for public health
interventions. Investment is required in training and retaining research professionals competent in qualitative
and quantitative methods. Their findings would be used by a multidisciplinary policy team for developing,
reviewing and evolving public health interventions. Skill development is required for recording and reporting
systems to be strengthened, with adequately disaggregated data collection to measure differences in social
groupings. Analysis and utilization of data for decision making should be done as close to the point of data
collection as possible. This in itself will enable capacity development closer to the community.

18. Capacity needs to be developed across sectors to deepen the understanding of the inter-sectoral dimension of
health and health action. We need to strengthen the ability to dialogue and involve counterparts in other



departments of development, be it food, water, sanitation, environment, women and children's welfare,
education, agriculture, labour, and other departments.

Training Methodologies for Public Health Practitioners for the Asia -Pacific Region

19. An alternative pedagogical method that is participatory, reflective, transforming and located in a socio-cultural
paradigm, should be used in teaching public health workers and professionals.

20. It is important for countries in the region to consider the underlying philosophy, educational methods and
processes of learning, adopted in the higher education of public health professionals. Two foundational
premises that continue to have a major influence have been the biomedical scientific roots of public health
and its proximity with state power. These developed historically within the then dominant social context
often linked with the industrial revolution, capitalism and colonialism. At the interface with people in the Asia
Pacific region, who have their won culture and knowledge base, there is often an alienation of philosophy,
concept and praxis. Public health practice is often perceived to be an expert driven, top-down, centralized,
prescriptive approach, implemented in a heavy handed manner by the government bureaucracy. This does
not win the hearts and minds of people and is often met with scepticism if not with resistance, non-action aruL
non-adherence. Development of pedagogical methods, and the learning environment and process, will ne^P

careful thought in order for students of public health to identify and retain the core principles and elements
of the discipline, to be sensitive to the cultural and social context of communities with whom they work and to
best utilize the right knowledge base and traditional health and healing practices in the region. Since the
1970s much experience has been gained, particularly through community health and development projects in
the voluntary sector, in the use of participatory, experiential, reflective and transformatory learning processes.
While these methods initially evolved through working with communities, they have also been used in the
education of professionals who find it a more liberating, meaningful and motivating process of learning and
personal growth. Besides theoretical content and competencies, it includes experiential learning in
community based programmes, self awareness and reflection, teamwork, social skills, understanding culture
and community dynamics, spiritual and ethical dimensions of health and public ethics, among others. This
qualitative change in the method of teaching-learning, enhances social effectiveness and community support
increases personal motivation, prevents burnout and helps the creation of a social network among public
health workers.

21. These aspects have not been adequately stressed or integrated in public health training programmes in the
West. While international collaborative efforts to strengthen public health capacity in the ESCAP region will
involve linkages with training centres in the west based on a different history and paradigm, a creative
contextual local adaptation of theory and practice of public health is a necessary.

Training Approaches

22. Medical officers of Primary Health Centres and other levels of government health centres play an important
role as leaders of health teams. They need to be adequately trained in public health and health management.
In practice in several countries a large proportion do not have a post-graduate qualification in the subject and
are more clinically oriented. They will need an in-service public .health training for at least 6 months which
would include the basic theoretical concepts and a period of experiential training under guidance. A
mentorship programme could be considered. Exercises in leadership training, communication, team-work,
gender sensitization, social analysis, understanding community dynamics and community organization, and
public health ethics are important to supplement the traditional public health components.

23. Participatory training methods that are learner - centered, using principles of adult learning, and problem
solving and experiential innovative approaches are very helpful. Use of role plays, simulation games, case
studies, films and field visits help the learning process. Debriefing, with analytical reflections of different
experiences and method help in the personal growth and motivation of participants besides enabling a deeper
understanding of the issue.



24. Team training of primary health care teams for up to 5 -7 days is also a useful method to enhance the quality
of public health work. Training is undertaken together as a team to understand each other and internalize the
goals and objectives of their collective endeavors. Their different roles and responsibilities are clarified.
Systems for communication, recording and reporting, measuring indicators of progress, getting community
feedback and of participatory reviews can be discussed. This process helps in bonding together and creating
better working relationships. Efficacy of public health work depends to a large extent on the cohesiveness of
the teams, their conflict resolution mechanisms, and the feeling of community among themselves, which need
to be constantly developed and nurtured.

25. In several countries there has been good inter-action between health systems, and integration of indigenous
systems of health and healing into the national health system. Indigenous systems and practices that are
beneficial to health cold find an explicit place In national health policies and systems, rather than being a
parallel system that is under resourced and sometimes subaltern. This spirit of mutual cooperation between
systems needs to be reflected in the training of health workers and health professionals.

Training Content

26. Both traditional public health, as well as the new public health, recognize the close links between the
underlying determinants of health and the health status of populations. Teaching curricula for public health
however are still dominated by biomedical components, based on a reductionist paradigm. Consequently
public health interventions tend to be narrowly focused, vertical programmes; lacking a societal process
element. For instance the delivery or social marketing of public goods such as diagnostics, drugs vaccines,
condoms etc are given much greater importance than social relationships and processes through which
change can occur and where people have a voice. The contextual complexities of social, economic and
environmental determinants of health are discussed and researched in very few schools of public health
across the world. The Asia Pacific region could be a potential leader in introducing systematic teaching and
research into these issues with a public health perspective in order to protect public interest and human rights
and to reduce social inequality, with resultant benefits to the health, and wellbeing of people.

27. Content areas to be covered in the training would include
• Guiding principles and values of public health, which include social justice and equity in health and health

care; health and access to health care as a fundamental human right; health as central to sustainable
development; community participation and self-reliance; good governance, oversight and

accountability.
• Public health ethics and law
• Food security and nutrition
• Poverty and health inter linkages
• Gender perspectives on health
• Macro-economic and trade policies and health.
• TRIPS, GATS and implications for access to medicines and to health care
• Conflict, violence, disasters and health
• Environmental health issues with corporate and government accountability
• Peoples social movements, peoples health movement
• Environmental health movement
• Population movement; migration, urbanization.

28. Preparation of learner friendly teaching material and modules; developing a critical mass of teaching staff in
the region; and establishing centres that research and intervene in these areas, will need to be undertaken in
a systematic manner. Enhancing and disseminating databases on these complex subjects will also need to be
undertaken.



Developing Centres of Excellence for Teaching and Research

29. There is a need for a number of centres of excellence for teaching and research in public health and
community health in the Asia Pacific region. While countries with large populations may have more than one
centre, smaller countries could share a centre or send their professionals to recognized centres. Mechanisms
for generation of financial and technical resources could be developed. Regular exchange and electronic
networking between academic and research centres in the region, and close collaboration with WHO regional
and country offices would be beneficial. Mapping of existing centres and resource groups in the region could
be initiated by the secretariat. Scholarships could be established for least developed economies. Electronic
methods of communication could be institutionalized so that whenever required rapid mobilization of
expertise and quick sharing of information is facilitated. These centres will be the nerve centers for
knowledge generation and application, and will need to be very dynamic and alive. Countries are advised that
the leadership, management systems, library and information centres and financial security of these centres
are critical areas for development. Their purpose would be to be socially relevant to the public heath related
issues and concerns in their countries and neighboring areas. Interaction and alliance building with the local
health services, NGOs and social movements would enable them as a group to impact on the determinants of
health.

Strengthening Health Systems Financially

30. Health systems form the basic skeletal framework for public health action. Over the past century public sector
health systems in the region have undertaken preventive health work, health promotion, communicable
disease and outbreak control, and other measures on a countrywide basis with resultant public health gains.
However over the past decade a weakening of the public health system has taken place in some countries
where decision makers have uncritically supported and promoted the privatization of the health services. In
other countries investment in public health systems has been consistently low and unproductive. In these
cases there is a need for strengthening of public health systems to meet public health goals, and to privatize
further. The Commission on Microeconomics and Health has pointed out the critical importance of adequate
investments in health in the public sector and the economic and social benefits of these investments.
Countries have been strongly encouraged to increase their public health expenditure up to the minimum
norms.

31. There Is an urgent need for countries in the region to build national and local capacity in health financing and
in establishing and running National Health Accounts Systems. Capacity building in financial management with
accountability and transparency for health institutions at sub-district and district levels and for primary healtfi
care is also required. ■

Capacity Building for Priority Public Health Problems

Environmental health, water, sanitation and waste disposal

32. Despite significant improvements, there is a long standing lack of access to water and sanitation facilities for a
significant section of the population particularly the poor in some countries of the region. This is compounded
by new challenges. Groundwater is being used faster than it is being recharged. If water conservation
strategies are ineffectively implemented, drinking water shortages are predicted to occur. Contaminated
water is a vehicle for disease transmission. Poor quality and inadequate quantities of water are estimated to
account for about 10% of the total disease burden in developing countries. Privatization of water is reducing
access for the poorer sections of society. Industrial and chemical pollution of rivers, groundwater and water
bodies and agricultural runoffs contaminated by fertilizers and pesticides are rapidly growing areas of concern.

33. Countries are encouraged to ensure universal access to safe, potable water supply by 2010. Inter-sectoral
action between water supply and sanitation boards pollution control boards, departments of health, local
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government bodies communities and consumer groups is essential to ensure adequate provision and
utilization of water, without wastage, and to undertake health promotion and public awareness campaigns so
as to reduce prevalence of water and sanitation related diseases.

34. There is a need for adequate technical capacity in the region to work effectively and efficiently on this issue.
Time bound goals and indicators could be set to reduce mortality and morbidity due to the following
conditions:
a) water washed disease - scabies, trachoma
b) water based diseases - schistosomiosis and dracunculiasis (guinea worm disease)
c) water related diseases - malaria, filariasis, dengue fever.
d) Waterborne disease - diarrhea, dysentery, cholera, typhoid, hepatitis A, amoebiasis, giardiasis, helminthic

infestation / intestinal worms, camphlobacter etc.
Prevalence and incidence rates will be collected and analyzed through the disease surveillance system / health
information system, for which capacity is also being developed.

35. Capacities need to be strengthened for accelerated interventions to ensure access to household and
environmental sanitation facilities (toilets, drainage systems, sanitary waste disposal). This will help minimize
disease spread by the faecal-oral route of transmission, which continues to be widespread. Control of these
diseases requires a combination of interventions including improved water quantity and quality, sanitation
systems but also food hygiene and good personal hygiene. This requires health promotion, advocacy, social
mobilization in addition to infrastructure development and regulation. A multi-sectoral approach involving
public health engineers, sewage boards, and departments of urban and rural development, water supply and
elected representative and community members is critical.

36. Capacities to handle waste management in a professional, toxic free manner are also urgently required to be
developed. This area has become very complex over the past few decades and encompassed household
waste; solid waste at village, town and city level, non-biodegradable waste; hospital and health care waste;
hazardous industrial and chemical wastes; nuclear waste; agricultural wastes etc. Some waste disposal
methods, such as incineration are themselves toxic. Short and long term consequences on public health and
the environment are significant.

37. In addressing issues of water, sanitation and waste disposal, the role of the state is important. Public health
specialists need to work in collaboration with public health engineers and a host of stakeholders, including the
environmental justice movement and legal advisors. Adequate sensitization and awareness regarding the
issues need to be ensured in the training and continuing education of all public health workers. A few would
opt for more specialized training in this area. This stream would need to have an institutional base wherein
their higher educationjob opportunities and career planning would be considered.

38. The public health system would required the skills and capacity to pick up instances of impact on human
health following environmental pollution from industry, including the chemical industry, agriculture
(pesticides, fertilizers etc) and the dumping of toxic waste. This is a major emerging social and health
problem in the region, which has become the global manufacturing base at low economic cost. Health and
safety of workers and communities need to be safeguarded. Other major environmental, issues affecting
human life, health and wellbeing including climate change, global warming, ozone layer depletion etc, need
urgent research and action. Health impact assessments of new technologies, industries and development
projects need to be undertaken. Environmental epidemiologists and occupational health specialists are still
scarce in the region and need to be trained in larger numbers. They would need to work closely with
government policy makers, health providers, NGOs, the environmental movement and communities.

Nutrition

39. The public health systems of many countries in the region are inadequately equipped to address the
challenges of nutritional deficiencies and under nutrition, or the emerging challenge of non-communicable



disease which have a food, diet and lifestyle component to their causation. The magnitude of nutrition related
health disorders in the Asia Pacific region is large. The impact on mortality, morbidity, vulnerability to other
infections and disease, disability and economic productivity is enormous. However the significance and
potential for positive health and development impacts through policy measures has often not been
adequately understood or acted upon by policy makers and public health practitioners. Advocacy,
sensitization, capacity building and effective action on nutrition deserve the highest priority.

40. Practical training on nutrition needs to be mandatory for all levels of health workers and professionals. The
teaching content will need to be relevant to the nutrition problems and issues obtaining in a country or area,
keeping in mind the dynamic changes that keep occurring. District-wise nutrition mapping would provide an
information base. Centers for nutrition research need support and the findings and recommendations from
their work need to be acted upon and also introduced into training programmes, public education and policy
interventions.

41. Broader issues of agricultural policy, food diversity, food security, international trade and pricing of
agricultural products are issues of national and regional priority. Public health policy workers and practitioners
need to have a general awareness about these issues. They need to understand their specific roles auk
responsibilities in regard to nutrition security, and in improving the nutrition status of people of different a^F

groups, at individual and community levels and through integrated health and nutrition interventions.

Disability

42. The Asian and Pacific is home to an estimated 400 million persons with disability, the biggest number in the
world. A large majority are poor, and lack social opportunities and access to good rehabilitative care, that can
enable and assure a meaningful productive life. Many disabilities are also preventable.

43. The first Asian and Pacific Decade of Disabled Persons (1993 to 2002), and the recently launched second
decade (2003 - 2012), have facilitated many positive regional and country level initiatives. These include a
comprehensive and integral approach to the protection of promotion of the rights and dignity of persons with
disabilities; improving disability measures for policy use, promoting active participation of women with
disabilities; poverty alleviation among people with disabilities; among others.

44. The public health community in the Region needs to be capacitated and encouraged to join, support and
expand these initiatives. Multi-ministerial and inter- country cooperation, already initiated, will be further
strengthened. Active participation of persons with disability in planning oversight and reviews will be ensured.
There will be a special focus on children with disability. 4|

Promoting Mental Health

45. Mental illness takes a heavy toll through the long-term suffering of affected persons and their families.
Patients continue to experience stigma and discrimination, and the treatment and care of the mentally III
persons is still an orphan area in most health systems. Mental and emotional ill health, tobacco and alcohol
related problems and violence have been widely recognized during the past decade, as major public health
issues. The time now is to act. This is a complex issue of human behaviour and social relations in an
increasingly stressful environment. Health personnel working in primary care settings in both the public and
private sector need to be trained adequately to recognize and diagnose mental health problems. Treatment
options that are currently available should be widely accessible. In order to make this a reality there is a need
to enhance the number of psychiatrists, clinical psychologists, counselors and social workers, and also to take
appropriate measures to reduce their migration. Drug patenting issues will need to be considered to ensure
availability of newer drugs at affordable prices. More importantly initiatives to promote positive mental health
and to build caring, supportive communities need to be expanded through training of trainers and other
methods. These include parenting skills, life skills education, meditation and yoga. Parents, school teachers,
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religious bodies, and community leaders all have an important role. Legal, regulatory and related capacities
will need to be strengthened to dealt with control of tobacco, alcohol and substance abuse.

Infectious Disease Control

46. Old and new infectious diseases take a heavy toll in terms of disease burden and mortality in the region. The
risk of transmission within and between countries has become higher with social instability, conflict
displacement, migration and increased mobility. Capacity building for control of infectious diseases is one of
the highest priorities in the region. This needs to be implemented with a sense of urgency in a time bound
manner. Infectious disease control requires widespread public education and awareness, sharing the known
scientific features of the diseases, stressing preventive and control measures at individual and community
level, and minimizing misinformation which results in fear and panic. Government departments of health
education and health promotion need to be alert, up-do-date, pro-active and creative, using a mix of
communication methods and interacting with mass media groups. Health systems need strengthening with
adequate budgets, trained health personnel, good laboratory facilities, supply systems for drugs and
consumables, communication systems and disease surveillance systems/heaith information systems. Inter
country collaboration needs improvement. However, most importantly there is a need to focus on the
developmental determinants of these diseases through intersectoral, multiministerial interventions, as many
of these diseases thrive in conditions of poverty. There is a need to ensure that dominant paradigms eg the
bio-medical approach, and dominant institutions do not monopolise policy making. Independent
implementation audits and public hearings can be utilized to elicit peoples perspectives on how effective and
accessible infectious disease control efforts are. Capacity building is required for all these components.

47. Tuberculosis, malaria, filariasis, dengue hemorrhagic fever and vector borne diseases need special attention,
and close collaboration with WHO control programmes. However, rather than managing a multitude of
vertical, single disease focused programmes, countries in the region could adopt an integrated primary health
care approach wherein early detection, complete treatment, recording and reporting systems function
through comprehensions primary health care centres dispersed in the community. Health promotion and
community participation are integral components of the approach. Most countries have over the past 3-4
decades established a primary health care infrastructure. This needs to be strengthened, guarding against
policy advice from international financial agencies and others who suggest a targeted approach with enhanced
privatization. The international community and public health experts have universally recognized the
important role of the state in infectious disease control through public health systems, popular education and
people's participation. In the current neo-liberal context this role needs to be re-inforced.

48. Newer problems of HIV/AIDS, SARS AND Avian flu have been addressed by the UNESCAP over the past few
years in its resolutions. The recent 3x5 initiative of the WHO, which aims to increase access to treatment is
welcome as a timely response to the severity and magnitude of the disease and to the treatment access
campaign. Dialogue between UNESCAP and WHO will help to enhance coverage and capacity building in Asia
as early as possible. Newer treatment protocols, simplified procedures, etc will be adopted, monitored and
constantly updated as new knowledge becomes available, after reviewing its social applicability. Most
importantly countries could use the existing provisions in the WTO clauses to ensure adequate supply of good
quality, generic drugs at affordable prices. Lessons could be learnt from Thailand, Cambodia, India and other
countries. Health education efforts regarding these diseases should not generate fear but spread positive
messages. Methods of positive living for persons already infected could been encouraged. Use of adjunct
therapies such as herbal remedies, massage and other forms of healing that recognized not to cause harm will
be encouraged. Life skills education and women's health empowerment that has already been initiated in
most countries will be expanded through widespread capacity building.

49. The region is faced with a double burden of diseases with non-communicable diseases (NCD) and traffic
accidents taking a heavy toll. The Pacific island countries, Japan, China, Australia and New Zealand have
already initiated health promotion campaigns through the government, voluntary sector, private sector and
professional associations to bring about lifestyle changes such as adequate exercise, healthy diets, stress 
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management, compulsory use of helmets and seat belts, rules about drinking and driving etc. With an ageing
population these measures are necessary to reduce the burden of cardiovascular diseases, hypertension,
stroke, diabetes and other NCDs. Abuild up of capacity in the public and private sector for management of
these disorders is necessary. Ratification of the Framework Convention for Tobacco Control (FCTC) and
implementation of bans on advertising and sponsorship of tobacco products, smoking in public places and
stringent curbs on smuggling, would help control the epidemic of tobacco related diseases, including cancers
in the Region. Other measures for prevention, control and care of cancer also need to be instituted.

50. The health internet work project of the WHO has piloted the use of the internet and information and
communication technology (ICT) for providing easy access to research information on important public health
problems to health providers and citizens. ICT offers great potential and needs to be widely used. Internet
based public health training programmes are being designed. The use of hand held computers by health
workers in the field for recording and reporting will greatly reduce their burden of work.

Community capacity building for public health

51. Traditional public health has been critiques for being rigid, with a techno-managerial, bureaucratic approach
which leaves little scope for the creative, empowering and enabling involvement of communities
collectively address the deeper determinants of disease. There is an opportunity now for a change in
paradigm based on greater community participation and control, with mechanisms for social accountability
and measurement of progress in achieving goals. We could move forward towards achieving the global vision
of better health for all, based on the universally accepted premise that the Right to Health and Health care is a
basic human right.

52. Capacity building for public health is therefore understood in its broadest sense. This will involve
representation from all sections of communities including women, children, persons with disabilities,
disadvantaged section of society, the elderly, and persons with HIV/AIDS and other illnesses, so that their
perspectives, concerns, and valuable suggestions based on lived experience, will help to evolve the strategies.

53. Where elected representatives function at the level of local bodies and have responsibilities for health, there
is a need for innovative training to enable them to improve the governance of the public health system. This
exercise may take a few years, but has proved to be effective in several places such as Kerala state in South
India.

54. Formation of self-help groups of women is widespread in the region. The value of adding a health and social
dimension to their economic activities has been shown to be effective in Bangladesh, Nepal and sever^
countries. This approach could be more widely used. Care needs to be taken that methods used a^|

empowering and liberating without adding additional responsibilities and burdens to women who are already
overworked and fatigued.

55. Self-help groups of persons living with particular illnesses who also become advocates for preventive and
promotive action play an important role. Involvement of persons living with HIV/AIDS at all levels of health
decision making has significantly altered the public health discourse. Shifting the balance between experts,
health providers and patients from one of dependency to one of greater autonomy and equality has been an
important step forward.

56. Involvement of school teachers and parent sis critical to health promotion. It is important for young people to
be touched or moved at a personal level, for personal motivation for positive health to be ignited. Training of
trainers for parenting education, life skills education, counseling and health promotion on the basis of the
Ottawa charter and subsequent charters would bear great fruit.

57. Politicians and bureaucrats are often placed in positions where they make major decisions that impact on
health and health care. They may not have the requisite information and knowledge easily available to weigh
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the matter objectively. Various lobbies and interest groups present them with sophisticated material favoring
their position. Public health groups need to prepare well-researched, objective policy briefs that protect and
promote public interest.

58. Experience across the region has shown the great value addition of involving communities with health
institutions through a variety of institutional mechanisms that include:
a) Setting up health communities at health centre and sub-centre level.
b) Establishing boards of visitors, help-desks and help-lines run by volunteers in hospitals and elsewhere.
c) Mandating local bodies or elected representatives with specific constitutional responsibilities for the

governance of health institutions and programmes
d) Making adequate provisions for the citizen's right to information to include the heath sector as well.
e) Establishing mechanisms for participatory management of health institutions, making space for

community voice to be heard and responded to.

All these efforts help to increase community ownership and management of health institutions.

59. Information and communication technology (ICT) could be used proactively by governments to overcome the
digital and knowledge divide in health. The necessary infrastructure will need to be established and skill
training undertaken. A community participatory model to the Health Inter-network project being piloted by
WHO has shown that the sharing of health information with communities, health workers and staff from
health related departments using a mix of communication methods including ICT served an unmet information
need.

60. Communities have also participated actively and effectively in participatory action research that study some of
the developmental determinate of health such as environmental an health consequences resulting from
industrial pollution, use of pesticides, mining etc. Community involvement in the research as river-keepers
measuring water quality, as community patrols measuring air quality or as bucket brigades has enabled them
to gather evidence and become agents for change in a positive manner.

61. Public campaigns on health related issues have become increasingly common in the region as well as globally.
The women's movement has been effective In increasing gender sensitization of health policies, in promoting
reproductive rights, and in raising gender concerns in health research and in medical education. One of the
current campaigns is to increase women's access to primary health care and to reduce violence against
women. The people's health movement has been campaigning for a revitalization of the spirit and principles
of primary healthcare. The Peoples Charter for HIV/AIDS has resulted in formation of the Asian Peoples
Alliance for Combating HIV/AIDS (APACHA). The Peoples Charter for Health of the PHM has also become a
rallying point for a campaign to reduce wars, conflicts and violence. The pulse of people can be felt and
responded to by listening to the issues raised by people's campaigns and movements. This is an important
third force that is countering the threats to peoples health caused by corporate globalization, liberalization
and the commercialization of health care.

62. Use of the principle of subsidiarity in decentralization of health care services, with appropriate training,
management and preparation of people, helps to bring services closer to people. However it is necessary to
take adequate measures to ensure a focus on primary health care and public health.
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Public Health definition for India (a dialogue]

Various definitions of public health, community health and primary health care were looked for, reviewed and

considered in the Indian context. These definitions, along with their sources, are available in the appendix of this

document. Relevant themes were identified from these definitions and from professional experience in relation

to the Indian setting to come up with the proposed definition, which built further on the initial template

provided by Dr Farooque Ahmed and the suggestions of Dr Sanjay Chaturvedi (see appendices). The suggested

definition and compilation of phrases is as follows:

"Public Health is the science and art of promoting health, preventing disease, and prolonging life

• -to ensure for everyone a standard of living adequate for the maintenance of a healthy and productive

life,

• -by developing a social movement, as an integral part of community development, through inter

sectoral coordination and organized community effort emphasising equity, participation, ownership,

rights and responsibilities

• while maintaining healthy environment; empowering people to maintain a healthy life style & behaviour;

controlling communicable and non communicable diseases;

• -addressing social, cultural, economic, political, ecological and environmental realities having a bearing

on health;

• formulating health policies, interventions and programmes; and by evolving and organizing human

resource and health care systems to facilitate health promotion, disease prevention, early diagnosis,

treatment and rehabilitation, through informed choices of our society, communities and individuals,

• which Is available universally, distributed eguitably, ethical, socially relevant and accessible to all

irrespective of their ability to pay."

This definition has been submitted for peer review, comments and further additions/modifications.

Dialogue on Public Health Definition

Definition of Public Health: C.E.A. Winslow's Definition of Public Health as quoted in Hanlon & Picket 1984:

"Public Health is the science and the art of (1) preventing disease. (2) Prolonging life and organized community

efforts for (a) the sanitation of the environment (b) the control of communicable infections, (c) the education of

individuals in personal hygiene (d) organization of medical and nursing services for early diagnosis and

preventive treatment of disease and (e) the development of social machinery to ensure everyone a standard of

living adequate for the maintenance of health, so organizing these benefits as to enable every citizen to realize

his birth right of health and longevity"

Farooque's modified definition: "Public Health is the science and art of Promoting Health, Preventing disease,

prolonging life, to ensure everyone a standard of living adequate for the maintenance of health and be

economically active life, and to enable every citizen to realize his birth right of health and longevity, by

developing a social machinery, as on integral part of Community Development, through intersectoral

coordination and organized community effort & participation to maintain a healthy environment, to educate

people to maintain a healthy life style & behavior, to control communicable, non communicable diseases and

other social & behavioral maladies, by organizing a medical and nursing services to deliver a comprehensive
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health care package consisting of health promotion, prevention, early diagnosis, treatment and rehabilitation of

diseases which is to be universally available, equitably distributed and accessible to all at an affordable cost".

Sanjay's modified definition: "Public Health is the science and art of promoting health, preventing disease, and

prolonging life to ensure for everyone a standard of living adequate for the maintenance of a healthy and

productive life, by developing a social movement, as an integral part of community development, through

intersectoral coordination and organized community effort, participation, equity and ownership - while

maintaining healthy environment; empowering people to maintain a healthy life style & behavior; controlling

communicable and non communicable diseases; addressing social and cultural realities having a bearing on

health; informing health policies, interventions and programmes; and by evolving and organizing human

resource and health care systems to deliver health promotion, disease prevention, early diagnosis, treatment

and rehabilitation, which is available universally, distributed equitably and accessible to all at an affordable

cost."

SOCHARA's modified definition: "Public Health is the science and art of promoting health, preventing disea^^

and prolonging life

• -to ensure for everyone a standard of living adequate for the maintenance of a healthy and productive

life,

• -by developing a social movement, as an integral part of community development, through inter

sectoral coordination and organized community effort emphasising equity, participation, ownership,

rights and responsibilities

• while maintaining healthy environment; empowering people to maintain a healthy life style & behaviour;

controlling communicable and non communicable diseases;

• -addressing social, cultural, economic, political, ecological and environmental realities having a bearing

on health;

• formulating health policies, interventions and programmes; and by evolving and organizing human

resource and health care systems to facilitate health promotion, disease prevention, early diagnosis,

treatment and rehabilitation, through informed choices of our society, communities and individuals,

• which is available universally, distributed equitably, ethical, socially relevant and accessible to all

irrespective of their ability to pay."

[please note that the items underlined in the above modified definitions by Dr Sanjay and SOCHARA are the

suggested changes/additions to Dr Farooque's original suggested definition]

Dr Farooque's explanation for modifications:

The modified definition of Winslow on Public Health by Indian Academy of Public Health is an overarching one

encompassing the whole gamut of Health activity enshrined in the HFA and its strategy document. The definition

has three distinctive sections. The first section depicts the Goal of public health as

"Promoting Health, Preventing disease, prolonging life, to ensure everyone a standard of living adequate for the

maintenance of health and be economically active life, and to enable every citizen to realize his birth right of

health and longevity". The second sections includes the broad strategy of "developing a social machinery, as an

integral part of Community Development, through intersectoral coordination and organized community effort &

participation" The penultimate and the third section of the definition outlines the specific health intervention

activities "maintain a healthy environment, to educate people to maintain a healthy life style & behavior, to
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control communicable, non communicable diseases and other social & behavioral maladies". And the last and

the fourth section depicts the service delivery system and the package and the manner of its delivery

"organizing a medical and nursing services to deliver a comprehensive health care package consisting of health

promotion, prevention, early diagnosis, treatment and rehabilitation of diseases which is to be universally

available, equitably distributed and accessible to all at an affordable cost"

To translate the definition of public health C.E.A. Winslow's or the modified one of IPHA one should refer to

the chapter on Organization of Public Health services of Hanlon's Book on Public Health administration. It states

of two distinct approaches for providing public health services in a community. They are "personal health care

Services" focusing on individual health services and "Public health care/ Community care services" focussing on

the community. One should have a clear understanding of the basic difference between the "personal Health

Care"& "Public Health/ community care services. The focus of personal health care service is to deliver the

health care package as described in the definition of Public Health which speaks of a "comprehensive health

care package consisting of health promotion, prevention, early diagnosis, treatment and rehabilitation of

diseases." And to achieve the characteristics of services as defined in Public Health "to be universally available,

equitably distributed and accessible to all at an affordable cost" the health service in India is organized on the

concept of "Regionalized Graded Institution supported community based Health care System" Briefly it

describes the Indian Health care system. The most peripheral service unit is the community (village), and a

community based health worker ASHA/AWW provides a support base and acts as a link worker to provide

essential health care services by the most peripheral trained health worker from her community based

institution of "Sub-centre". The services and referral support is provided by a chain of health Institution in an

hierarchical pattern (Graded)and serving an ear marked catchment area (Regionalized). To start with it is the

Primary Health Centre manned by Medical Officers, supported by a Community Health Centre acting as a First
referral unit for treatment purpose which is manned by specialists (or trained generalist) of Obstetrics &

Gynecology, Pediatrics or Medicine, Surgery and , Anesthesia. The next health Institution is s Sub-divisional/

Taluka Hospital with specialist in major disciplinesf not available all throughout) but which is universally

supported by a District Hospital having all the facilities of specialist care. The care given by a Female health

worker to an Antenatal mother in her area which includes delivery of Antenatal, intra-natal and post natal

packages both institutions based as well as at home if during this process she develops permanent disability she

is also supposed to provide some rehabilitative package (may not be included in the program). One can extend

the same thinking to other public health programs like RNTCP, Malaria, AID'S control etc. This type of workers

should essentially be equipped primarily with clinical skills to deal with the individual medical problem. And to

interact effectively with the patients, beneficiaries and the family members and the other members of the

health team he/ she should be equipped with a communication and behavioral skill. Besides these two specific

skills she/he should be familiar with the basic office management skills for reporting and recording and be

familiar with the public health programs and ready to cooperate.

On the other hand the Public/ community Health care service provider's focus is on the public/community. Its

main as per the definition of Public Health is to "maintain a healthy environment, to educate people to maintain

a healthy life style & behavior , to control communicable, non communicable diseases and other social &

behavioral maladies, by organizing a medical and nursing services and to deliver a comprehensive health care

package consisting of health promotion, prevention, early diagnosis, treatment and rehabilitation of diseases

which is to be universally available, equitably distributed and accessible to all at an affordable cost" . The job

responsibility of a public health worker is to monitor the health status & environment, disease surveillance, of

the community he serves and assist /arrive at a community diagnosis, devising and implementing a health

intervention program, organizing a health services to deliver the comprehensive health care package and to

ensure its effective utilization by the community at large. The core competencies required for such job will be 
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Basic human biology which should include social & psychological aspect, Environmental & Ecological science,

Behavioural sciences. Biostatistics, Demography, Epidemiology, Management sciences, History & evolution of

Health & Public Health services. The skills to be developed in a public health worker are epidemiological skill,

Basic Public Health skills, Communication skills Health system management skills. The health system

management skills should include skills to manage organizational, personal, material and financial issues.

Addressing the health needs of the community as well as for effective functioning of a health service system,

requires a seamless relationship between different type of service institutions like hospitals and the community

based service programs requiring communities participation and the support and coordination of other

departments related to human development. As such the public health worker should also have the ability to

interact with the public as well as other service providers.

At present all the existing health work force is providing both the personal and public health care. Can one

believe that the main players of the personal care service providers are also providing a complex package of

public health service ail throughout the country and implementing health programs galore including NRHM?

With the non existence (in most of the states) of Male Health worker the Female Health worker is the key
worker most inadequately supported by a dwindling species of Lady Health Visitors (in many a states and if at^P

they are mostly untrained promoted on attaining a service seniority) and the so called Public Health nurses. The

poor medical officer is blamed. But please examine the support he is getting in providing a community based

public health services. While for providing institution based Clinical care he has the option to have the support

of Nurse, Pharmacist, laboratory technician, OT technician, Blood bank technician, CT technician and hordes of

others but in public health none except a Computer and a Block extension educator under the Family welfare

program. They too are not formally trained. No one has to do another multi-centric study under the aegis of

ICMR or the Planning commission to find out the inadequacies of a dedicated public Health work force. This is

evident as it exists today in our health services. This is because of our ignorance of the exact nature and scope

of public health and an "ostrich" like attitude for not listening to others' views on the issue. Understanding the

basic difference between the two and appreciating the necessity of these complimentary approaches to improve

the health services will be epoch making step in ameliorating the ruts afflicting the health care delivery system

and lead to fulfill the MDG goal as well as make the definition of Public Health as achievable.

Dr Sanjay's explanantion for modification:

reservations and explanation: (based on Winslow's definition):

Winslow inherited a lot. Will it be rational (or scientific) and fair to 'totemize' a whole heritage with one
name? Emancipation from a Eurocentric discourse may have other ideas and options too. Lingual structure and
framework do not belong to an individual. An if that has been a tradition, it needs to be stopped. Winslow's
work should be referred to, instead.

....and be economically active life,....:
‘ Why place a premium on 'economical' alone - and trap ourselves?

...every citizen.....:
Citizen is a loaded word. Public health should aim to reach out to non-citizen as well. To non-people (not people
like us) as well.

... to educate people...:
Betrays a patronizing sentiment. Empowering may be a better word.
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SOCHARA's explanation for modifications:

We would also agree that we should not only refer to Winslow's definition, but to others as well. While putting

another document together from various sources (see document "public health definition database"), we also
felt the need to review two other terms that are now commonly being used in public health circles, sometimes

synonymously and sometimes with clarity of understanding of the subtle difference. These are the "new public

health" and "community health". While reviewing these we discovered that both Farooque and Sanjay have

already introduced these newer ideas and concepts, but there are three additions we would like to suggest to

locate the definition in today's context.

The first is to add the concept of both "rights and responsibilities" taking from the newer community health and

new public health definitions.

The second is to add "economic/political/ecological" when we mention "social and cultural realities". You will

recall, that this was accepted in the WHO SEARO meeting of Epidemiologists in the region in February 2009

when they accepted in the declaration of the meeting and added the following:

"The scope and reach of epidemiology, which is an integral part of public health must be expanded to include

the study of social, cultural, economic, environmental, ecological and political determinants of health, and

constitute the key stone for use of evidence for development of public health policy."

The third is to add "ethical and socially relevant" when we describe the system and not just make it "universal,

distributed equitably and affordable".

The fourth is to add words like "formulating/facilitating" rather than "delivering" to ensure that we are less

"top-down" and more process oriented, or bottoms-up in our policy making.

The fifth is to question whether "accessible to all at an affordable cost", is an acceptance of today's economic

policy since the Bhore committee had used "irrespective of their ability to pay". If IPHA is committed to "Health

for All" and not "Health forthose who can pay" we have to change this phrase as well.

While we are happy to move beyond Winslow's definition - we would like to emphasise that the original

definition also had an additional phrase which was - "informed choices of society/organisation, public and

private, communities and individuals". I feel this phrase emphasising both "informed choice" which is evidence

driven rather than idea, opinion or emotion driven, is very important in today's public health policy evolution.

The same phrase also shows the diversities of sectors - government, private and civil/community which

emphasises partnerships. We need to consider this aspect as well.

Public Health Definitions

Public Health (International Association of Epidemiology dictionary - JM Last, 1983)
Public Health is one of the efforts organized by society to protect, promote, and restore the peoples' health. It is
the combination of sciences, skills, and beliefs that is directed to the maintenance and improvement of the
health of all the people through collective or social actions. The programs, services, and institutions involved
emphasize the prevention of disease and the health needs of the population as a whole. Public health activities
change with changing technology and social values, but the goals remain the same: to reduce the amount of
disease, premature death, and disease-produced discomfort and disability in the population. (Public health is
thus a social institution, a discipline, and a practice).
Available from: http://www.merriam-webster.com/dictionary/public+health?show=0&t=1317192822
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Public health: the art and science dealing with the protection and improvement of community health by
organized community effort and including preventive medicine and sanitary and social science
Available from: http://medical-dictionarv.thefreedictionary.com/public-i-health

Public Health (pub I 1 k)
The science and practice of protecting and improving the health of a community, as by preventive medicine,
health education, control of communicable diseases, application of sanitary measures, and monitoring of
environmental hazards.

Source: The American Heritage® Medical Dictionary Copyright © 2007, 2004 by Houghton Mifflin Company.
Published by Houghton Mifflin Company. All rights reserved.

Public Health
a field of medicine that deals with the physical and mental health of the community, particularly in such areas as
water supply, waste disposal, air pollution, and food safety. In the United States there are more than 3000 state,
county, or city public health agencies. The U.S. Public Health Service was organized in 1798 to provide hospital
care for American merchant seamen. Subsequent legislation has expanded the role of the federal agency to
include such services as the Food and Drug Administration; the National Library of Medicine; health care fojL
Native Americans and Alaska Natives; protection against impure and unsafe foods, drugs, cosmetics, a|^

medical devices; control of alcohol and drug abuse; and protection against unsafe radiation-producing projects.
Source: Mosby's Medical Dictionary, 8th edition. © 2009, Elsevier.

Public Health
the field of health science that is concerned with safeguarding and improving the physical, mental, and social
well-being of the community as a whole. The United States Public Health Service (USPHS) is a federal health
agency that is part of the United States Department of Health and Human Services. State and county public
health agencies function under the supervision of and with financial support from the Department of Health and
Human Services.

Public Health Nursing the branch of nursing concerned with providing nursing care and health guidance to
individuals, families, and other population groups in settings such as the home, school, workplace, and other
community settings such as medical and health centers. The nurse in this field, a community health nurse, must
have a baccalaureate degree and training in public health nursing theory and practice; employment is typically
with a local agency such as a nonprofit proprietary organization or with an agency under the United States
Department of Health and Human Services. The work involves implementing such programs as school and
preschool health programs, immunization and treatment of communicable diseases, maternal and child health
clinics, and home visits for the purpose of providing health education and nursing care. There is also frequeijO
participation in educational programs for nurses, allied professional workers, and civic organizations, antP

involvement in studying, planning, formulating public policy, and putting into action local and national health
programs.

Source: Miller-Keane Encyclopedia and Dictionary of Medicine, Nursing, and Allied Health, Seventh Edition. ©
2003 by Saunders, an imprint of Elsevier, Inc. All rights reserved.

Public Health: In a field of medicine that deals with the physical and mental health of the community,
particularly in such areas as water supply, waste disposal, air pollution, and food safety.
Source: Mosby's Dental Dictionary, 2nd edition. © 2008 Elsevier, Inc. All rights reserved.

Public Health: The field of human medicine that is concerned with safeguarding and improving the physical,
mental and social well-being of the community as a whole. There are marginal roles for veterinarians in this
service, especially in the area of zoonoses.
Source: Saunders Comprehensive Veterinary Dictionary, 3 ed. © 2007 Elsevier, Inc. All rights reserved
http://www.medterms.com/script/maln/art.asp?articlekey=5120
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Public health: The approach to medicine that is concerned with the health of the community as a whole. Public
health is community health. It has been said that: "Health care is vital to all of us some of the time, but public
health is vital to all of us all of the time."

The mission of public health Is to "fulfill society's interest in assuring conditions in which people can be healthy."
The three core public health functions are:

• The assessment and monitoring of the health of communities and populations at risk to identify health
problems and priorities;

• The formulation of public policies designed to solve identified local and national health problems and
priorities;

• To assure that all populations have access to appropriate and cost-effective care, including health
promotion and disease prevention services, and evaluation of the effectiveness of that care.
http://en.wikipedia.org/wiki/Public health

Public health is "the science and art of preventing disease, prolonging life and promoting health through the
organized efforts and informed choices of society, organizations, public and private, communities and
individuals"
Available From: http://www.whatispubllchealth.org/

NEW PUBLIC HEALTH
A new public health approach would therefore not only move from its present "behavioural epidemiology" and
"surveillance" mode to a more environmental and social approach, but would aim to tackle the risk patterns of
our societies with new basic assumptions.
Source; http://heapro.oxfordiournals.Org/content/4/4/265.extract [Ilona Kickbusch. Approaches to an ecological
base for public health. Health promotion. Vol 4, no.4, 265]

By the early 1990s, there was general agreement within the public health community that health promotion,
based on the Ottawa Charter principles, constituted the "new public health."13,14 Yet analysis of the health
promotion framework reveals the legacies of previous eras, thus prompting the question, "What's new about
the 'new public health'?'' In addressing this question;! demonstrate that original health promotion innovations,
and the legacies of previous eras, are "new" in the sense that the latter have been revised in the light of
advances in knowledge, increasing concerns about human rights, and emerging threats to health.
What is new about the new public health is not the originality of strategies to ensure healthy conditions, but the
manner in which health promotion discourse has adapted core doctrines of previous eras to address the public
health threats of.our era. New public health eras usually arise when the dominant public health framework
becomes obsolete as a result of changing health patterns and advances in health knowledge. Currently, public
health theorists and commentators appear to be losing .confidence in the capacity of the health promotion

paradigm to effectively address major contemporary public health threats, such as health inequalities and
terrorism. Source: Niyi Awofeso, What's new about new public health? Am J Public Health. 2004 May; 94(5):
705-709. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448321/

The New Public Health is derived from the experience of history. Organized activity to prevent disease and
promote health had to be relearned from the ancient and post-industrial revolution worlds. As the 20th century
draws to a close, we need to learn from a wider framework how to use all health modalities, including clinical
and prevention-oriented services to effectively and economically preserve, protect and promote the health of
the individual and of society. The New Public Health, as public health did in the past, faces ethical issues that
relate to health expenditures, priorities and social philosophy. Throughout the course of this book, we discuss
these issues, and try to indicate a balanced approach toward the New Public Health.
http://www.google.co.in/url?sa=t&source=web&cd=7&ved=0CHoQFiAG&url=http%3A%2F%2Fwww.elsevierdire
ct.com%2Fcompanions 0/o2F9780123708908%2Fcasestudies°/o2FNPH%2520Teaching%2520guide.doc&ei=lvabTp
yJM4L5rQe iOGmBA&usg=AFQiCNGe5gDqWWUyh-KKzGq6CXNUS6YcDQ&sig2= ZRgFTzmz3biGIHYJFFrHw
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"The New Public Health is not so much a concept as it is a philosophy which endeavors to broaden the older
understanding of public health so that, for example, it includes the health of the individual in addition to the
health of populations, and seeks to address such contemporary health issues as are concerned with equitable
access to health services, the environment, political governance and social and economic development. It seeks
to put health in the development framework to ensure that health is protected in public policy. Above all, the
New Public Health is concerned with action. It is concerned with finding a blueprint to address many of the
burning issues of our time, but also with identifying implementable strategies in the endeavor to solve these
problems." [Ncaayiyana D, Goldstein G, Yach D. New Public Health and the WHO's Ninth General Program of Work:
A discussion Paper. Geneva: World Health Organization, 1995.]

Defining new public health (NPH):
The NPH is a comprehensive approach to protecting and promoting the health status of the individual and the
society, based on a balance of sanitary, environmental, health promotion, personal and community oriented
preventive services, coordinated with a wide range of curative, rehabilitative and long term care services.
The NPH requires an organized context of national, regional and local governmental and non-governmental
programs with the object of creating healthful social, nutritional and physical environmental conditions. The
content, quality, organization and management of component services and programs are all vital to its successful
implementation. fl

The NPH is based on responsibility and accountability for defined populations in which financial systems promote
achievement of these targets through effective and efficient management, and cost-effective use of financial,
human and other resources. It requires continuous monitoring of epidemiological, economic and social aspects of
health status as an integral part of the process of management, evaluation and planning for improved health.
The NPH provides a framework for industrialized and developing countries, as well as countries in political-

economic transition such as those of the former Soviet system. They are at different stages of economic,

epidemiologic and socio-political development, each attempting to assure adequate health for its population with

limited resources

Additional Reading:

1. Ahmed FU. Defining public health. Indian Journal Public Health 2011;55:241-5 Available from:

http://www.iiph.in/text.asp?2011/55/4/241/92397 accessed on 28th December 2012.
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Public Health competencies for health
professionals in India-
(Developed for Indian public Health Association (IPHA) Supported by World Health Organisation (WHO) - Country Office for India)

Several documents on public health competencies were reviewed from Indian and foreign institutions and

universities. Contact was maintained with other members working on this project, and their feedback was

considered. A potential list of core and cross-cutting competencies was prepared and dispatched for peer-review

and comments:

Core competencies:

1. Health planning

2. Epidemiological skills

3. Family and community diagnosis

4. Health management (including financial

management)

5. Managing and implementing health

programmes (including program planning)

6. Monitoring and evaluation (including health

surveillance)

7. Health promotion (including prevention and

protection)

8. Training

9. Research (including biostatistics and

demography)

10. Working with community (including

community dimensions of practice)

11. Partnership and advocacy

12. Public health laws and ethics

13. Public health biology competency

14. Environmental health competency

Cross cutting:

1. Critical analysis and systems thinking (including

problem solving)

2. Socio-cultural competency (including all social and

behavioural sciences like economics and political

sciences)

3. Leadership

4. Communication (including informatics)

5. Life-long learning

6. Equity

7. Human resource development

8. Policy and advocacy

9. Governance and decentralisation

10. Conflict resolution

Convergence and hierarchy of levels of public health competencies

An ad-hoc assessment was also made on the degree and type of competencies needed at each level of education.

This comparison was made to clarify that competencies may be shared between various types and levels of

education, but competencies may be of differing levels.

Comparative competencies and degree/level of competencies for the Indian scenario:

Competency MBBS
(PSM/CM)

MD-PSM
(Consultant)

MPH
(Practitioner)

MHA
/MSc

CORE
Health planning + +++ ++
Epidemiological skills + +++ +++
Family and community diagnosis ++ +++
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Health management (including financial
management)

+ +++ ++

Managing and implementing health
programmes (including program planning)

+ +++ +++

Monitoring and evaluation (including
health surveillance)

+ +++ +++

Health promotion (including prevention
and protection)

++ +++ +++

Training + +++ +++
Research (including biostatistics and
demography)

+ +++ ++

Working with community (including
community dimensions of practice)

++ +++ +++

Partnership and advocacy + +++ +++

Public health laws and ethics + +++ +++
Public health biology competency ++ +++ +
Environmental health competency + +++ ++
CROSS-CUTTING
Critical analysis and systems thinking
(including problem solving)

+ +++ +++

Socio-cultural competency (including all
social and behavioural sciences like
economics and political sciences)

+ +++ ++

Leadership + +++ +++

Communication (including informatics) ++ +++ +++

Life-long learning + +++ ++

Equity + +++ +++

Human resource development + +++ ++

Policy and advocacy + +++ ++

Governance and decentralisation + +++ +++

Conflict resolution + +++ +++

Key:

+: basic understanding (public health oriented general practitioner)

++: basic understanding and skill/capacity for practice (public health practitioners)

+++: advanced understanding for both practice and system-development (public health consultants)

(this applies only to MBBS, MPH and MD. Special masters programmes for example MSc Epidemiology, MSc

Health Promotion, MSc Health Services Management, MSc Health Policy and Planning etc may be specialist

enough to produce consultants for system-development in those areas)
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Beijing Statement from the Second Global Symposium on
Health Systems Research

3 November, 2012 Beijing, China

From 31 October to 3 November, 2012, 1,775 participants from over 110 countries gathered in Beijing, China
for the Second Global Symposium on health systems research. Around the theme of inclusion and innovation
towards Universal Health Coverage (UHC), the Second Symposium reviewed state-of-the art research and
discussed strategies for strengthening the field of health systems research. Over four days comprising nearly
200 program events including keynotes, plenaries, concurrent sessions, satellites, posters, films and informal
discussions and debates, the following action points related to the inclusion and innovation themes have
emerged:

• In our endeavor to achieve UHC, we must ensure the centrality of social and gender equity. UHC is not
only a health system's task but a societal goal that requires inclusion of diverse actors, different types
of knowledge and innovation across local, district, national, regional and global contexts.

• Effective inclusion recognises the paramount priority of the collective development of indicators that
can be used to monitor countries' progress towards the goal of UHC, as well as being used by civil
society to hold governments accountable. Such measures must be relevant to local and national
contexts, first and foremost, and amenable to global comparisons.

• Most urgently, local capacities for critical health systems' analysis is required for individual countries to
understand what aspects of their health systems (in terms of service delivery, financing and
governance) require change so as to make real progress to UHC with equity.

• The social, methodological and technical innovations shared in this Symposium provide a well-spring of
knowledge and an enormous opportunity, provided they can be appropriately integrated to bring
about systemic change to accelerate progress towards UHC.

Key ideas for action that have emerged related to the objectives of the program include:

• The cutting edge of health systems research should be advanced by supporting analysis of politics and
policy; community action interventions; fiscal innovations; equity oriented health metrics; and
Longitudinal methods to capture dynamism and long-term impact of interventions.

• Symposium participants want more research on: social inequalities in health, including urbanisation
and ageing; social exclusion; governance; and the balance of sectors, including informal, private, and
public.

• The development of social science methodologies, health metrics and monitoring and evaluation
systems in a balanced manner should be encouraged in order to appreciate the complexity of health
systems, policies and implementation processes and capture their historical origins, current status and
future long-term impacts.

• Other innovations that warrant support include strengthened data surveillance systems; better
documentation of financial flows at all levels; nesting research and incorporation of knowledge uptake
in research design for improved monitoring and accountability, including by communities, in
implementation of UHC.

• Knowledge translation should be facilitated by developing communities of practice and trust between
researchers, practitioners and policymakers; drawing from multiple sources of knowledge and
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evidence, including real-world experiences; strengthening open-access databases; and enhancing
South-South exchange of innovations to achieve UHC.

• Long term and public financing for public research institutions for health systems research is desired.
Interest groups and partnerships should be supported for various forms of training in health systems
research, that include communication, values, power relations and context analysis as capacities at all
levels.

We note with pride some accomplishments of key milestones committed to in Montreux, 2010
1. The launch of the WHO Strategy on Health Policy and Systems Research represents a significant step

forward for the field. It calls for increasing the relevance and utility of Health Systems Research by
making it more demand driven. It suggests options for action by member states to embed research into
decision-making to ensure that HPSR is grounded in political realities and at the same time, the
grounding of policy processes in evidence and science.

2. The creation of a first international society for health systems research. With more than 1400 members
and 11 newly elected board members, Health Systems Global held its first Board and Annual Geneu^
Meeting and began on its path to catalyse and convene its membership to strengthen the field
health systems research in the pursuit of more just and equitable health systems.

3. Furthermore to meet the expectation, clearly expressed in Montreux, that HSR inform policies more
systematically, participants contributed to the first meetings of the global consultation on health in the
post-2015 development agenda as part of the United Nations Secretary General's High-Level Panel
process. Understanding how to build on the MDGs, address emerging issues, measuring new goals, and
linking these to accountability mechanisms relevant to each country requires continued contributions
by the health systems research community.

In support of the Symposium themes and recommendations, funders expressed broad support for the
establishment of a new mechanism, a Research Consortium for UHC (RC UHC), to improve the coordination of
resources to accelerate the knowledge and know-how for universal health coverage. With a committed core of
funders and a clear agenda for research, the development and operationalization of RC UHC will be finalized
and launched in 2013.

In 2014, we will gather for a Third Global Symposium on Health Systems Research to continue to evaluate
progress, share insights and recalibrate the agenda of science to accelerate universal health coverage.
Following a call for proposals, applications from South Africa and Canada, are being reviewed M
by the Board of HS Global with a decision expected by the end of 2012.

Approved by the Executive Committee of the Second Global
Symposium on Health Systems Research

Contribution to The Beijing Statement of the Second
Global Symposium on health systems research

Best idea provided for action form the sessions in one of the six areas that are most relevant to the session.

A. Knowledge Translation
1. Poorest countries are taking steps for Improving access but the steps differ significantly across

countries- from introduction to national health insurance to more active role of private sector. (5)
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2. Grass root level capacity to deliver basic health care so there is support for health reform(15)

3. i. A new proposal on parallel importation rule- important to explore who should be more protected-

innovations or poor people.

ii. Proposal on material to train communities on advertisement assessment. (18)

4. Written information needs to be combined with real world experience. (21)

5. Tax based financing is the way. Institutions like NHSO Thailand with good capacity are crucial. Private

Insurance contracting is increasing the administrative cost has produced mixed results in terms of UHC

or ethics.(26)

6. Market failures and state failures would therefore require new forms of PPP as practical and pragmatic

relations. (27)

7. Support the ongoing enhancements to and use of one stop shops for synthesized research evidence,,

such as Cochrane library for questions about public health programme and services, and health

systems evidence for questions about health systems arrangements and information strategies. (30)

8. Opportunities exist to strengthen the contributions of HSR

i. Supporting HSR as a scientific endeavor.

ii. Build National capacity for HSR

iii. Embedding HSR as a core function of Health Systems. (33)

9. KT is not about translating research to policy. It is also about translating problems into good research

questions. (61)

10. To establish communities of practice to link researchers, funders and policy makers on areas of core

interest. (66)

11. i. Relationships are key (long term trust)

ii. Decision maker involvement throughout is needed. (69)

12. Expanding population coverage is not enough-financial package also needs to be expanded. (88)

13. More investment in strengthening capacities of decision makers to demand and use evidence. (109)

14. More research needed to measure potentially inappropriate medication or PIMS and better policies

required for meeting the cost of MCD in LIMC's. UHC as a concept when translated into policy and

programmes tends exclude groups like elderly and health problems like NCD. (117)

15. Researchers and policy makers need to appreciate each other's role and work together. (118)

16. South south exchange of health systems innovation to achieve UHC works. (122)

B. State of the Art research on the health systems research
1. Need to further develop theory and models to better understand how health systems approaches can

be fine tuned to ensure maximum impact on the diagonal. (3)

2. Out of pocket expenses have affected poverty levels in countries, policy options needed to reduce the

negative effects of catastrophic out of pocket expenditure. (5)

3. That the intersection of fiscal analysis and political connections is poorly understood. (8)

4. It is important to examine the role and efficiency of community programm's on health outcomes. (12)

5. i. Efficiency of grass roots institutions

ii. Motivate medical Professional. (15)

6. Indicators used on the World health organization packages- they are widely used, it is important to

invest continuously on their improvement. (18)

7. Longitudinal Methods are valuable in capturing the dynamics and complexity of health policy and

systems development. (68)

8. Give enough time for high quality evaluation of innovations. (105)
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9. Responsiveness and effectiveness studies are badly needed to address the problems. (115)

10. Health System tends to commit medication related errors in case of treating elderly. Measuring

potentially inappropriate medications or PIMS is important. PIMS index is state of the Art research to

make health system provide appropriate treatment to elderly. (117)

11. Developing a framework to monitor and evaluate the health systems effects of performance based

financing. (120)

C. Health systems research methodologies
1. Evidence on Impact of Health insurance is limited but promising. We need better M&E system to

improve the evidence quickly. (7)

2. WHO Building Blocks is only a starting point, but should not be used as research framework when

looking at health systems strengthening of interventions. (9)

3. Aligning health metrics is beneficial, doable and can/should be a scientific and inclusive process. (11)

4. i. Policy research focusing on capacity building, (human resource for Health)

ii. Research on urbanization and ageing. (15)

5. Very important to Offer training on methods and on research communications. Presenters missed to

address important methods features. (18)

6. Need to develop better mixed methods on the causes of performance shortfalls linked to health

finance and delivery. (20)

7. Further Encourage the development of qualitative or mixed methods approaches that better describe

and evaluate policy programmes formulation and implementation process. (22)

8. More have to be studied regarding balance of public- private- people (non profit) sectors. (27)

9. Scale up methodologies can have an enormous impact on health systems. Different frameworks can

help identify where the particular contributions have the most potential impact. (62)

10. Be critical and Challenge the assumptions behind research methods. (74)

11. Use of training in research applications and skills. (90)

12. Methodology of measuring medical expenditure for NCD's at OPD level; and measurement of

improvement due to OPD medical expenditures. (117)

13. Importance of increased focus on social value judgments again as priority affairs framework for

multicriteria analysis tool. (119)
14. Robust and Comparable measures of UHC are paramount to informing and monitoring progress fl

towards UHC it must be measurable at country level as well as globally. Practitioners are encouraged to

contribute to papers to this website www.wewanttohearfromyou.org . (109)

D. Innovations in Health Systems Research
1. Monitoring effective coverage holding systems accountable (6)

2. Grass root level institutions providing essential health package- basic health services for alii Social

governance. (15)

3. No Sound innovations on research but nice to see more and more people involved into research and
implementing controlled experiences. (18)

4. We need more examples of how systems thinking can be applied in research and practice in LMIC's.

((56)

5. To develop a community of practice that links researchers, practitioners and policy makers conducting

social research analysis. (70)
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6. Using Innovative approaches to strengthen data survey systems in presence can improve health

system. (86)

7. Improving service delivery performance by assessing performance- A must!. (115)

8. Using PIMS Index to ensure appropriate medication thereby brining down morbidity and motivating

due to high risk medication. (117)

E. Neglected priorities or population groups in health systems research
1. Critical to emphasize health promotion and prevention in UHC. (1)

2. Targeting is challenging but not doing so is even worse. (4)

3. Single MDG for health -UHC, rather than specific ones as health needs are so diverse. (10)

4. Accelerate UHC+ Essential drugs+ Grass Roots/ Model for UHC with PHC reforms (CHINA). (14)

5. Increased reimbursement rates for vulnerable populations. (15)

6. Important inequalities in service rise are wide spread and deserve explicit attention. (17)

7. This panel addressed groups generally neglected- women, poor people. It is why it is important to

empower these representations on research methods. (18)

8. Not enough with going to universal health coverage without taking equity into account and prioritizing

it in the pathway of UHC. (32)

9. Case studies and Cross analysis of using tanahashi for district level reduction of health inequities. (59)

10. New journal on infectious disease of poverty that covers health systems and other research areas- a

multi disciplinary approach. (91)
11. More efforts and attention have been exerted to the disadvantaged groups however wastes are also an

outstanding issue, worsening inefficiencies. (112)

12. Demand Side strategy Assessments. (115)
13. Training in applied state of the art longitudinal methods for generating valid evidence as impacts of

changes in health systems. (116)
14. Elderly as a group is neglected in the health systems of low and middle income similarly NCD's are out

of health systems of these countries. (117)

F. Financing and capacity building for health systems research
1. Universal Insurance systems through increased budget! (15)

2. Health finance Diaries are an innovative tool for more accurately capturing small frequent outpatient

expenditures. (16)

3. Financing Should Include capacity building on research. (18)

4. That HSPR capacity building while being of national policy relevant through joint partnerships between

South and South, north and north, University and Ministry of health for PhD and other forms of

training. (55)
5. ii. Workshops (at national Level + marginal) of scenario building, applied learning for district level

managers on using tanahashi for identifying barriers to UHC. (59)

6. Communication, values, power relations, qualitative methods and context analysis to be included as

themes/ capacities in capacity building initiatives for health research and all levels. (100)

7. Meeting the financial burden of Burden of NCD is a challenge which needs multiple options to financing

the management of NCD's. (117)

8. This session focused on financing challenges - seeing 7 countries in their path towards universal health

coverage. (131)
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FOREWORD

The Mission Group on Public Health of the Karnataka Jnana Ayoga (Karnataka
Knowledge Commission) was entrusted the task of making a situation analysis of public
health challenges and systems in Karnataka and suggest appropriate recommendations
for action. The Mission Group undertook the task by evolving a Public Health Charter.
The Charter envisioned Public Health Policy which encompass many aspects which
impact on the well being of people of Karnataka. The Charter also recognizes that 'Public
Health' is not just a set of medical interventions at community level but has a larger
connotation of action that addresses the mental, environmental, nutritional, social and
cultural determinants of health. The Charter also focused on capacity building,
governance, inter-sectoral action, pluralism and integration, communitization and
alertness to emerging health challenges.

For arriving at such a strong and viable Public Health Policy within the framework of the
Charter, the Mission Group held several consultative meetings with experts across all
disciplines and sectors in health through a stakeholder's consultation that included.
Primary health care workers, urban and rural health NGOs, civil society organizations
working on rational drug policy, violence against women, child and maternal
malnutrition and public health experts and consultants who have participated in in-
depth deliberations and gave their suggestions. These deliberations resulted in some
key initiatives and a consensus outlined in this report. These key initiatives included free
and universal access to medicines; development of urban primary health policy;
promoting medical pluralism in public health; strengthening public health human
resource development and addressing the emerging challenge of chronic diseases
through a community oriented approach.

The major concern of the Group was the increasing challenge of multi-sectoral action
and convergence of the State's efforts to provide food, water, sanitation and initiatives
for development of women and children so that public health gets a real boost in the
State. The development of a strong and responsive public health system is thus an
urgent policy imperative if Karnataka has to move towards the emerging goal of
Universal Health Coverage within the vision of Health for All. We hope the Charter and
suggested action thrusts will facilitate the journey of the State towards these goals.

Dr. Ravi Narayan Smt. Sita Lakshmi Chinnappa

Chairman, MGPH Co-Chairman, MGPH
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A STATE PUBLIC HEALTH CHARTER

T
he Karnataka State Task Force on Health and Family Welfare considered the
following definition by the Association of Epidemiologists as the frame work for
public health system development.

"Public Health is one of the efforts organised by society to protect, promote and
restore people's health. It is the combination of services, skills and beliefs that are
directed to the maintenance and improvement of the health of all people through
collective or social actions. The programs, services and institutions involved emphasize
the prevention of disease and the health needs of the population on the whole. Public
Health activities change with changing technology and social values, but the goals
remain the same; to reduce the amount of disease, premature death and discomfort of
diseases in the population"

The Task Force also emphasized the following principles when considering Public Health
System development in the State. These included:

1. State's primary responsibility for Health and Health Care
2. Recognizing the political economy of public health system development and the

challenge of access and universality
3. The challenge of Inter-sectoral action including safe water supply, sanitation and

nutrition
4. The Primary Health Care approach to infectious disease and non-communicable

disease control
5. The focus on Equity and Social Justice in health and health care
6. The convergence of AYUSH, LHTs and the Public Health System

The Mission Group on Public Health endorsed the above definition and principles and
held many deliberations to evolve the following Public Health Charter:

The Public Health Charter for Karnataka

Building on the historic Public Health consciousness in the State which has been
neglected and distorted in recent years, the State has to evolve policies and programs
based on recommendations of the taskforce to cover the following challenges and
system development issues outlined in this Public Health Charter.

32



Through the Public Health Charter, the Karnataka State will continue to develop a
comprehensive, integrated Public Health System that will be committed to the following
values: Equity, Quality and Integrity emphasized by the earlier Taskforce and
Communitization, Pluralism, Gender Sensitivity and Accountability added by the
current Mission Group.

The existing system will be further strengthened by initiatives in the following six
dimensions:

1. Public Health - Capacity building
• The State will evolve and establish a Public Health Cadre to strengthen the

capacity of the health system particularly focusing on the district and beyond.

• The state will develop a HRD unit in Health Department which will rationalize
the functions, salaries, promotions and transfers and also focus on capacity
development and continuing education of all cadres.

• The State will promote a School of Public Health to strengthen public health
capacity and skills at all levels from district level health administrators to ANM's
and ASHA's. This will enhance the development of evidence based policies,
strengthen institutional capacities and human resources, promote health
promotion, public health regulations and research towards the goal for Health
for All.

2. Public Health - Governance

• The State will evolve mechanisms of Accountability and Transparency in all its
public health programs and campaigns.

• The State will enhance governance and supervision of peripheral Public Health
care systems with a special focus on decentralization and partnership with
Panchayat Raj Institutions.

• The State will promote community participation in all its programs and also
enhance the role of community in monitoring and providing feedback through
the Communitization process now evolved by the National Rural Health
Mission.
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• To enhance outreach and access, within the public health system the State in
partnership with NGOs and private sector will promote values of equity, social
justice and strengthen the government's role towards 'Health for All' without
compromising the constitutional mandate and taking care to prevent market
distortions of such partnerships.

3. Public Health - Inter-sectoral action
• Nutrition: The State will tackle the increasing malnutrition challenges using

inter-sectoral and multi-disciplinary approaches that address the problem from
grass root level upwards by strengthening the public distribution systems and
food security, food and agricultural policy, anganwadi and school feeding
programs, individual and community nutrition education and health promotion
campaigns.

• Safe water supply: The State will promoting safe water supply and mechanisms
to apply standards for water quality at all levels using appropriate technology to
enhance access and purification of water, while preventing commercialization
and commodification of water.

• Sanitation Campaigns:
> The State will support the recently announced Total Sanitation Abhiyan and

enhance promotion of sanitation with the focus on schools, meeting halls,
bus stands and public places even as individual house and communities are
encouraged to adapt sanitation systems.

> While promoting sanitation, the State will also take steps to:
■ Abolish manual scavenging in State
■ Strengthen measures to enhance the Health of Pourakarmikas

4. Public Health-Response to some current health system challenges
• The State will enhance the access to Free Medicines for Primary Health Care

throughout the State by adopting an essential medicines list, rationalizing
logistics of medicine warehousing and distribution mechanisms, promoting
rational medicine prescribing and policy initiatives and tacking some of the
obstacles to universalizing access to medicines.
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• The State will evolve an urban primary health charter that will focus on multi
sectoral services integrated through a primary health care approach focusing on
women and children's health, violence against women. The Charter should
include access to basic health services, mental health and other emerging urban
health challenges.

• The State will adopt the newly announced national program for non-
communicable diseases and enhance the primary health care approach to
chronic diseases with focus on management and re-orientation of personnel,
providing support and upgrading services, improving HMIS, building new
partnerships and strengthening operational research.

• The State will enhance healthy life style promotion as part of the youth
oriented policies of the State while simultaneously linking it to health
promotion and education against substance abuse.

5. Public Health - Promoting pluralism and Integration
• The State will evolve Accreditation and Certification System for local Health

Practitioners and Knowledgeable Women involving Universities such as IGNOU
to support Traditional /Community Knowledge Systems.

• The State will promote Public Health Orientation and Training for all AYUSH
Health Personnel starting with government sector and later offering it to
private registered medical practitioners as well as including community
supported LH practitioners on voluntary basis.

• The State will strengthen Swasthya Vritta Programme presently being
experimented in five districts and enlarge this program to cover the whole State
gradually. It will also draw upon the health promoting traditions of other system
as well.

• The State will strengthen Yoga awareness and skills through Health Promotion
in School and college curriculum.



The State will strengthen community health and knowledge practices related
to food and dietary practices using traditional knowledge and practices for
promoting healthy nutritional status.

• The State will strengthen documentation of clinical outcomes in AYUSH sector
including LHTs at all levels by introducing a standardized system.

6. Public health - Strengthening HMIS and Knowledge translation
• The State will further strengthen the Health Information system by providing

universal access to available information to all categories of users by removing
the present imbalance between providers and users.

• The State will adopt and enhance e-governance within public health system at
all levels.

• The State in collaboration of the Health Department and the evolving State GIS
platform will enhance the development of an effective health GIS.

In conclusion, through the adoption of this six point, Public Health Charter, committed
to the above values, the State will enhance the capacity of the Public Health System to
handle the emerging heath problems and challenges; enhance the commitment to
human resource development; enhance accountability, decentralised government,
communitization and strengthen the ability of the existing system to deal with the new
emerging challenges.
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THE WAY FORWARD - Recommendations of MGPH-KJA

A
ll over the country Public Health had been neglected, and underfunded post
independence after an initial two decades of Policy support. Karnataka State
was no exception. Since 2000 AD a revival of Public Health capacity building and

system development has emerged in the country as a significant policy initiative. The
first Annual Report to the People on Health by the Ministry of Health and Family
Welfare, GOI presented to the Parliament on September 2010 for public discussion and
debate clearly outlines the urgent need and challenge for a new public health policy by
stating the following:

"A new Public Health Policy needs to be drafted which
will reconfigure the health system to make it more
efficient and equitable,,,,,,,. Such a policy must be
evolved through wide ranging consultations in which
the voice of multiple segments of society are heard,
unlike in the past where policies have been influenced
mainly by recommendations of expert groups or
international organisations. The new initiatives in
health must be uniform and influenced by vigorous
public debate. The consensus of national goals,
emerging from such a process is likely to gain greater
acceptance and ownership by professional bodies, civil
society organisations, the private sector and
community representatives,,,,,,,,. It is for this
generation to make the choice to which road to travel".

The National Rural Health Mission, the National and State Health Systems Resource
Centres, the new chain of Public Health Institutes and courses and the recent dialogue
initiated by the planning commission on Universal Health Coverage are signs of this
Public Health Policy and disciplinary revival.
The tasks of public health system development in all States including Karnataka needs
a multidisciplinary and multisectoral policy responce that focuses on an emerging
paradigm shift constituted by the following:

> Moving beyond a narrow biomedical and techno-managerial view to a more
intersectoral, and Community Health oriented view of public health
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> To base Public Health development on Community empowerment and system
development particularly at district level and below

> To be practitioner oriented with close interaction and engagement with the
public health system rather than an elitist, consultant orientation

Karnataka has the multi-disciplinary and multi sectoral-institutional and human
resources to make a difference. The formation of a Mission Group on Public Health by
the State Knowledge Commission building on the earlier State Task Force on Health and
Family Welfare is a sign of this commitment. A strong public health system is the way
forward. This system as it gets evolved and operationalized must address the following
system challenges outlined by a recent WHO document:

Development of evidence based public health
policies

• Development of institutional capabilities for closing the
gap between knowledge and practice

• Development of appropriate human resource at all levels
• Health promotion, healthy lifestyles with involvement of

civil society
• Strengthening of public health regulation and health

financing
• Community health based public health research
• Ability to solve complex societal problem through

multidisciplinary research"

Source: WHO-SEARO

As a beginning to this public health strengthening process the Mission Group on Public
Health makes the following key and additional action recommendations, details of
which are outlined earlier on this report
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KEY RECOMMENDATIONS:

1. UNIVERSAL ACCESS TO FREE MEDICINES:

The Karnataka State should provide universal access to free
medicines in Karnataka by initiating the following six policy
supported steps:

i. The Karanataka Government needs to scale up public funding on drugs from the
current 6-7 % to atleast 15% of overall Government expenditure on health care.

ii. Reconfigure medicine procurement and supply chain system through a centralized
procurement and decentralized distribution model

iii. All procurement of medicines should be based on essential medicine list updated
every two to three years and a set of standard treatment guidelines in all public
health facilities.

iv. Improve the functioning of the State Medicine Regulatory System by substantial
investment in infrastructure and adequate skilled workforce.

v. Strengthen State level Capacity Building efforts including management, accounting
and logistic capacities

vi. Build strong monitoring and evaluation system which monitores the procurement
process to ensure that only generic medicines are procured and there is strict
adherence to ethical promotion of medicines balanced by independent and
continuous prescription audit in the public health facilities.

2. URBAN PRIMARY HEALTH POLICY MISSION:

The state should form an urban primary health policy mission group
to evolve a public health charter which will focus on multisectoral
services through a primary health care approach reaching the urban
poor and marginalised specifically
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The Urban Primary Health Policy and services will include: Access to basic services;
Women's heath including violence against women; Child health; Mental Health and
substance abuse; Services for marginalised including people with disabilities, aged,
street children and migrants; and Intersectoral convergence

3 . AYUSH AND PUBLIC HEALTH - INTEGRATIVE MISSION

The state should evolve a integrative AYUSH and public health
mission, jointly hosted by AYUSH and Health Department, that will
develop a plural public health system with strong ayush convergence
and involvement

This integrative commission will focus on six broad themes:

I) Creation of institutional mechanisms in the department of AYUSH to work on
planning, implementation, statistics and research

ii) Training and utilization of AYUSH man power in primary health care and public
health care.

iii) Inclusion of Public Health Curriculum in AYUSH institutions and AYUSH
Curriculum in non AYUSH institutions at the Health University level

iv) Strengthening of primary health care by recognition of traditional healers and
home remedies through state and university accreditation mechanisms including
IGNOU

v) Involvement of AYUSH in Health care especially child, adolescent, reproductive
and geriatric care as well as in NCD’s and nutrition.

vi) Strengthening research capacity in AYUSH institutions and increasing integrated
and collaborative research between AYUSH, Allopaths and modern scientists.

4. PUBLIC HEALTH CAPACITY STRENGTHENING

The state will strengthen public health capacity by evolving a state
public health cadre policy, a HRD unit in the health department and a
multidisciplinary state school of public health as three steps towards
increasing skill, capacity and competence at all levels.
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The public health oriented HRD capacity building process will include the following six
steps

i. Development of a multidisciplinary state school of Public Health that will provide
a range of short courses and training programmes focussing on competency
based skill development and research.

ii. Development of a state public health cadre that will ultimately be multisectoral
and include health professionals from medicine, nursing, dentistry, AYUSH,
Pharmacy, and Social Sciences who have requisite public health qualifications.

iii. Development of an HRD unit in the health department that will strengthen and
supervise all aspects of human resource development in the large team of health
professionals from medical officers to ANM's deployed in the health services all
over the state.

iv. Development of a training strategy to strengthen public health skills and
capacities at all levels of the public health and primary health care system

v. To strengthen convergence between department s of Health and Family Welfare,
Women and Child Development, Medical Education, Public Works Department,
Education and Rural Development and others.

vi. Strengthening Public Health consciousness in other disciplines including social
work, law, management, engineering, agriculture, environment, journalism and
others.

5. PROMOTING INTEGRATED , COMMUNITY BASED MANAGEMENT OF
CHRONIC ILLNESS.

Building on the existing provisions of the latest national program- National Program
for Prevention and Control of Cancer, Diabetes, CVD and Stroke and through the
setting up of a multidisciplinary state Technical Resource Group(TRG), the state will
promote a major public health initiative focussing on the emerging non
communicable disease / chronic illness epidemic.

The TRG will initiate action on the following :
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i. Reorientation of health personnels from physicians to ASHA's on chronic care
principles including supportive care, psychological, social and economical aspects
and counselling.

ii. Providing support and upgradation through health promotion focusing on
empowerment, prevention, culturally sensitive interventions and appropriate
home based care.

iii. Strengthening Health Management Information Systems integrating AYUSH and
process indicator aspects

iv. Partnership with local health care providers at community level and with ngo and
private sector.

v. Operational research to identify the gaps in policy and implementation

vi. Evolving accreditation criteria for all levels and involving insurance schemes, and
community as well as promoting inter-departmental collaboration.
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Public health information Source
Websites

Achutha Menon Centre for Health Science Studies- AMCHSS

■B-SXM AMCHSS is a centre of excellence for public health training by the Ministry of Health and Family Welfare
i .7 1 < -•’ government of India. The centre focuses on research in the areas of non-communicable diseases, gender
ly. -.. J j and health, health policy and management. AMCHSS conducts a Master of Public Health (MPH) program,

Diploma in Public Health and Phd Programme.

http://www.sctimst.ac.in Accessed on 6th December 2012.

All India Drug Action Network-AIDAN

AIDAN is an independent network of several non government organizations working to increase access and improve the
rational use of essential medicines. It works to promote Essential medicine Concept, for better controls on drug
promotion and the provision of balanced, independent Information for prescribers and consumers.

http://aidanindia.wordpress.com/ Accessed on 6th December 2012.

Gommunityhealth.in

Communityhealth.in is a collaborative project which aims to create a comprehensive, online resource

on community health and the Health For All movement in India.

ummunityheslth in http://www.communityhealth.in Accessed on 3rd December 2012.

Catholic Health Association of India

Catholic Health Association of India is charitable, voluntary, non-profit Catholic Christian
organization working with a commitment for Health For All. It promotes community health as a
process of enabling the people to be collectively responsible to attain and maintain their health and
demand health as a right while ensuring availability of health care of reasonable quality at
reasonable cost.

http://chai-india.org Accessed on 4th December 2012.

Christian Medical Association of India-CMAI

http://www.cmai.org

CMAI is the non-profit registered organization and a health arm of national council of churches in India.
They undertake programmes in training, research, community service, policy advocacy, information
dissemination and others.

Accessed on 6th December 2012.

Health Systems Research India- initiative-HSRII

_ HSRII is a network of public health professionals and works towards collating and assimilating health
knowledge to strengthen health system development. HSRII engages experts in the field of public health,
epidemiology and social science, law etc, who would help towards managing or initiating challenging tasks

■■ _■that would benefit population at large. They intend to put together a team of young and experienced 
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people drawn from diverse background with hands on working knowledge in health.

http://groups.google.co.in/group/hsri-india
http://hsriindia.blogspot.in/ Accessed on 3rd December 2012.

Indian Association of preventive and Social Medicine- IAPSM

IAPSM provides a forum for the regular exchange of views & information on education, research, and
programs of Community Medicine and is dedicated to the promotion of public health. It works towards
improving teaching standards of Preventive and Social Medicine at all levels. They also publish a peer
reviewed quarterly journal.

http://www.iapsm.org Accessed on 6th December 2012.

Indian Clinical epidemiology Network - IndiaClen.

Indiaclen is a network of Academic Health Care researchers across 135 Medical colleges/lnstitutions^r
India including IPEN. It is dedicated to improving the health by promoting clinical practice based on the b4V

evidence of effectiveness and the efficient use of resources.

http://indiaclen.org Accessed on 4th December 2012.

Indian Institute of Health Management and Research -IIHMR

1IHMR is dedicated to the improvement in standards of health through better management of health care and
related programs. It works extensively on capacity building of health professionals to effectively manage
health services at the national, global level and to disseminate latest knowledge and management technology
in India and other developing countries.

http://www.iihmr.org Accessed on 6th December 2012.

Institute of Public Health -IPH

The Institute of Public Health, Bangalore is a public health research and training
institute based in Bangalore, India. IPH is a value based, community-oriented
public health institute, involved in the entire gamut of public health activities-
training, research, consultancy and advocacy. The institute is also involved in IP^|

formed a consortium of five organisations, [Institute of Public Health, Bangalore
(IPH); Centre for Global Health Research, Bangalore (CGHR); Centre for Leadership and Management in Public Services
(C-LAMPS); Institute of Health Management and Research (IHMR), Bangalore; Karuna Trust (KT); and Karnataka Health
Promotion trust (KHPT)] called Swasthya Karnataka (SK) which aims to improve the management capacity at a district
and sub district level.

http://www.iphindia.org Accessed on 3rd December 2012.

Indian Public Health Association-IPHA
IPHA works towards promotion and advancement of public health and allied sciences in India. They hold
annual convention and periodic meetings or conferences. They publish a Scientific Journal, specially
adapted to the needs of the administrators, programme managers and research workers in the field of
public health in India.

http://www.iphaonline.org Accessed on 6th December 2012.
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Jan Swasthya Abhiyan- JSA

The Jan Swasthya Abhiyan is the Indian circle of the People's Health Movement, a worldwide movement to establish
health and equitable development as top priorities through comprehensive primary health care and action on the social
determinants of health. JSA is a coalition of networks and organisations as well of individuals who have endorsed the
Indian People's Health Charter.
http://www.phm-india.org

Medico Friend Circle-mfc

Medico Friend Circle is a nation-wide platform of secular, pluralist, and pro-people, pro-poor health

practitioners, scientists and social activists interested in the health problems of the people of India.

http://www.mfcindia.org Accessed on 6th December 2012.

Public Health in India

A group of 1000 + members on face book. It is a platform for discussions in Public Health, technical guidance, advocacy
and information.

https://www.facebook.com/groups/publichealthindia/ Accessed on 3rd December 2012.

Voluntary Health Association of India-VHAI

VHAI is a non-profit, registered society and one of the largest health and development networks promoting
health issue of human right and development. It advocates people-centered policies and support innovative

health and development programmes at the grassroots with the active participation of the people.

http://www.vhai.org

Public Health Resource Network-PHRN

Accessed on 3rd December 2012.

PHRN works through NGO networks and state health societies, to accelerate and consolidate the
potential gains from the NRHM. They run module based programme for capacity building which is more
informal, open ended participatory learning. This programme complements the official processes of
capacity building and is not a substitute for the formal training and certification of public health
management.

http://www.phrnindia.org Accessed on 6th December 2012.

National Institute of Epidemiology-NIE

National Institute of Epidemiology conducts training programmes annually in bio-statistics, controlled
Jffll clinical trials and basic epidemiology for medical doctors, PG medical students and para-medical workers.

The Institute has expertise in the areas of bio-statistics and epidemiology. The institute has strated a
“““ school of public health which offers a range of courses.

http://www.nie.gov.in Accessed on 6th December 2012.
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National Institute of Mental Health and Neuro Sciences- NIMHANS

NIMHANS is a multidisciplinary Institute for patient care and academic pursuit in the frontier area of
Mental Health and Neuro Sciences. The Institute functions under the direction of Ministry of Health and
Family Welfare, Govt, of India and Ministry of Health and Family Welfare, Government of Karnataka.
NIMHANS has started Centre for Public Health, which will commence masters on public health shortly.

http://www.nimhans.kar.nic.in Accessed on 3rd December 2012.

National Institute of health and Family Welfare-NIHFW

NIHFW is an autonomous organization, under the Ministry of Health and Family Welfare, Government of
India, and acts as an 'apex technical institute' to addresses a wide range of issues on health and family
welfare from a variety of perspectives through various departments. The Institute offers arnge of courses
like Phd, certificate courses and teaching programme.

http://www.nihfw.org

National Health Systems Resource Centre - NHSRC

Accessed on 6th December 20:

http://nhsrcindia.org

National Health Systems Resource Centre (NHSRC), is India's Technical Support unit under
the Ministry of Health & Family Welfare working across the country through the National
Rural Health Mission (NRHM).NHSRC facilitate the attainment of universal access to
equitable, affordable and quality healthcare through technical support and capacity building
for strengthening public health systems.

Accessed on 3rd December 2012.

Public Health Foundation of India- PHFI

The Public Health Foundation of India (PHFI) is a public private initiative that has collaboratively
evolved through consultations with multiple constituencies. It is an independent foundation which
adopts a broad, integrative approach to public health, tailored to Indian conditions. It has Established 5
Institutes of Public health which run Academic Programmes.

http://phfi.org Accessed on 4th December 2012.

Society for Community Health Awareness Research and Action- SOCHARA

secham
building community health

SOCHARA is a Community health resource group who are committed to the 'Health for
AH' goal. SOCHARA works with a large network of non-government and government
institutions, health and developmental campaign groups and people's movements to
make them part of this 'Health for AH' movement. SOCHARA team provided space,

support, peer encouragement, vocational guidance and facilitation of self-study to young professionals in community
health. This was formalized into Community Health Fellowship Programme, and now as SOCHARA School of Public
Health, Equity and Action (SOPHEA). Presently SOPHEA runs the fellowship Programme in MP and Karnataka.

www.sochara.org Accessed on 3rd December 2012.
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Tata Institute of Social Sciences -TISS

• T^e Tata Institute of Social Sciences is a post-graduate school of social work which engages continuous
; \ study of Indian social issues and problems and impart education In social work to meet the emerging need.

It has Various Schools like, Education, Management and Labour Studies, Rural Development, Social Work,
-------- _2_ Health Systems Studies, Habitat Studies, Law, Rights and Constitutional Governance, Vocational Education,

Development Studies, Media and Cultural Studies.

http://www.tiss.edu Accessed on 4th December 2012.

Journals

• Indian Journal of Public Health-IJPH- http://www.ijph.in/
Indian Journal of Public Health is a peer-reviewed international journal published Quarterly by the Indian Public

Health Association. It is indexed by major international indexing systems and allows for free access (Open

Access) to its contents. The journal's full text is available online at www.ijph.in.

• Indian Journal of Community medicine-IJCM- http://www.ijcm.org.in
Indian Journal of Community medicine is a peer-reviewed quarterly publication of the Indian Association of

Preventive and Social Medicine (IAPSM). It is indexed across various indexing systems and full text is available

on line.

• Indian Journal of Medical Research-IJMR-http://www.icmr.nic.in/Publications/IJMR.html
The Indian Journal of Medical Research is one of the oldest medical Journals which strated as quarterly

publication in 1913 presently it is published monthly, in two volumes and 12 issues per year. The journal is

published from Indian Council of medical research.

• Indian Journal of Medical Ethics-IJME- http://www.ijme.in
The Indian Journal of Medical Ethics (formerly Issues in Medical Ethics) is a platform for discussion on health

care ethics with special reference to the problems of developing countries like India.

• National Medical Journal of India-NMJI- http://www.nmji.in/
The National Medical Journal of India is a premier bi-monthly health sciences journal published from India.

The archives are available online from 1998.

• The Economic and Political weekly (EPW)- www.epw.in
EPW, is the only social science journal published by the Sameeksha Trust. The weekly publication contains

analysis of contemporary affairs side by side with academic papers in the social sciences. Access to current four

issues are available from www.epw.in.

Others

• Health Action
Started as a in-house bulletin named Catholic Hospital -Medical Service evolved into Health Action published

under a separate society registered as Health Accessories for all (HAFA) in 1987. Health Action disseminates

information on various health topics to enable people to gain adequate knowledge of health so that they can

take care of their health as well as that of others. It promotes health, health activism and community

development and promotes alternative systems of medicine and low-cost therapies.
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Health for the millions
Bimonthly magazine since 1975. It provides insights into innovative and fascinating grassroots interventions as

well as important policy changes, which affect the lives of millions.

Health Round Up
Health roundup is the compilation on all health - related news, views, policies and latest statistics from various

publications to the notice of the reader. It is a bi monthly update on books journals and other sources that come

to Community Health Library and Information Centre of the SOCHARA. Please write up to chlic@sochara.org to

receive the periodical.

Health Digest
Health digest is a compilation on all health - related news Community Health Library and Information Centre of

the SOCHARA. Please write up to chlic@sochara.org to receive the compilation.

Medico Friend Circle Bulletin
The MFC bulletin (first published in 1975) is the main medium of communication through which experiences,

ideas and information about MFC and its activities are shared. It carries articles which usually represent varying

points of view of our membership within the broad mfc perspective. Archives of the bulletin are available from

http://www.mfcindia.org/main/bulletins.html .

NRHM News Letter
NRHM Newsletter is a bi-monthly publication brought out by the Department of Health and Family Welfare,

MOHFW on the National Rural Health Mission. The issues are available from

http://www.mohfw.nic.in/NRHM.htm, Address: 409-D, Nirman Bhavan, Department of Health and Family

Welfare, Ministry of Health and Family Welfare, New Delhi -110 011

Selected readings on health systems- Selected readings on health systems is an initiative of Indian

Hub on Health Systems at the Institute of Public Health, Bangalore. It is supported by Switching International

Health Policies & Systems (SWIHPS) network at the Institute of Tropical Medicine, Antwerp. 4

Archives are available from http://www.iphindia.org/resources/ihhs/. Write to km@iphindia.org

E Groups -discussion mails
o Communityhealth.in-discuss: Discussion group for communityhealth.in project members and

editors. Write to Ialit82@gmail.com to become a member of the group.

o Disease Surveillance - Disease Surveillance e-Group is conceptualized to exchange innovative ideas,

strategies and sharing of field/personal expereinces not only in surveillance but any aspect of Public

health practice. Write to prabirkc@yahoo.com to become a member of the group

o JAAK- This is a discussion group formed to enable group discussions among the members of the

Janaarogya Andolana, a campaign for the health rights of the common people. Write to
chc@sochara.org to become a member of the group.

o KPHP- This group is for professionals interested and committed for Public health infrastructure and

services in Karnataka state. Write to epigiridhar@gmail.com to become a member of the group.
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° MFC - Discussion groups of mfc members Membership to the group requires introduction from existing

member.-Write to sunilgitheant.org to become a member of the group.

Compilation of Health Committee and Commission Reports
MoHFW GOI, A compilation of Health Committee and Commission Reports, 1946 to 2005, (compiled by

Nandaraj S, Khot A, Srivastava P,) Available from, http://nrhm-mls.nic.in/ui/who/GOI-who-link.htm accessed on

28-12-2012.

MFC Annual meeting on Public Health Education- December 2006
MFC bulletin (2007; 320-21) on Public Health Education Available from-
http://www.mfcindia.org/mfcpdfs/MFC320-321.pdf- accessed on 28th Dec 2012.

1. Priya, R. Public Health Education in India, Medico friend Circle Bulletin 2007; 320-21:1-3.
2. Narayan R, Narayan R, Public Health Education in India- Some Reflections, Medico friend Circle Bulletin

2007; 320-21:4-18.
3. Phadke A, Few Additional issues for discussion at the MFC meet, Medico friend Circle Bulletin 2007; 320-

21:19.
4. Banerji D, Education of Public Health workers, Medico friend Circle Bulletin 2007; 320-21:19.20-3.
5. Asthekar S, Mankad D, Training of primary and paramedic workers and public health, Medico friend Circle

Bulletin 2007; 320-21:19.25-31.
6. Narayan T, Capacity building for public health, Medico friend Circle Bulletin 2007; 320-21:19.32-6.
7. Anonymous, Extracts from Accreditation Guidelines for Educational/Training Institutions and Programmes

in Public Health Report of the Regional Consultation, Chennai, India, 30 January-1 February 2002 (WHO
Project: ICP OSD 002) Medico friend Circle Bulletin 2007; 320-21:19.37-40.

8. Sathyamala C, Redefining public health. Medico friend Circle Bulletin 2007; 320-21:19.41-46.
9. Reddy KS, Sivaramakrishnan K, Unmet National Health Needs Visions of Public Health Foundation of India,

Medico friend Circle Bulletin 2007; 320-21:19.47-52.
10. Quader 1, Wither Public Health, Medico friend Circle Bulletin 2007; 320-21:19.53.
11. Shukla A, Public health foundation of India- will be public be placed at centre, Medico friend Circle Bulletin

2007; 320-21: 19.47-54-55.
12. Nayar KR, Rao M, Public Health in Private Hands?- A Note on the Public Health Foundation of India Medico

friend Circle Bulletin 2007; 320-21:19.47-56-60.
13. Reddy KS, Public Health needs a Boost-Not Bickering, Medico friend Circle Bulletin 2007; 320-21:19.47-61-

62.

PHFI conference -New Directions for Public Health Education in Low and Middle
Income Countries Processes, Proceedings and Proposed Next Steps.- August 2008.

New Directions for Public Health Education in Low and Middle Income Countries Processes, Proceedings and
Proposed Next Steps Public Health Global Network- Back ground papers 12th and 14th of August 2008,
Hyderabad India. Available from-
http://www.publichealthglobal.org/index.php?option=com_content8iview=article&id=718dtemid=89-
accessed on 28th Dec 2012.

1. Canon G, Public Health: Moving Beyond Definitional Debates to Consensus and Collective Action,
Background paper for International Conference on New Directions for Public Health Education in Low and
Middle Income Countries Processes, Proceedings and Proposed Next Steps. 12th and 14th of August 2008.
Available from - http://www.publichealthglobal.org/images/pdf/summary moving beyond.pdf. Accessed
on 28th Dec 2012.
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2. Sanders D, Alexander L, Configuring Public Health Education to Respond to the Challenge of Implementing
Primary Health Care in Decentralized Health Systems. Background paper for International Conference on
New Directions for Public Health Education in Low and Middle Income Countries Processes, Proceedings and
Proposed Next Steps. 12th and 14th of August 2008. Available from
http://www.publichealthglobal.org/images/pdf/full pg background paper 2.pdf Accessed on 28th Dec
2012.

3. Chunharas S, Problem-solving in Public Health: Improving Connectivity between Health Systems and Public
Health Education. Background paper for International Conference on New Directions for Public Health
Education in Low and Middle Income Countries Processes, Proceedings and Proposed Next Steps. 12th and
14th of August 2008. Available from
http://www.publichealthglobal.org/images/pdf/full pg background paper 3.pdf Accessed on 28th Dec
2012.

4. Sridhar D, Governance and Resourcing of Public Health: Recognizing the Role of Multiple Stakeholders.
Background paper for International Conference on New Directions for Public Health Education in Low and
Middle Income Countries Processes, Proceedings and Proposed Next Steps. 12th and 14th of August 2008.
Available from - http://www.publichealthglobal.org/images/pdf/full pg background paper 4.pdf Accessed
on 28th Dec 2012. A

5. Valladares LM, Integrating Public Health Education across Different Levels and Categories of Heai^r

Personnel: Balancing the Need for Team-Building with the Need for Specialization. Background paper for
International Conference on New Directions for Public Health Education in Low and Middle Income
Countries Processes, Proceedings and Proposed Next Steps. 12th and 14th of August 2008. Available from -
http://www.publichealthglobal.org/images/pdf/full pg background paper 5.pdf Accessed on 28th Dec
2012.

6. Narayan, R. Extending the Frontiers: Integrating Public Health Consciousness into other Academic
Programmes. Background paper for International Conference on New Directions for Public Health Education
in Low and Middle Income Countries Processes, Proceedings and Proposed Next Steps. 12th and 14th of
August 2008. Available from
http://www.publichealthglobal.org/images/pdf/full pg background paper 6.pdf Accessed on 28th Dec
2012.

7. Rao M, Evaluating New Models of Public Health Education: Indicators of Quality, Relevance and Impact on
Health Systems. Background paper for International Conference on New Directions for Public Health
Education in Low and Middle Income Countries Processes, Proceedings and Proposed Next Steps. 12th and
14th of August 2008. Available from
http://www.publichealthglobal.org/images/pdf/background paper 7.pdf Accessed on 28th Dec 2012.

Bringing Evidence into Public Health Policy- 2010-2012.

EPHP-2010.
1. Institute of Public Health , EPHP 2010, National Conference on bringing evidence into public health policy, five

years of national rural health mission, December 10, 11 2010, Bangalore. Institute of Public Health, Institute of.
tropical Medicine. 2010.

EPHP-2012.
2. Bhojani U, Mishra A, Prashnath NS, Soors W, Bringing Evidence into Public Health Policy (EPHP) 2012:

Strengthening health systems to achieve universal health coverage BMC Proceedings 2012;6 (Suppl 5): 28
September 2012, Available online at http://www.biomedcentral.eom/bmcproc/supplements/6/S5  Accessed on
28th December 2012.
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revealed that over 80 per cent of participants believed
plain packaging would reduce the attractiveness, appeal
and promotional value of the tobacco pack, over 60 per
cent believed plain packaging would help in reducing
experimentation and initiation of tobacco among
youth and over 80 per cent believed, it would motivate
tobacco users to quit24. Multi-disciplinary researchers
and tobacco control advocates are strongly proposing
introduction of plain packaging of tobacco products in
India to enhance effectiveness of graphic warnings in
India. A Private Members’ Bill has been introduced on
this issue in the Indian Parliament, which remains to be
discussed25.

A TAPS ban should be comprehensive as partial
bans or voluntary arrangements do not work. A
comprehensive ban on all TAPS could achieve a
reduction in tobacco use by seven per cent5.

Counter-advertising through mass media
accompanied with school- or community-based
programmes, warning about the dangers of tobacco use
has been an effective strategy in preventing tobacco use
as well as encouraging the users to quit7. Mass media
campaigns form a major strategy for tobacco control
under India’s NTCP22. Counter-advertising through
Government efforts needs to be stepped up to counter
misleading messages conveyed by the tobacco industry
through TAPS campaigns.

Conclusion

The WHO, while proposing targets for reducing
the NCD burden, has proposed a 30 per cent reduction
in tobacco use globally by 2025. The global narrative
on tobacco control is increasingly exploring the
concept of tobacco endgame, which envisions reducing
tobacco prevalence and availability to minimal levels.
Experts aiming at the endgame give a target for
tobacco-free world, where prevalence for tobacco
use in each country would reduce to less than five per
cent by 204026. This would require tobacco control
measures be strictly enforced as per FCTC guidelines
and innovative measures beyond FCTC be introduced
in countries having political, commitment to end the
tobacco epidemic in their country.
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Editorial

Prohibiting tobacco advertising, promotions & sponsorships:
Tobacco control best buy

In the 1990s tobacco smoking and exposure to
second hand smoke (SHS) ranked among the top three
risk factors contributing to the global bur den of disease
along with childhood underweight and household
air pollution. Today, after two decades, tobacco
smoking and exposure to SHS still rank among the
top three risk factors despite the other risk factors
being replaced by high blood pressure and alcohol
use, which are essentially risk factors contributing to
non-communicable diseases (NCDs)1. Tobacco control
has been identified as a high priority, cost-effective
intervention along with reduction of dietary salt intake
and treatment of people at high risk for cardiovascular
disease, which cam aid in achieving the global target
of 25 per cent reduction in NCD related mortality by
20252.

Tobacco industiy has been instrumental in
spreading the tobacco epidemic globally through
aggressive marketing campaigns. It is the only industiy
that kills its 5.4 million loyal customers eveiy year3. In
2005, the WHO Framework Convention on Tobacco
Control (WHO FCTC), the first treaty negotiated under
the auspices of the WHO, came into force4. Article
13 of FCTC suggests a comprehensive advertising
ban, within five years of entry into force of FCTC
for each party. Currently, only 19 countries of the
world (representing 6% of the global population) are
covered by comprehensive ban on tobacco advertising,
promotion and sponsorship (TAPS), with 101 countries
imposing partial bans and 74 countries having no
ban at all5. This is a matter of public health concern.
Comprehensive TAPS ban would lead to reduction in
initiation and continuation of tobacco use; as such a
policymeasurewouldhavelargepopulationlevel impact,
thereby reducing demand for tobacco. Therefore, it is 

regarded as a tobacco control ‘Best Buy’6. The theme
for the World No Tobacco Day this year is ‘Ban
Tobacco Advertising, Promotion and Sponsorship’,
the objective being to encourage the Parties to impose
a comprehensive TAPS ban and to strengthen efforts
to reduce tobacco industry interference in introducing
and enforcing such comprehensive bans.

Despite existing TAPS prohibition laws, tobacco
industry circumvents the laws to promote their products
by employing innovative and at times, covert marketing
strategies. Indirect or surrogate tobacco advertising
such as dark advertising, brand stretching, corporate
social responsibility (CSR) activities, promotion
through films and new media such as internet, discounts
or free-gift offers, distribution of free samples, sale
of tobacco products in the form of children’s sweets/
toys, etc. gained momentum with increasing pressure
on tobacco industry78. Guidelines for implementing
Article 13 of FCTC, describe comprehensive TAPS
ban to apply to all form of commercial communication,
recommendation or action and all forms of contribution
to any event, activity or individual with the aim, effect
or likely effect of promoting a tobacco product or
tobacco use either directly or indirectly9.

Exposure to tobacco advertising among Indians

To protect the general populace from harmful
effects of tobacco use, the Cigarettes and Other Tobacco
Products (Prohibition of Advertisement and Regulation
of Trade and Commerce, Production, Supply and
Distribution) Act (COTPA), 2003 was enacted in India.
Section 5 of COTPA prohibits all forms of TAPS in
line with Article 13 of the WHO FCTC. Despite the
existence of TAPS ban in India, exposure to tobacco
advertising and promotion is still prevalent. Among

This editorial is published on the occasion of World No Tobacco Day - May 31.2013.
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Indian school-going youth aged 13-15 yr, exposure to
pro-cigarette advertisements on billboards in the past
30 days increased from 71.6 in 2006 to 74.4 per cent
in 200910-11. Twenty eight per cent of Indian adults are
exposed to cigarette advertising, and 47 and 55 per
cent, respectively are exposed to bidi and smokeless
tobacco (SLT) advertisements as per GATS (Global
Adult Tobacco Survey) 201012. COTPA allows ‘On-
Pack advertising’ and ‘Point of Sale (PoS) advertising’
with some restrictions.

Need for comprehensive TAPS ban

Substantial evidence now exists of a causal
relationship of tobacco advertising and promotion
with increased tobacco use, especially in the
youth7’13. Cross-sectional14’15 and longitudinal studies16
conducted with school-going adolescents in India
also support these findings. A review of international
studies suggests that PoS marketing and displays are
associated with increased smoking susceptibility,
experimentation, and uptake among children, and
with increased craving among adults17. Celebrity
endorsement of tobacco products in films is also
causally associated with tobacco use among the youth
with a dose-response relationship7. A study conducted
with about 4000 school-going adolescents in Delhi
concluded that students highly exposed to tobacco
use in Bollywood films are at more than twice the
risk of being ever tobacco users compared with the
least exposed18. Comprehensive TAPS ban would
ensure that youth and adults are not misled by these
advertisements and promotions. Tobacco companies
have designed product promotion campaigns around
sports and music events providing links on Facebook
and Twitter, clearly targeting youngsters through this
powerful communication channel. Advertising through
these new media channels needs to be addressed under
comprehensive TAPS ban.

Engagement in CSR activities by tobacco industry
is a more recent strategy wherein, the tobacco
companies try to portray their image as being socially
responsible and ethical ”. The industry on one hand funds
activities such as youth anti-smoking programmes,
reforestation campaigns and environmental camps for
school children, and on the other hand continues the
promotion and sale of tobacco products819. Article 5.3
of the FCTC guidelines recommend, denormalising
and regulating activities described as ‘socially
responsible’ by the tobacco industry, including but not
limited to activities described as CSR20.

In India, PoS advertising by tobacco companies
is rampant and most common violations in this regard
include oversized advertisement boards, which are
frequently backlit, placement of two boards together
to give the impression of one large board, placement of
multiple advertisements on one board and placement
of advertisement boards on shops not selling tobacco21.
India needs to step up enforcement of its TAPS ban
legislation, as indirect methods of advertising and
promotions are rampant. There is also imminent need
to amend COTPA to remove “On pack advertising”
and “PoS” advertising.

Recent progress in India on restricting TAPS

The Hon’ble Supreme Court of India on January
3, 2013 vacated the stay on rules related to the PoS
advertising of tobacco products, which was imposed
by the Bombay High Court in 2006, demonstrating
commitment ofthe Indianjudicial system towardsbetter
health of its citizens through effective tobacco control.
Following the hearing in January 2013, Ministry of
Health and Family Welfare (MoHFW), Government of
India (GOI), issued a letter to the Chief Secretaries and
Director Generals of Police of all Indian States/UTs to
ensure that all steps are taken to curb the violations of
PoS advertising rules. Under India’s National Tobacco
Control Programme (NTCP), monitoring committees
specifically for Section 5 of COTPA at State and
district levels, as well as a national level steering
committee, have been mandated, to take cognizance of
direct/indirect advertising of tobacco products22. The
MoHFW has continued to show its commitment to
tobacco control by introducing comprehensive tobacco
control legislation and for some measures, India has
been identified as a global leader. The Government of
India has recently introduced trendsetting rules related
to depiction of tobacco imagery in Indian films, a
popular entertainment media23.

What needs to be done?

The only advertising venue now allowed in India for
the tobacco industry is ‘on-pack’ advertising. Tobacco
packs are importantmeansofadvertising for the industry
and they employ attractive imagery such as logos, brand
names, colours, etc. on the pack for the same. Plain,
standardized tobacco packaging as currently being
implemented by the Australian Government, mandates
prevention of promotion through on-pack advertising
and enhances effectiveness of graphic health warnings
on the pack. Results of a feasibility study for plain
packaging of tobacco products conducted in Delhi 
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revealed that over 80 per cent of participants believed
plain packaging would reduce the attractiveness, appeal
and promotional value of the tobacco pack, over 60 per
cent believed plain packaging would help in reducing
experimentation and initiation of tobacco among
youth and over 80 per cent believed, it would motivate
tobacco users to quit24. Multi-disciplinary researchers
and tobacco control advocates are strongly proposing
introduction of plain packaging of tobacco products in
India to enhance effectiveness of graphic warnings in
India. A Private Members’ Bill has been introduced on
this issue in the Indian Parliament, which remains to be
discussed25.

A TAPS ban should be comprehensive as partial
bans or voluntary arrangements do not work. A
comprehensive ban on all TAPS could achieve a
reduction in tobacco use by seven per cent5.

Counter-advertising through mass media
accompanied with school- or community-based
programmes, warning about the dangers of tobacco use
has been an effective strategy in preventing tobacco use
as well as encouraging the users to quit7. Mass media
campaigns form a major strategy for tobacco control
under India’s NTCP22. Counter-advertising through
Government efforts needs to be stepped up to counter
misleading messages conveyed by the tobacco industry
through TAPS campaigns.

Conclusion

The WHO, while proposing targets for reducing
the NCD burden, has proposed a 30 per cent reduction
in tobacco use globally by 2025. The global narrative
on tobacco control is increasingly exploring the
concept of tobacco endgame, which envisions reducing
tobacco prevalence and availability to minimal levels.
Experts aiming at the endgame give a target for
tobacco-free world, where prevalence for tobacco
use in each countiy would reduce to less than five per
cent by 204026. This would require tobacco control
measures be strictly enforced as per FCTC guidelines
and innovative measures beyond FCTC be introduced
in countries having political commitment to end the
tobacco epidemic in their country.
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Why ban tobacco advertising, promotion and sponsorship (TAPS)?

Experts say tobacco advertising and promo
tion increase consumption. In 2009 a com
prehensive review of tobacco-related research
was released by The National Cancer Institute
(US). The monograph was compiled by 23 au
thors, 63 expert reviewers and took five years
to produce. The two main scientific conclu
sions were:
1. There is a causal relationship between

tobacco advertising and promotion and
increased tobacco use.

2. Comprehensive bans reduce tobacco
consumption but partial bans only lead to
greater expenditure in 'non banned’ areas,
resulting in no net reduction of tobacco
use.

The report also found that generally tobacco
advertising and promotion exhibits three main
themes:
» Providing satisfaction (taste, freshness)
» Reducing fears about the dangers of to

bacco use (mildness)
» Creating associations between tobacco

and desirable characteristics (social suc
cess, sexual attraction, thinness etc).

It is clear that in countries
with weak regulation,

marketing reaches a very
high proportion of people. For
example according to the 2011
National Adult Tobacco Survey

of Cambodia, 80 percent of
respondents had seen tobacco
advertising in the past months.

Advertising, promotion and sponsorship nor
malise tobacco, making it seem like any other
consumer product. This increases its social
acceptability and hampers efforts to educate
people about the hazards of tobacco use.

The tobacco industry maintains that the role
of advertising and promotion is solely to en
courage smokers to switch brands. However,
another impact is to increase the desirability
of smoking by associating it with character
istics such as independence, glamour and
machismo’.
In countries where partial bans prohibit direct
advertising and promotion of tobacco prod
ucts in traditional media, tobacco companies
frequently employ indirect marketing tactics to
circumvent the restrictions. Tactics include:
» sport and music event sponsorship
» pack designs and displays
» branded merchandise
» product placement
» so-called corporate social responsibility

activities
» new media technology campaigns.

What is TAPS?
"Tobacco advertising, promotion and
sponsorship applies to all forms of

■ commerciat-cOmmUnication. ir..e'c-6m- 4'
mendation or action and allWSjms ■

■ of contribution to .any event, activity . .
. or individual with.the aim,’■'‘effect, or.
■-likely effect of promoting a tobacco'
I product or tobaccq/.use.'either directly
j or indirectly." (Guideline’s- for . i.rriple-

mentation of. Article 13 of the FCTC)
i In some countries the tobacco in-
: dustry still use’s pr’nt and broadcast ■

- media, ,.bil|.bo.ards.4el.e.G.tr,onic mail and
i. direct mail ana the internet to market
;■ its products. . '
'■ Point qif;.'scfi^\pfdmotion‘jSjparticyldriy
’ ' powerful, .'and ’is.'.al'owed iniiptacticdlly
I ^SSrY'i’Co.u.ntry in the world:

1 Bates C. Rowell A. Tobacco explained: the truth about the
tobacco industry...in its own words. London: Action on Smok
ing and Health, 2004. www.who.int/tobacco/media/en/Tbbac-
coExp1ained.pdf

http://www.who.int/tobacco/media/en/Tbbac-
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E3 Ban on aS forms of direct and indirect advertising
£ Ban on national television, radio and print media as well as on some but not all other forms of direct and indirect advertising

Ban on national television, radio and print media only
I _ .71 Complete absence of ban, or ban that does not cover national television, radio and print media
I ; Paa not reported

Da'a not available

Advertising, promotion and
sponsorship bans work

Comprehensive bans on direct and indirect
advertising, promotion and sponsorship pro
tect people - particularly youth - from industry
marketing tactics and can substantially reduce
tobacco consumption.
Comprehensive bans significantly reduce the
industry’s ability to market to young people
who have not started using tobacco and to
adult tobacco users who want to quit.

*Dlrect advertising bans include: national television and
radio; local magazines and newspapers; billboards and
outdoor advertising; point of sale. Indirect advertising
bans: free distribution of tobacco products in the mail
or through oilier means; promotional discounts; non
tobacco goods and services identified with tobacco
brand names (brand extension); brand names of non
tobacco products used for tobacco products; appear
ance of tobacco products in television and/or films;
sponsored events. Map source: WHO Report on the
Global Tobacco Epidemic, 2011. Appendix X.

Comprehensive bans can be achieved by fol
lowing the international best practice stan
dards outlined in the Guidelines for implemen
tation of Article 13 of the WHO Framework
Convention on Tobacco Control (WHO FCTC).
A comprehensive ban on all advertising and
promotion reduces tobacco consumption
by about 7 percent, independent of other
interventions. Some countries have seen
consumption drop by as much as 16 percent
following an ad ban.

The. WHO Framework Convention' oh Tobacco Control (FCTC) states:

Article 13 .
... o comprehensive ban on advertising, promotion and sponsorship would
reduce the consumption of tobacco products.
Each Party shall ... undertake a comprehensive ban of all tobacco
advertising, promotion and sponsorship.
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Editorial

Prohibiting tobacco advertising, promotions & sponsorships:
Tobacco control best buy

In the 1990s tobacco smoking and exposure to
second hand smoke (SHS) ranked among the top three
risk factors contributing to the global burden of disease
along with childhood underweight and household
air pollution. Today, after two decades, tobacco
smoking and exposure to SHS still rank among the
top three risk factors despite the other risk factors
being replaced by high blood pressure and alcohol
use. which are essentially risk factors contributing to
non-communicable diseases (NCDs)1. Tobacco control
has been identified as a high priority, cost-effective
intervention along with reduction of dietary salt intake
and treatment of people at high risk for cardiovascular
disease, which can aid in achieving the global target
of 25 per cent reduction in NCD related mortality by
20252.

Tobacco industiy has been instrumental in
spreading the tobacco epidemic globally through
aggressive marketing campaigns. It is the only industry
that kills its 5.4 million loyal customers every year3. In
2005, the WHO Framework Convention on Tobacco
Control (WHO FCTC), the first treaty negotiated under
the auspices of the WHO, came into force4. Article
13 of FCTC suggests a comprehensive advertising
ban, within five years of entry into force of FCTC
for each party. Currently, only 19 countries of the
world (representing 6% of the global population) are
covered by comprehensive ban on tobacco advertising,
promotion and sponsorship (TAPS), with 101 countries
imposing partial bans and 74 countries having no
ban at all3. This is a matter of public health concern.
Comprehensive TAPS ban would lead to reduction in
initiation and continuation of tobacco use; as such a
policy measurewouldhavelargepopulation level impact,
thereby reducing demand for tobacco. Therefore, it is 

regarded as a tobacco control ‘Best Buy’6. The theme
for the World No Tobacco Day this year is ‘Ban
Tobacco Advertising, Promotion and Sponsorship',
the objective being to encourage the Parties to impose
a comprehensive TAPS ban and to strengthen efforts
to reduce tobacco industry interference in introducing
and enforcing such comprehensive bans.

Despite existing TAPS prohibition laws, tobacco
industry circumvents the laws to promote their products
by employing innovative and at times, covert marketing
strategies. Indirect or surrogate tobacco advertising
such as dark advertising, brand stretching, corporate
social responsibility (CSR) activities, promotion
through films and new media such as internet, discounts
or free-gift offers, distribution of free samples, sale
of tobacco products in the form of children’s sweets/
toys, etc. gained momentum with increasing pressure
on tobacco industry7-8. Guidelines for implementing
Article 13 of FCTC, describe comprehensive TAPS
ban to apply to all form of commercial communication,
recommendation or action and all forms of contribution
to any event, activity or individual with the aim, effect
or likely effect of promoting a tobacco product or
tobacco use either directly or indirectly’.

Exposure to tobacco advertising among Indians

To protect the general populace from harmful
effects of tobacco use, the Cigarettes and Other Tobacco
Products (Prohibition of Advertisement and Regulation
of Trade and Commerce, Production, Supply and
Distribution) Act (COTPA), 2003 was enacted in India.
Section 5 of COTPA prohibits all forms of TAPS in
line with Article 13 of the WHO FCTC. Despite the
existence of TAPS ban in India, exposure to tobacco
advertising and promotion is still prevalent. Among

This editorial is published on the occasion of World No Tobacco Day - May 31, 2013.
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Indian school-going youth aged 13-15 yr, exposure to
pro-cigarette advertisements on billboards in the past
30 days increased from 71.6 in 2006 to 74.4 per cent
in 20091011. Twenty eight per cent of Indian adults are
exposed to cigarette advertising, and 47 and 55 per
cent, respectively are exposed to bidi and smokeless
tobacco (SLT) advertisements as per GATS (Global
Adult Tobacco Survey) 201012. COTPA allows ‘On-
Pack advertising’ and ‘Point of Sale (PoS) advertising’
with some restrictions.

Need for comprehensive TAPS ban

Substantial evidence now exists of a causal
relationship of tobacco advertising and promotion
with increased tobacco use, especially in the
youth7'13. Cross-sectional14-15 and longitudinal studies16
conducted with school-going adolescents in India
also support these findings. A review of international
studies suggests that PoS marketing and displays are
associated with increased smoking susceptibility,
experimentation, and uptake among children, and
with increased craving among adults17. Celebrity
endorsement of tobacco products in films is also
causally associated with tobacco use among the youth
with a dose-response relationship7. A study conducted
with about 4000 school-going adolescents in Delhi
concluded that students highly exposed to tobacco
use in Bollywood films are at more than twice the
risk of being ever tobacco users compared with the
least exposed18. Comprehensive TAPS ban would
ensure that youth and adults are not misled by these
advertisements and promotions. Tobacco companies
have designed product promotion campaigns around
sports and music events providing links on Facebook
and Twitter, clearly targeting youngsters through this
powerful communication channel. Advertising through
these new media channels needs to be addressed under
comprehensive TAPS ban.

Engagement in CSR activities by tobacco industry
is a more recent strategy wherein, the tobacco
companies try to portray their image as being socially
responsible and ethical1 The industry on one hand funds
activities such as youth anti-smoking programmes,
reforestation campaigns and environmental camps for
school children, and on the other hand continues the
promotion and sale of tobacco products8-19. Article 5.3
of the FCTC guidelines recommend, denormalising
and regulating activities described as ‘socially
responsible’ by the tobacco industry, including but not
limited to activities described as CSR20.

In India, PoS advertising by tobacco companies
is rampant and most common violations in this regard
include oversized advertisement boards, which are
frequently backlit, placement of two boards together
to give the impression of one large board, placement of
multiple advertisements on one board and placement
of advertisement boards on shops not selling tobacco21.
India needs to step up enforcement of its TAPS ban
legislation, as indirect methods of advertising and
promotions are rampant. There is also imminent need
to amend COTPA to remove “On pack advertising”
and “PoS” advertising.

Recent progress in India on restricting TAPS

The Hon’ble Supreme Court of India on January
3, 2013 vacated the stay on rules related to the PoS
advertising of tobacco products, which was imposed
by the Bombay High Court in 2006, demonstrating
commitment of the Indian judicial system towards better
health of its citizens through effective tobacco control.
Following the hearing in January 2013. Ministry of
Health and Family Welfare (MoHFW), Government of
India (GOI), issued a letter to the Chief Secretaries and
Director Generals of Police of all Indian States/UTs to
ensure that all steps are taken to curb the violations of
PoS advertising rules. Under India’s National Tobacco
Control Programme (NTCP), monitoring committees
specifically for Section 5 of COTPA at State and
district levels, as well as a national level steering
committee, have been mandated, to take cognizance of
direct/indirect advertising of tobacco products22. The
MoHFW has continued to show its commitment to
tobacco control by introducing comprehensive tobacco
control legislation and for some measures, India has
been identified as a global leader. The Government of
India has recently introduced trendsetting rules related
to depiction of tobacco imagery in Indian films, a
popular entertainment media23.

What needs to be done?

The only advertising venue now allowed in India for
the tobacco industry is ‘on-pack’ advertising. Tobacco
packs are important means of advertising for the industry
and they employ attractive imagery such as logos, brand
names, colours, etc. on the pack for the same. Plain,
standardized tobacco packaging as currently being
implemented by the Australian Government, mandates
prevention of promotion through on-pack advertising
and enhances effectiveness of graphic health warnings
on the pack. Results of a feasibility study for plain
packaging of tobacco products conducted in Delhi 
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revealed that over 80 per cent of participants believed
plain packaging would reduce the attractiveness, appeal
and promotional value of the tobacco pack, over 60 per
cent believed plain packaging would help in reducing
experimentation and initiation of tobacco among
youth and over 80 per cent believed, it would motivate
tobacco users to quit24. Multi-disciplinary researchers
and tobacco control advocates are strongly proposing
introduction of plain packaging of tobacco products in
India to enhance effectiveness of graphic warnings in
India. A Private Members’ Bill has been introduced on
this issue in the Indian Parliament, which remains to be
discussed25.

A TAPS ban should be comprehensive as partial
bans or voluntary arrangements do not work. A
comprehensive ban on all TAPS could achieve a
reduction in tobacco use by seven per cent5.

Counter-advertising through mass media
accompanied with school- or community-based
programmes, warning about the dangers of tobacco use
has been an effective strategy in preventing tobacco use
as well as encouraging the users to quit7. Mass media
campaigns form a major strategy for tobacco control
under India’s NTCP22. Counter-advertising through
Government efforts needs to be stepped up to counter
misleading messages conveyed by the tobacco industry
through TAPS campaigns.

Conclusion

The WHO, while proposing targets for reducing
the NCD burden, has proposed a 30 per cent reduction
in tobacco use globally by 2025. The global narrative
on tobacco control is increasingly exploring the
concept of tobacco endgame, which envisions reducing
tobacco prevalence and availability to minimal levels.
Experts aiming at the endgame give a target for
tobacco-free world, where prevalence for tobacco
use in each country would reduce to less than five per
cent by 204026. This would require tobacco control
measures be strictly enforced as per FCTC guidelines
and innovative measures beyond FCTC be introduced
in countries having political commitment to end the
tobacco epidemic in their country.
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State level consultation on ban on ‘Tobacco Advertising Promotion and Sponsorship’ (TAPS)

Minute to minute Program

Date: S’" July, 2013

Venue: Dhaiivanihri Hall, Rajiv Gandhi University of Health Sciences

Press Release
The global tobacco epidemic kills nearly six million people each year, of which more than
600 000 are non-smokers dying from breathing second-hand smoke. Unless we act, the
epidemic will kill more than eight million people every year by 2030. More than 80% of
these preventable deaths will be among people living in |ow- and middle-income countries.

The ultimate goal of any tobacco control initiative is to contribute to protect present and
future generations not only from these devastating health consequences, but also against the
social, environmental and economic scourges of tobacco use and exposure to tobacco smoke.

SOCHARA has been actively involved in tobacco free initiatives since 1998. It played an
active role in tobacco control measures taken at local, national and international levels. Over
the years SOCHARA has been addressing the demand and supply side issues through various
programs and campaigns. SOCHARA is one of the founding members of the network
‘Consortium for tobacco free Karnataka’ (CFTFK) founded in the year 2001.

The theme of the World No Tobacco Day (WNTD) - 2013 is ‘Ban tobacco advertising,
promotion and sponsorship’ this issue is covered under section-5 of COTPA Act-2003 as
‘Tobacco Advertisement, Promotion and Sponsorship’ (TAPS). Recently SOCHARA
participated at a national consultation on TAPS for 13 states including Karnataka organized
by HRIDAY, MoHFW and WHO country office in Delhi. One of the recommendations of the
national consultation was to organize state level consultations with various government
departmental officers who are responsible for implementing COTPA to sensitize and
strengthen their role, with active participation of civil society organizations.

Karnataka State Anti Tobacco Cell, Rajiv Gandhi University of Health Sciences (RGUHS)
and SOCHARA are jointly organizing a state level consultation on ban on
Tobacco Advertisement, Promotion and Sponsorship’ (TAPS), on Friday 5th July
2013 Dhanvanthri Hall, RGUGHS, 4th T Block, Jayanagar, Bangalore-560 041 from 9 AM to 4
PM.

A comprehensive ban of all tobacco advertising, promotion and sponsorship is required under
the WHO Framework Convention for Tobacco Control (WHO FCTC) for all Parties to this
treaty within five years of the entry into force of the Convention for that Party. Evidence
shows that comprehensive advertising bans lead to reductions in the numbers of people
starting and continuing smofemg. Statistics show that banning tobacco advertising and
sponsorship is one of the most cost-effective ways to reduce tobacco demand and thus a
tobacco control “best buy”.

Mr. SJ Chonder,Trg& Research Associate, SOCHARA
Atote9448034l52

Dr. K. S. Nagesh, Director Public Health, RGUHS
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Why ban tobacco advertising, promotion and sponsorship (TAPS)?

Experts say tobacco advertising and promo
tion increase consumption. In 2009 a com
prehensive review of tobacco-related research
was released by The National Cancer Institute
(US). The monograph was compiled by 23 au
thors, 63 expert reviewers and took five years
to produce. The two main scientific conclu
sions were:
1. There is a causal relationship between

tobacco advertising and promotion and
increased tobacco use.

2. Comprehensive bans reduce tobacco
consumption but partial bans only lead to
greater expenditure in ‘non banned’ areas,
resulting in no net reduction of tobacco
use.

The report also found that generally tobacco
advertising and promotion exhibits three main
themes:
» Providing satisfaction (taste, freshness)
» Reducing fears about the dangers of to

bacco use (mildness)
» Creating associations between tobacco

and desirable characteristics (social suc
cess, sexual attraction, thinness etc).

It is clear that in countries
with weak regulation,

marketing reaches a very
high proportion of people. For
example according to the 2011
National Adult Tobacco Survey

of Cambodia, 80 percent of
respondents had seen tobacco
advertising in the past months.

Advertising, promotion and sponsorship nor
malise tobacco, making it seem like any other
consumer product. This increases its social
acceptability and hampers efforts to educate
people about the hazards of tobacco use.

The tobacco industry maintains that the role
of advertising and promotion is solely to en
courage smokers to switch brands. However,
another impact is to increase the desirability
of smoking by associating it with character
istics such as independence, glamour and
machismo1.
In countries where partial bans prohibit direct
advertising and promotion of tobacco prod
ucts in traditional media, tobacco companies
frequently employ indirect marketing tactics to
circumvent the restrictions. Tactics include:
» sport and music event sponsorship
» pack designs and displays
» branded merchandise
» product placement
» so-called corporate social responsibility

activities
» new media technology campaigns.

What is TAPS?
"Tobacco advertising, promotion and
sponsorship applies to all forms of
commercial communication, recom
mendation or action and all forms
of contribution to any event, activity
or individual with the aim, effect, or
likely effect of promoting a tobacco
product or tobacco use either directly
or indirectly." (Guidelines for imple
mentation of Article 13 of the FCTC)
In some countries the tobacco in
dustry still uses print and broadcast
media, billboards, electronic mail and
direct mail and the internet to market
its products.
Point of sale promotion is particularly
powerful, and is allowed in practically
every country in the world.

1 Bates C. Rowell A. Tobacco explained: the truth about the
tobacco industry ..in its own words. London: Action on Smok
ing and Health. 2004. www.who.int/tobacco/media/en/Tobac-
coExplained.pdf

http://www.who.int/tobacco/media/en/Tobac-
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Advertising, promotion and
sponsorship bans work

[ I B?> on all forms of direct and indirect advertising
t -I Ban on national television, radio and print media as well as on some but not all other forms of direct and Indirect advertising
£223 Ban on national television, radio and print media only
; | Complete absence ol ban, or ban that does not cover national television, radio and print media

. J Data not reported
;___ I Data not available

*Direct advertising bans include: national television and
radio; local magazines and newspapers; billboards and
outdoor advertising; point of sale. Indirect advertising
bans- free distribution of tobacco products in the mail
or through other means; promotional discounts; non
tobacco goods and services identified with tobacco
brand names (brand extension); brand names of non
tobacco products used for tobacco products; appear
ance of tobacco products in television and/or films;
sponsored events. Map source: WHO Report on the
Global Tobacco Epidemic. 2011. Appendix X.

Comprehensive bans on direct and indirect
advertising, promotion and sponsorship pro
tect people - particularly youth - from industry
marketing tactics and can substantially reduce
tobacco consumption.
Comprehensive bans significantly reduce the
industry’s ability to market to young people
who have not started using tobacco and to
adult tobacco users who want to quit.

Comprehensive bans can be achieved by fol
lowing the international best practice stan
dards outlined in the Guidelines for implemen
tation of Article 13 of the WHO Framework
Convention on Tobacco Control (WHO FCTC).
A comprehensive ban on all advertising and
promotion reduces tobacco consumption
by about 7 percent, independent of other
interventions. Some countries have seen
consumption drop by as much as 16 percent
following an ad ban.

The WHO Framework Convention on Tobacco Control (FCTC) states:

Article 13
... a comprehensive ban on advertising, promotion and sponsorship would
reduce the consumption of tobacco products.
Each Party shall ... undertake a comprehensive ban of all tobacco
advertising, promotion and sponsorship.
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d sra,^ deddO doadd dodjaeddod d,sad
daadosjaartdo d-Ja^asaddoadd^Ood

Sddo doadoddo

# uodo ddSj 6'adj 20 Artdeuortddo^

Sedodddo ddr^ aJotajO 10,950 djart^do

d? dUBa^h d4oddodddo.

# £?ddo doaro& AjeddnaA 30 ddrrWC

dddjadod dra 3,28,500 djaiWo

aoddo do^tf erod d d<3as Jja^ jyasarto^d.

z^adddO dojoanrt Aiotooddu ayaodtfrte*

dod 7? d,S ddr 277.611 dOodc^ djarfc*

dd giartod dM -A
-» djOddcoad os' s'otsanrt dowod^d

ayaoddrttfo du^nafi na&f^ 6.5 ddu^

raaoos'rttf dd drtesd d (dwoa,. das4'. )

«- s'oasaiSod daadoiood dddoaddO,

Xiooosjaoo cad ^oasa«d tfodartert

a>coj3 d.



dOfJJoJ iJSPoijJ.Jjo'OofJ

# sariL>ris^ ansfS ^oijDSsi iJs?
?jui>.3eo bjdraizrjfid

-# 300 Artdeuozte*  t^eEtoaa^ deasrtsdab

^owa^Efo d^o±>e» aO^olrae dodotfd

ouiscLoe ut^do uodo xio^prard^adsd

I a'oo'cs'a'o a'Qn'i a’aio'osD rfoo'o

eonsKodjaderoAd

-s tcodo Sehae doasa^da doa edo«e» 8 SeLae

xrstfo&sb*  dadtf ea'o. uodo «’&’ ecs*

2^j®a>oiO ds?d daa tdadex

<adja uods ofi^eOci© d$?adad dadrttfda

oi^adfso.
& Sjrtdeuort^wo ex 7000 aaoii^

(ua^ n js t W) £3 s*  era rt as&ercsj o3js e a-

Tiods^d
# WCdKFOd aotaSo^ t&?7^

erosjoiraeAAJe^ds^d.

«• co u'o*  eotoa^A eroa'o3ja«As’ojQ'oa>'

n,a35TOdvritfo wSfSSj «OoS»^)dOod

sadiTto ro^aartcS d

-:> afoissid aa^craFdrt^o doa^d^ dos'^

odf^ddAi sicbfa.iSdofSo&ddo raaaA© ’ Ci u\

rtaaoireAts^&asb^d

«- esdo Fkdaad akddo d d,t3adrtec&

^oasas! dnaqjrrt^ add a mA erodoiraeA-

si^ri^dj^j^aJdJoaDdri^oi^’
E>a,ojjs>)dj rfjdJDdj<^<y|aI^

es&’^aFsioj efus>oioeha»oJ3"djdjc3.
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O

spaddd© dozsafe dc&o^ra sadjacd

e^cdb 1 : zjadrssdd d.dedzWO c^adsaaarf adfd

1.1 7j9dF&>?)d d,rffEiritfO dO2j9& dO&)OdA>d B9dJ9dd 10

1.2 TjadF&sjtf d,<±dr^<9 dozsafc ^fdfSctood asdd esdjsertjd s&etf

«rod djagdOgsadarisb 11

1.3 sad/adi assart ddad e^saort^ arad,

sszpa.oS)2 : doasado arod^rt^ asa&aado F)dfd

2.1 doassda erod^rt^ asaZooada, d^sacd Sarto sjaplraradd, 12

S)WF0i^ 7;O2JO^A)d SSrfjSfi)

2.2 dOZSudd ?A)dc^2598oD9d3 ?JUF0^^ ToBadTOd 15

2.3 59Eif3ES) zsaori 3cba3 oQssQrts? 3593 

es^oi; 3 : aaj^al dossal ero^ s&acats cJjjfo^

3.1 ®E3^^ rfoSj^OOd dossal erodc^K^ ^02J0^A>d BScirafi)

3.2 eO233>  ero^ri^od sfc^sb ararijs oi»sS asrf^oiic^ dS^co*

B9drari<&

3.3 usjxtoSj zssort dcbsj esOBaart^ sjs^,

4 : dossal ero^ri^ s&eeJ d^SvaaAobsd adjsert. saa^

4.1 edjafrt. cosa &odod dozaa^ ercdc^ritf afefe? daivaa^rf

doao^^d uadasdd

4.2 dosaaui ero^rt^ s&ee3 d^d, ada^ Siedco dsadre 22

4.3 usdjada zsaart ddad ©Qsaart^ srod, 22

ej>9a3oi) 5 : sowo^si^ s?addec& sadjad:rt^

5.1 spaddd dodDad

5.2 zpaddeoi) dod doZod (i.p.c.)

5.3 adrod 3oZod (CRPC)



dozaad ^eddodda^ dodo^dea dadrt, sadzaEd gddza dad ddafc dozaad

?3fe3?3 ?aadFZ3S)^ 25? dd^ z^oda rioted dsaacaah dOrada&da,, e>Ezad d,sdarad<£) dzaert-

daz5da sartza ?zad) Edaes^rtw sadraaaahd.

dozaad E5odod,z® saodcd WEdasad adda zsaort rtdaaartadjda aasrtza &t ddEzO
^dadaddaddort dzaS uadzaEd daadd z^dhzd^da d? ^&Sod enzded. dozaad

aododjre saodrt^Ed^ doraaadsaoodah e^dartdcsadd « saodzW sort doodad

daa&d dado ts^rt^Ed^ adaasad^ dda^jdOod ddsazs^ tsrtad enzdoSzaerirts? doda

sadaada cs^saOrtV^? e>e>, Ejadra^Ort, ssacSz^ dodri^ri sartza dozaad
sdapa&nadort dad dad daddad daadad tsdddd <s)d. sdaa^saart sadaada zsaort ddad

©^roOrt^da^daddSDd&raoda ds Sj&a dodaaodeaanda, ajadrad^ xlsWfi dozaad

doiao^dad de£d<S e?du coartza zsszazaao dzaoddad Ezeaortza <sidd<9d daa&>d

enzdodadaafid.

dozaa^da^ dzaezdrrtedda zpadddO 16d<? ddEdadd© dOdodA>dda. gdzaoda

aoadsad^ dcaadr =aoda zsdda, daaa^saafi sS^da dod?&>dduaddza dozaa^a

aesgd? 2^addd<g Kd^odsaaoaada. ddrristo tfsJdod gdd zas^ aaariaa ds? zsadoiaariad

aaoda dadf^df ddsdadd<g zadoAeid sdasaoazs z^jasiaEsaEdpd?^ zsaad dodzaaddza

ds 3BQ& zadasao ero^odSo. y dodd ddasozadde ddEfcadd dzaded^ dartdddrtza

odadjde Edd^d caod zsaart zaddo. dodd 1960d dd3d<9 a^d^d oacrfae^ sadezs*

saariza ©daeo^d dssFEa*  zsdde? deasa ddad dddd ts^oddrisd) dozaada sartza s^dcF

ddadz® Badra-dOraas&rW daed dd&> d<gd2§. dozaada zas^ z^oda zsaridu dEizd^odan

dQradadda. xzai^aaod es^oddrt^ esc^add sSaed dessada dedristo dozaada ddaae^

53Eiradaris?Ed4 ^daeaasaaA assort ddea esdozpdd2§. 'gdezSd dddrt^Q d? BaE&az3art'St>

^ua d&aafbdd^, dozaada ddadd dsdddd zadaded dedrtsfe ddd zac^dodEd^

dzaeodadd. dd^dzaertj dodoiz (WHO) dozaa^a acdaod,ra dsSa^tfdd (FCTC-

Framework convention of Tobacco Control) d$Ei> ©oddoa^coi> Ezadra^ esdzaertj
Zodozaadrt 164 dedrt<& dda^&dg, <ad^ tjbS.

dozaada dfdrtcoaod asriddO ddr^ soda daOcdaE^riza aozi^asd dadd^dasad.

dozaada dcdaod,za sao&odfi^dja^saah ©Edzsad^ dddesartad dadar ©dd^dodEd^ ds

©0$ tsodrtsd A>ao dcsddd. dozaada rtfddctood xjadrzsd^d adzaMd daed

enaoaariad ®ad dsardd sdfdzaoda dzad estpFd z^adde do. zjsaddfod d_.d_.Scod

dodzacdEaa sdods?od (ICMR - Indian Council of Media Research) ^sad, dozaada
rteddodod enzodartad sa^dzacd saodd (CORD - Chronic Obsructive Pulmonary
Disease) a^dod saodd (CAD-CoronaryArtery Disease) asariza bs^o8, dSdrt 2002-
2003 dO dza. 308.33 dOodEa8 dd drtaOda, gda dozaad uzzdsdodod Easdarzassartadro H Q Q
znzdza^nadsadrt^od eroodariad oaz^od csd^od dzsahd.



esode, azadrzaSidd adJaeri^dda^ danasdad S^dS dsardd daee? 'adad ;3o<S3j?e>£>^

zszaazaad sarba erodda z3eddd add,do, dddad sadzadocaaAoiua dozaada Siodaodra saofoQ -fl 4 cJ> —' Q
esa^dd^dzaaAd. d? sadradodeJe odUae^ aaartja dadaoza deaa^re dz3zaaooda^) 2001 d£>

drtded*  coartaa rodd dozaada enadd^rttf (zsa&uada Sided asartra zua^suad-zaaE^z^, erosadd

dLradjo aaadaa cdodd) dadJadoS)da4 dOzdoaadda.

^de ddaodad© zaadd dozaada ddac^d ddad asartra WHO FCTC mzpd^odaS d,daaa3

Eaacdad^dSo&da. Airtdedf 5ao3a,i975 zsaori zaoda.

dozaada S>odaod,ra zdozaea dod (AFTC- Advocacy for Tobacco Control) dj dozaada

ddaae^dad aaea zsdQrt, doz^rt^ri z^oda erodda dedSoijaA ddradaAda. AFTC oda dvaead

ddd zaadd zs^bd?, d,z3adOoc5aA z^oda dac^add, ddari, dozaada S>odaod,ra saodapdada^

dodddO zjjzadd, 2003 dO daoQdeaa 7jad,zaao3ada. d? dadaado&a oadddris? esoAesadd

dodd dae 18,2003 doda aroddasaA, doddrdrtjaoda dae 1, 2004 doda zsadrt zaoda.

Prided5' sartaa gdd dozaa^a enadd^ (zsa&>doada Sided ooarija zaa^saad, saar^

enaddd daad^ asartaa doz33 SJoiaod,fa) sacdapjaa The Cigarettes and other Tobacco
Products Act-2003 (COTPA) dozaada ^eddad zsddda^ aoartaa dozaada dedddddaa

'gddda deddadjddod daaodd tsdazpddad zsddda^ dozaadd daddraadart^od dddad

rtao daaodd. dozaaddO Ba^dcfsadd aaartaa 'qdd aaaSisadd e>odris?dadd. dozaada

zsa&eoadarteda^ Side^das^da sartaa ©35a,d dcda^d dozaada enadd^rtsfe Sieaaddod

daaeQdaa^adjda d? saodod wdedrWO z^oda. odd <go$daaoda saoSa. 'gd =aod daad,^

TjadrziSd dsWda^ dozaada daadzaaAda^caartOe, e>zaa,d do&dda dozaada zdd^

zaSodjartadidda^ d&daz^nartOe sad^ssaria^jdea. d? sao3aoi>da4 zsaort ddeaa

dodaaraFzaaA, dpadaadrdzaaA dpdad^da^ daadde 'gdd sadd Sszssaad

d,oiraezsdaaariad)S|y. oaz^ caariaa oaz^da^dO d? saododada^ doodaaA zsaori ddad

fcjddddoaad.

ZoOda sao5acdada4 e>dazsad sartaa zsaOrtaa^doa es saoSacda Tlaadfad, ®dd eroded ,

©da ZQ^rtaaoadad eiodrisb sartaa dcaadri^^ dOodaaA eszjJF daaQdja^az^da wd^dd^.

dozaada Siodaodp uaoi^, ®dd dadd^ aaartaa eadda4 xbadzaaA zsadrt ddeaa oazs^eeoda

ed^dd) zaaOddesad d??adri^da4 ddddaz^da d? dj&aod eroded, dozaada S>odod,ra

□aododda^ zsaorija^wtad zao ^zopeiriS’rt di dj&a esd^od

dpi/aezsdBaOodaaAd.

zpadddO dozaada Scdao^za sacfo

TjadrzaSid ddrtdO dozaada Sided ; dozaada erodes? zsa&uada, erodezad aaartja
dpiraezadd ; eszsa.d doiadOrt dozaada daada^jdd daee? Szaro^ csarija dozaada erodd^V



dac© ejdaafri^ dozaoO&d aadd dQ&d <s>z|0Sojada4 d^daz^da-6s <ae

©odri^daa^faaodd

(COTPA) t?dcda© ddaaadduafidad ena^edri^dOj xsaOdad d^d© 3eod, dsard acdaa

ddaodbd© dabdaritfda^ zsaertaa^xtadd. dozaa&i dojaod,ra saoSodda^ zsaertaa^dad

XjzjoQ aaariaa t^saBri^ d.oirafZid^fdjd gdadodd doiadarWda^ 'sidd© dzSrdoaAd.

dozaada doi>od,za^ zSozaea dedad oa^ecda aaariaa tsoddoa^eoi) sadaada ooadra

dozaada dodod,ra saoSaoiada^ ddart,aaah ©aodco 'ada d^acdadaaartadd. es^saartsSa ddafc

asasass^ari^da^ ©ada^jaoda 3drdg ddf&dad<5odja ddsrortadd. dozsada daSaodp^

xto&aoQAidod e>doa$ do&d, 1973 asartja z^addeoia dod xioSod, 1860d<£) dddcad

d£,o3arttfdJa4 'add© ddrxiejaAd.

z^addd© dozsada dodod,ra saoSacda ©daasad sartra zsaacdada^ znaddartfa'S’xiea

zsrtd.adad ©odri^da, g© ddf^xicrafid. djaeScx;6' esdsaarisfo, ddeddda, ddraz5 4 co co ‘ ' cJk CaA
xioxiriV daaalxida coariaa daaede/, dxSjaedod6', adaad deaaradodd xjadrzsdd Xj'sWCp 5 Q eJ Q Q
daa©edart, d^dx^addart dozaada dcdaod,ra saoSaodada^ xiaadaaaA zsaart ddad© ds daa&d

ddaaadadd.

©Qdjd «5§3a3ri<& sarLra tsdoad saartaa &do±>da4 caaa)©xiad dzpadri^da^ esdazao^d©

d&3 daadcaahd.eJ

-<af
to!



233^^0
zpad^ecd dozaad ao&o^ra saodcd d,^0^ ©odrisfo dend

1. zradra^n z^aadaaad eds3c<^

2. dozaad zrod^rttf zsadeuad, ero^tzad aaartua aaapdafzzddd aded deduad

aarod

3. aaa^d dodd^Ort dozaad erod^ritfd^ daadba^dd aded dd^d darod

4. ao dossal erod^rttf doeeS advert sOdaSoabd^ d^zb^dx

d? cTOO^ ssodrted^ d,^ ®cpsscdbri^<g dsSrduaAd. jdz^-'sddgo4' oosrtra ad^
daeo^ dod djaoddod djaeOex4' ts^eaOzteb md^sa did^ ^da?jad add
odaoa&d t?aoad sarL/a Sd$ Soi>od,ra adreOrt^a esd^sa 'sd^ ddsacsad add
adaoadad 'add edaaOrteb ©d^s COTPA tsaod© ^ad ^ztia^eo oaa^ sisard
©da® 2^33 deardaod ^cdafddztaoadod d^rt^d^ dozaad rood zsaort ddad
a>dsaorts?ocd erodf^OtoaAd.

4^



dSdFde^ Z$jadads>d

1.1 xrodrzsSS dVrttf© daadaasad Sde^ xfowoQ&d eadaada oda^jde sW xrodr»d3 dtfritf©
dradaaaad daadnaadda.

sadr»d3 ddd aaa^ [S.3(1)J

COTPA ©Sod© da^^&d d,5ad, xjadFz^da s^et3 aedad ^dri'dd^ ’xiadFzsdtf d tfrisb’
zad^eaariadd. aro© d,dedrtsfo 'add© aedo, «dd ddd xiz^aorfrartsA), a.fraaorirart'sb, d^
ae^rari«A>, zaxfdeaarerisAa aoariaa 'aodd gdd sjdedrisb xjadF£jd3 xjsW zsa^dri deed.

XiadFZ3d3 xJsW© Added6' xleda^dda^ COTPA saoo 4 dz&Qxbdd.' 30 sartaa wd^od dz*
3aaec®zWda4 daaoddad daaede? esdaaa 30 esdaza ©d^od dz3a Aeidri^da^ daaoOdad

dxlrazdodW© sartaa adaad aeaarart^© daadaazad^ d^ifcsad dtfdda^ daexj©dea ©dadad
<ad. Q

TOdrzsazl xted© c^aadaaaad daaddd d^deaartad dod (S.21)

xiedrzsad xj>sW© Arided8, xiedad o5aaz§de d^rt dOa. 200 dddri dod dQxSeaariadd.

daadassad d»d xrodrzsa^ d.dedrttfd^ ddoerxiadjda (S.25sartaa 28)

xiadrzsa^ ^rt^© ^aadazsad daadad d^rts*  ddad d,da ^rtaa^ea oaasg odaaa Seod, xisardd;
®9Ba0rt^da4 aojaafdxizjdada. d? ©doaz^ doddda4 ©Qradrida ^dd©o3a? d^xizodada.
®^d 1973d esduad xio&doia d,sad gdd u,da ^rtaa^zaadda. COTPA ©aod©
BBod)FadF&>xiad aoiraezSd ©dsaort^da^ xjedFzsazl x>?doi>©dad ©^sadrisia iaoda
dOd^xjuartadd.

x;adFZ3?an xteW© daadaa^d daadaz^da sade^dad acdadarttfo:

xiadFK^ ^ri?«© <^daaaaddda4 aaJFo^xieaa 2004 d© aoiadazWda^ d,dda zaadrt
dododdeaacaada. d? aoiadarttf© seaj ©Oaeddaaedris?^. znanaddrari, d? aoi>dazWda4
zsaort ddad zsasazaaooiaad ©^sadrtda odrada <aozaadd zaz^ dd,d sadSe soartaa i^dradasad 
©dada3 qdad aaariaa gede gdad xteWda^ xJaa^asaA dorta^d©e. d? ©UaeddaaedzWda^
xiddaxieaa da? 30, 2008 doda daaxi ao&darttfda,
zsaori ddeaaoaadb.

da? 30, 2008 doda ero©f^Oxlizaad aoddad^a
easaazaacT 2 doda zsadii zaod^j. d? cioddarisA d,zrad
xsdFzs^S ^dridda^ ddFfoxbadad eds?d daod'p d?

ddo&zWda  ̂ridadd©8X)&atfde3a.

jredrzsdd dtfrtd© d.d&rxJdesad daadoqj <-> ->
tsadasjeairtda
• odaz^de djS xjadFzadtf ^rtsA© artdeda

ss|ea^ ^ded-

(jaarssaS xtfcSO gris>f-jka$d



dzd&adda. (ddaafdotz5' sartaa zoaazde? dzodod)

daadasrad ddzdd ^dzd-■a© daadasad daadadjda adc©d iaoda sodcS 60X30 ?3.daz.

tSaazdrda^ ds StfAd d,dzd?W© zaodaa ridaddad sari d,d&Fdz3z*.

a: d,.3o3aaoda s^Sesi ngd

a: a^S dada

■a: 33 da«oa

ds: ^Sciraoda ©5^ co«s>

ero:z^rtd daedsaft *db  saraad^dedrid©

z^oda dzs? odaoaddaa dobdaridda^
erooo^dd, cdaaOri dodo saaddz*
(Sozaadda^ds^saA wdzzOddzSa.

az? dz.- d.wc?, doddaaura Zozri ftrtdeta—' © eJ ~
dedeo daaduzzad oto^jdz
ZudAdadOeQ.

daaadda adsa esd^od dda ^aazreris?dad
aoaazde?rts?©, daaadda e>dsa ad^od dzd
aridzuarttfda*  daaoddad dda^zdo^ris?©

dzadazraid a^eqj dccda

®
a? qsssiian saa^c jcsio
kSJWClFf Rra«S $-5T
I ^7T tnrqrr -S7H1 3TON t :
NO SMOKING AREA

SMOKING HERE IS AN OFFENCE

(jrasSFKao vocldortVO ajd&Fzterad Fradsston)

sartja acfajjaz^Fritf© {^jadasjads^A adzd ^Vri#^ <3af?3©dao adsadad. <aodco dtfritf©
djadasad^ adnadddad xjtf =aoda ddpzaA ^oriza? sariaa aoira d,d?zJd d'S’od zaadod©
zadoddfuz.

• fceri z^radasad^ adsadddad ^risb z^radasoad^ daad, ftedadsandded. a© <3dd oda^jde
ded z^dAdad asaAe.

daadasad^ adsad ‘gode gdad zsarizW© odaoaddaa sadJada sroao^Xida^, aodddd &6da
zood djadarttfdbj daa©?^, d^dziadtf adsa dac^zsad^ daaosad dadod©daddda doru^dd
adda doddddfBariadd.

d^adasada advadddaS d,dzd

daiada 2 (e) d© erodzzO^dod daadaaaad d,dedd) “S^d Zjtfrieod s^etfesaA gddfSa aaariaa
daexia sdcda© aaddaaad rijazdri^d^, dodjararasaA nas?, ds?S> adadoaddz^a. d? ^aaerari
^odaozsafid zsaAaa oddest sariaa ada jsadaad^saA daaz|dz3z&>. a© Arideddod djaddaadaad
daari, a £d,dd ‘zjdd ^jaesart^rt ddodde, dedasaA ad daaerteo =a8a?r zpa?? adzaa ddcdada,
dadriaa^dad d^d^obda*  a^dadde*.

dasdaasad daadac SjszrI

• daaadda azpzsa ad^od dz£> ^a«rari^da4 daaoddad daadeaW© dridzua dzdea d,d.?S
&ae^abda4 dazd©dzjdada. add, sari daadoa d? S^Ad do&daritfda, sa©dz3zijariadd.



• godd &raeraoba e daddabgddeda
dz^aridgddezb. z^ozda des? dzh daddrt'fdd, <303d
&aera obadizaaddaaoda dadaohgddeh).

• <^J3E±)309Ed &aera iaOZ& 45© Aharon ^^b Saraad 353^

ssone&dg sartaa ©oba d,ded^ es^cOadad z^adfieoh

z^adohg zadohdezb.

• 'godd &iaedrt<?od daart dedesan daaddaaertadod

d^^otodzSesb.

®$>5a0risb
ds saohoh jaae^de ©daz^edd ibabdaridsbj zsadzba^dex,
dd4dz& bz^arWd dead ©Qsaarttfda^ ^o3aaez5d©arbdd.
'sidd ©auaOrts?oz5e z^ocb dodoh daaa)^, daadd doddaao ©dsaa ©$=sa ed^saQsaO gaazs
d&dTjd daee? dod dddex aaariaa dod dortfcdoa ©Osad daaodcbsad.

ioeWr ©ded
di dohsbrisb dOraadasaaohaflcb, ^dd ©dazs^ddda^ ddohex dozaazb eroddeohaOsa
eroddaoha dd<3 en>zgjF5aaobaoodad aada. jroua d.ddrazW ezjadd&a^aaoida, d caohod
©dazsaddda^ aj&jA ©>d£ dd ddex> ^ab^Ada. 3eod, dsoFdd dadboaa daedd dad,eo &aefcFr
daad aojaertex xisard^ essbsbd a?ado. d? d.ddzadzi^ ujrid&aod ?ba,eo ujazsdr, ss aahahrt^ri
ddabazS,aezdex azrodaftda, ®z^e eao, ddcxba^cxbob^ dedd z3ed oirod c3agabaoccbr{dJ3

dzbd sane aozi) z^rae&Ada.

COTPAcojadsaA 'gdd sadja&zWo:
d,tfz&/aeArtdi3 zirasbEJarfdcb, zoaddeoii d,d 1989 oozd SaleQ&da. zpad^eob d.eS, saoi>, 1989
essbz^fd 167 d j^sad, ?idgcxba^dzb on?a^dd, abased? d^d d^dfl <djahbaad daacbd safte.
gdudz abased? d^Odg ahaaa d^d z^oda z?artd<5 z^jadazsaddd^ dodjarerssaA ad?5>?bd
dzb z^addzoh d^ <sic3. ds dabdadfb*  erouo^d d^S SgadF?jaAcb, e d^d zbazb

daaEiaobohddd dod a^zaarbdd.

na,d^ Soddgraa saob, 1986 rro,d£d d^ridd^ d$?bd rbo d/aoed. ds saoboh ®^oh obadjdz
ahaedsr sartaa d^raedo^rt^O daaeddaaBd zradd4 zsarba ©ddadrt 3edohd^ na,d&b
adLrae^A), saduaad esdohg s$^zjahda. z^ocb de*?  obadjde di&a.edow EbaSeS dd4
dihrazdod^fg ^rodrzias z^adaaaad^ ©dada^ aesdd, © dzba^doUdO daad^carbd ©zsad
dzba?3 z^jadaaaaddocaan tfoa&dsaartadd. d? dee Added5, djartchaod asaddg osaasadg
zaaAaohcaSrtsfo ?3eO&aodc3d dbaeddaaad erodd4 (Sexdd ©sad) aaarba ©ddadr^ed ( 3ea&d
e^ad daad^) ohda^ d^A na,d3da Aozaodd  ̂©QsaortCrt daada Sedzodada.

d^haedob5 zsartaa daaederrtsh ^essage^d ©dohg zazbdd. dda^ nadtfort ®daadda ?3ed
aezh>d)da ©d)7W udrda„ z^aada asariaa <3dd zsaasadS uaAaohanrt^od edOAd zsartdg azsao 



deddeo cdaa^de nyatt sgdd ^dFasdS d^Wztra sgda essd.czoxb^cd.

?j®Sdd doasad saoib 1923 enadja^Aritf/Sedrodd d^rttfd^ d*?£>sd  rtao djaodd. es oacdcd
3?3e ssdaa^ed udjOd odaa^jde es^d dd4 eroded dtfd<gdad Sudd ddrad, asasaddra,
dO^SodonaA odaa^de saoddrt riaeodadd, « d^Sddrt adages do$ad Sjaddesartadd.
d&a^do&W® udasa g^dd TOdFasfaS ^rts?<g ddaaeS adaadauadS rtaeodaA d®3dda
adadadd na^odda^ deadadodd doddFrttfg ds saododda^ zj^daadada. dcdaeS djaadasad
dOraadaasaA d^Sdda sa^do*,  djdoddjaeK sartaa sadSaaed douoQd sacddh^od aa^uad sadaS
<ad. godd doddFrt^S dodod ada^eSd crodja^Art^rt daaS deaad Saaddesanadd.

1.2 sadsaadS d^rWg daadaasad adadadjdeod zjadraadSd edaaertd daed <sztd dereadarttfa

TjadraseJS d^rt^© dasdaasadS^ udada.3 dedSaadda. aaSodd:

1. dridfts aSaartod© dadaada 4000 uasaodJiSrtsJcd, e d^S eadadeS dafidaaOdaaaAdadd.
ds daanoia dodSFdg zada^dood sa^Saaed sa^cF, sad dowo^ aacddrisd,
djdc&djaert gaa^d rtosped saodidritfa dricod eaaaoddd. 'sdude, dd sa^c^d
tsaracddP gd doda gdedd Sea$ e^oddrtsb dc^dddd. ds djadde eddsa,
dja.oSjds1' deeded sa_d doaao^ sao&drtsb sarLra d^dja.eridcbd s±ftrt^<g ddraed
j^jadaasadOonaA saoiad ‘adaa^ eiwranja'&d xjad^dri^d. Sua§ dod2pFrt*;<9  eada zSed^
uajaodBaeoiron ddradadejdada.

2. dadoing e>daaa sadFadS dedssah sdaaa dd/aedssaA ^jadaasadS rtaoedaartad
&dart^ ddazd dodartadd. <aiddda daadad d&donaA ds ddari^a ^aaedaaaft
wtfudesarbdd (ea^eeda daadd d^ sc&aert, 2001). daSd® dodaudad e^aSaa,
daa.eoSjd??' aaariaa erodoadd daaoddritf© 40-60 d,dSd d,Sdrarisfci ddaaed
daaadaaaddod eroodariadd aaoda 3s?dazaodd. gda Sdod daaeoddaa,
enaoBaaSaadaadada. zSed^ esaaaodaaariadodd dadaF doddFrtsd aadudada. ddaaed
daadaaaaddod ddra ddc&aaSjda adS^ dd aaartaa adg^da^ add aasaodri^od
dSdaa^jda c^ad^ed SdFd.

3. sadFKdn sltfwa d-®adaaadS, adaadd da«,d adood dadaasd adetf S^
dOraaaddsTartadd. gddda dedaaSjdda4, adS edaadd <3Jda§dda4 rtadddad &d,
adedaaaA odad&sdd add d.aaadda^rsrtasad, sdaadaaad a^oda dda dgod, adS
dadaasd sad caoda a^addasad. gddda Airtdeua dedaa§dda4 djaeadd ddartra
deddeSddadd caoaoada dJaidaauadrW eapaqapd.

4. TsadFasdS daaadaoad dde^daa^dood asdd edaer^d adeeJ ariad
daasipfsaadriVda^ d&daadada. godd dajFOid dedaa^dood daaadacadriSida dad
a^^sarfadd, ©dert dadOraaadrt^da^ addddS doaddadea
udadauasartadd. tsdd dOreaad daaadarad d3a3da3eSoaj a^add ©ddfiodja
dsJodaaadda.



5. TjadraStf z£/asdssad sded| qdasdssaSrWa 3eado3 zaaddaea ad dosao

idadAjcrod. dosaad &H dad TJdaeiS 2001 sazda odaazp*  daadadra 3dF
(GYTS), saadd, 2001-2004 daaosads^ Jbcjdaiddd,

6. ddaad z^rasdssadd added dBraBEdrWda^ d,daaa)E5aA azdddaddda d®ddda. esad
^easa Sed,d0 sdaac&isdsddd, erozsaddrari soao*  aaartaa dTjado^rt^S aasad, asaSeod
Tidsacrosa sdazdd staoWo aaarija gdd x>saoaod<9 aa^daed s^dcf uarg&da^d
saz^d gddart adae^dd 50 d,d&d dsd aaozaadEd^ ®c^o±>rfri?b ^dda^d.

1.3 sadjads asaOri ddad es^saDri^ arad, 

^jadFssSzJ d^rts?<5 dozaad Sodod,ra seed ddodaaA zsaaodSdc&e aaozaadsd^ doSeSdoa
ea^djd ©Qaaodsfo, d,sdaa)a5an aLae^e;?' aaarLra waaad Edda Sd§ Sodogas 'seraadod
adseari'd d&a|edot3frfc'O, adaedoWg. asartja daaFd asartaa gdd zsrodFKSd de3drW<g, za??
aaartaa d^oa beaded zrodFKStf dossed ssaddzWS Sodded daaadra ddsided zsart'a dsaFO
aaartua gdd xrodFss^ s^di’Wig, u?? aaarija d^eo deeded sadFss^ dosaad asaaodri^ig
aodidd daaadra dddde& aaartra ®S>oe§d sjSeW ?Jedde&. gdode esQaaOrtsfo dzda& Eaa.&d zadad
^adFssaS d,dedrt«?S ssdda z^jadasaad EdaadadcaadoSae aaosxdd sld arodfeddefe. JdodoEdo
wnoo^d daadadddd^ &ade ddadFzS oedodfl dod <aodde&. aaarija gde dodspFdg.
dosaad deddod cddOreaEdrt^da, e>dad d$d de^defe.

tsEds^ed 4 dgdad aodEdri^d^Wodssadrtja^dexi deod, dsaFds^ add geaa.dzW 21 aspartri^od
ejQsaBrWd^ tsdFdoda csddjaddd. dosaafc aodod,ra ^s&ri^d^ aos^ dOraeddcaaodeftdea
<35^ ds^d doaSj eQaaart^d^ oaa$3 dsaFdrisfo doi/aesSddesad e>ddj$d sad. dosSj oazid*
edraert., esed aaarLra 2§d§ £>abod,re, na£wra e52?=4>^)' dodd, ^edaaori, Sgra, drid ssaSu, dad
zsartaa eswsaB <aoaa3rt«>od esQsaBrttfd^ d? 5ao±»F|oda rbdadd ©^dsaddd. COTPA
esdasgaddd^ dBssadasaaoSsandadO gdsaoda sdddd ^ds. ds ©Qsaartsfe dad sja&rt zadad
aspartrttfgd ^adFSS^S i^sWO odas^de d^S z^radiEsad daadd oaari djaea&a^desadsde ®dd

sac&odo daraaEdsaaoiroh ssaaodraddedodd esasaarfcb dJatfcren anad&d, Sodded
dsuadra adazdadddeie. tsdoaz^^ podded BadiaSd esad ds ©^saart^rt gd aosaadda, dffaFd
doddw^ daea&’jas/vde8’o. s-adFssdB1 qJaa doss-ad doe a do’,
dra. 200 dddztra dod £>Qd2oa&z3a. soda d^nod dra dzdd Tjasdd.F Esartaa eazd ts d$ sdadea
soaa Edaad ssdzead^pe sszjSssa sdd add <odrb^zdd tsdoads^ae dosaadd dodd
daaddda^ Sriazda^rjdeBarbdd. ssdoad zaaaDd aoartaa dodd sdad daodAidasjex ©CjjBaorl^ sa?
jda&sad dSeO da^ri^dded.



dozsafe enadd,rt^ asaSoecada
oJ e(

2.1 dozaa  eaod^rt^ zsa&szoada, dozao dada aj^o3aae»^| &0d sadaada*

oiaaz^de d^S odaz^de dozaa^a enadd^F^ zsaZozdadSSaz^da edaaa
sj^c&aaezSSa^jda So.

zsaSofuadd w®3a3j (S.3 a)

COTPA adradraodod ’zsa&oada’ zaodd daaztSfda, tfddd, xSjsz^eS, Sadaazd, dradd
aid, odd z^rtaaodod z>d|rt saraad odadjdf’ naaJdod daaaezl d^Ura dada da®<533
adssa g^dd daadri^a ^aaedra tsdsro dtffc, dz^, daart wjJssa ©So daadd
tszpd^a.

dozaafe zsaZeCoada, Sozoo dada aja,oi®ez3ud a^d (S.5)

BaoSaoiaa ArtdfU) daddd dosaada erodd^ ded dado ddaaeg zsa&oadartsia, dada
es^rWda^ SozoSSad dada sja,o5aazaSaz§dda4 zjtfrtaaod otoz^de tf,dadda4
adeQdadd.

doaaada erodd/itf zaa&eoadda^ a^e?>dad erodeds^A, saododaa Sad-<3djddoi'
w^saa daeoeJd dzSroda sSjae^fs*  ©QsaO, uaai easad es^ssa Said <a©aa3oda
tsdsao, adaa deod, tsdaaa cazs, Saard daasijdd Sdassad dSrcda otsas^de
esQsadrt ^da^ 5ao3aoi>da4 enaeao^Sd esdaaiaad^fraad ote^jde edaaa
eddradda, d,d?ddad dada ©<3 dadaaau dddad ©Qsad Sedadd.

©dadaaSd es^sadoiaa eaodoiada, erooo^Sadodd zsa&fuada dada srtdeBa
daau.c® asartra 's^dd dozaa^a erodd4rtsi ajja^rarWda^dddas&a^zjdada.

ssoSa erooo^dadod oiaa^de dozaa^a zrodd^ aaartra zsafoeoada dSae§
dddas&ia^eo ejaorasaAd.

dda dazsaasasadd, dddas&aod odasa sa^zddas&aod zsa&zoada ©dzaa
zsa&zoada ddart^da, Ssardd daddrrt z^dS ^oiaaia d,aad zsazsda dadzadada.

dozaad w&pW zsa&eoada (S.22)

zsda^d 5d zroeo^dnaA d^Scdaa aadda ddrd Sd aqizaa daa. 1000 dod ®$aro
aadd&^ rtadodartasad. s^oda aaddd? zaao d&d^aaAt^d, doda§ d/a, 5000 afcda
sdo±> ad$ 5 ddr.

zsa&euada aodadrisia

c3ed dada ddaazg zsa&eoada a^LSraoiada^ SdeQdad &od e(pd®Sdcdada4 Ssard
Baeasae^ daadSSd^da. ds TTOdfWig d«^ritfda4 dozaafc wdd^ aSraoaw
aksadad taoKS ®$asa Sori.&dad rtraznadad aiaaoz^aridS a^ddd^d^.



• zrierfd na^: 60 do.daz X 45 do.daz

• 20 ;to.aaz X 15 do.daz rrad,d dazzaadodda^ daoddad #za£d<£> az^pdodda^

^Wdz3eS>:

• dozaad&od rodp*  zadadd

• dozaad ;qac$ ddadd

• ado^cdaa ad^ earaadod ^uzroAddzda dada Z3<? &>d4dodg Sda zarad ©gdrt^gddzd.

• ©oriaod© oz^ddad dozaS> erodd^rts? d.sadrt^da^ dad, dfc3 daaddzda. dea3d<$ d?

^Ad^rted^ zatfdad saAe:

• zapcs*  dd,

• zaapcs5' ddda

• dozau dzdad dodzd edaa dd,

• &d4d e>daa d.Baddaadrta'S’da^da

dozaa*  ddarttf ddaazu zaakoada

Aiddaa saria dSadoF saabr^daridO dozada
zsa&zoada dated : dzd, &dda, daadpa aarta
adsads*  droz^dari^O oSaz^dz dg ®daa aad/d^a
dozafc enadd4 za^dadjdda^ dazddad aaAza.

e>dad,zd 5 d eroeao^drttf dazd dna d&dad ddad:ep eo 
odadjfd 5 d eraoo^drt«?da4 ridadd ddad dddeo z^oda zsaeada ddadcdada^ ddozau*  30, 2005
doda dddoaodda. ds ddadcdaa dodda eroeaodd d,ddrari^© dadazWda, dod^A) ^da
cjrtas^dd. djadarWda4 adaer^ saodFdSr, adafrts zsarta daaoza daosapod, ddaarza
ddd, dd dd£) 110011 gdod ^sd&daadda. oaas4 aaria dea da^rt^Soda <aodao dozsaeacro
dda^ritfed^ dz3X», adz^ed 5 d eroeao^dodaridod da?a&a^oa od, dsard^j adeS&d.

gdeade, dfiadd*  aarta daadp daat^dari^ri dddead doddarttf zroooddodaAdadida
3oda zaodd « ddda dadazWda*  dd saodrd&F, daa&& aarta d,zsad dao3a,eaod, sa& z^dcd,
dddd<9,110001, <3dori Sadzadad. Sezaea*  d^ddid dd^dr saod (dodo^ra), 1995 ©aodg
a^daa;,z5d?df/da<5fz? Sdaddo*  ded^d© zSea daud dda^odda^ dddoaAcd, 'ada arodA
L3ed zsade/rt’d dcdda erouozdd daaQdd o,da ^rtasddd.

zsbZoct* ?Je^)

WILLS
WORLD CUP/

fl®®® I
INDIA-PAKISTAN G-^

cja.odaoodd ddrdaad dadzs*  z^td da^d^daodzD ddd> zrod ddodaeaodd deadzSd dada
dfladJddg dozaad za^od ddac5 sadad doddarWda^ daddaaaSda. ddO eroz&aaodaeaodd
ds adzddda^ d,S^, z^add Tisardd adazd. aaria duaoza 3eaa.za geaaaS da&zo &azWF
daddazodda. gdd do^ada da&,eo gaz^r, dd£ ?roz|c5aaodaoodd ededS ddodad dodda.

COTPA dadsaA dozad zaSoznada aodo^za^ <^dad sadada

1. e^aoSjart,dra saod 1952, eaod aoiada e?aaijart,dra saod 1952 d 5 a o±> zrodxte^ (2)
dod ddacz' daods?oda dodddfteg dozsa*  Xtedd e>daa ^ridzwa dzddoiada yadzzSdad

—-—’ ---------- -E



dda^Fdad dada dayaapdad d^aWda^ dreeaddod drrodZodea apadd dreFddod ddeFdd
ddddadd.

2. eredarea^ dada dredddFdritfig dddarortad areZoeaadd doZod dac§&s6 ©aap ddaba^de
d;red apaddoia aaa^ erodeddea. arerreA areZoeoada adds^A ^dapdd doZod areaoixSd. (d)
are?? da?rou a^rireodod doareda erodd^sfo dada sreSecdarW daada areZoeoada
d^jadsrertadodo.

3. ufue? dOddf? S^d^F (Sohodp) reo5a, 1995

ds recdart 2000 d<3 ddgda ddeaobda. eddao±>£) areZoecroda doZodod aojadaritfda^
dre&doaotodb. ao&da 7d d,red drtdada, gdd doareda enadd^rtsb, dad., Sda eared,
da^<5naA dc^dax>d areoa, edare areea daQdad arew<£) daaosada^zW erosadd, dreoau
arertre aa^oiaS^ d,dy$areA edare ddree&reA doaaddadjda dreddo. edd eri^f 6, 2006 d
AG aodda 7d ddada doda, dada $aaa,da 27, 2009 doda dadreoda ddada doda ds
o’s’Ad dEreo&do&da^ daOdeaaAd:

ds edAd dddarteri a^ddadod drtdawa, dozreda erodd^rtsfo, djcd, dad. daaosad dred3
ddaris? sre.ocs4' aodda dada djaertre dreoddad gdd dcredFrW esaZoecradart^da^ deau*
dfdodfi d^red dredadada.

• areZoeoaddg dre?odad d?bdda4 dred, doac9?iadod dd, dada d^sb saddeda. ade^d
dxbrt^da^ cdredjde daadd<g djaeOdzredda.

• zrecofireddO ad?C>d dxbrttf daod ^d^ e$ere ddreeg erodea) gdaredda.

• dsbritfda*  doa^dad oiroa^d? daartda^sfo, ^o^edrtsb zsaZotcraddfi gdaredda.

• £dedd dzbdd adF^ are, e$sre aere^i e^sre dreddda^ asaZofoada djaoddaredda.

• gdd ddarttf areZoeoadd dddg adfdd ddarWda^ doa<5dad dc^dedrtVda*
dreeddaredda.

c53s?£d ddarW dd^aed asaZoeoadda  ̂Sabo^ad duaareA $a,da 27, 2009 doda ds ho3adarts?rt
iadda ddiWda^ ^aodoaosada.

• areZocoadacredda ddfQd «rodd4d ddadad ddadd d/sadd areZoaoadd d^oiiaeart
asadFC^F esSoaoW d,dreradd, a&aoddad eaSFohda, dfiddetb.

• ofod, xfoao*  daods?o3aa eodd areZoeoadart^da4 desa dodd d,drea$da3f&.

• SeaaaF dfiddf? d^ddF (bo±>od,ra) wcfo 1995 d e^,oi> aSere daaS^ad1 e$are arod-
daaaAeod daaS^ea8, dread ec?add daeeS ^aaao8 eddadoW daeaS 3,da asdaAdad
eQred dreoddasad. asaZoeoada daada do&dabda*  erodda BedoinS area dredad
decareA 2005 d® dadrec<dod dareod aSsre dai^d brro ddado±>da4 dddoaodda, ds
ddaeoiag daZos? dada da^ tferejfas^A daaoiod NGOrtsb, ds add® reodFddFZodad
dreFB 'goaaSrW d.SSQrisb ^dasad. ds ddadoio aSere daaSdaad asad a^aoraaddod
ddFdad, dredazte daa<d 3,da ^rire^ea edari dareoirfareAdadd.

4. a^addfoia asaZoaoada dreddrttf dadda 1998 d a^addaod asaZoeoada dredSris? daddd



^odaod,?od xioZododaod <s>zaa,d dcdb^dd)4 riaooiroh&d adeQd eroddyW zsa&>?oada
cadeQxto^d.

5. gjxldra xledrW aodaod,ra daxbad, 2007

2.2 dozaada wsfyrte zsaSofcreda edaSez^^dosd ddr

1. dozaada eroded^ daaoaw dod/fsfo « erodd^W daaoawdd^ t?doisah erodezSxladd. dozaada
^naododaa ec^afad dada oiaadoda daauaw dod,dda4 tsdadOidadd.dozaada doddrisb Jaord,
ngdddda*  riaooisah&djaoda zaafccoada dja&xJadd. gdOod dsdd ©edodag da^<?d ds
eroddjritf dazdoda zroodah est§ daadodaadosartadd.

2. zsaSoeuadart'sb dada zaapdjazzSd z^dodrtzb erodd/W zaapra*  d)d> ez^rts? dzdFdda^ ddddadd.
ad.odaddpodd d,sad dozaada dodaaddood sa^odjaezSdrijaod d,ftaa saodaF^dadda^ degSid
da^<& fpjaddsrad edozpdad xiat^d gd.

3. z?addd£) dad^a dozaada eroddyW zaa&fuadrt dzda dadrortasad. zpadddg dddsaad
xidaedodaod dad*  dada cdaaddda dozaada enaddrte, ddedzaah Aridewa dada rtataa,C»A TJ _O cJ K. -DU
zsaeoecrodari^od dz£> ^zpaddaariasad. 2001-04 dg dddcad ^aaedoiaod 8-10 de
ddrtdoixg Ldad (13-15 aaapiad) 42 d,ddd da^sb dozsada zsaZoeoadda^ droeacaad. dad'Srt
ooarba edaaddort dozaada zroddyisb djrt jaaadzaadda iaozaadd dae 31, 2005 doda adzlradd
aafcdarted.

4. zsa&eoada adf^Ood dozaada zo^d dadaoirartadd aozaadda ^dda^ea sada^*
danadrWd.1999 d ad, zaa^oa5, dda dadd^. edd dozaada adeddda^ zaaddeeda
zsartaa zsaridd dozaada zroSdaodaa zaeaaaah ddjaeQsbdd.

5. da^sfo dozaada zsa&fcrodrt daozdaafi zad zaetfasad. 'sjodad odaadrt^od ©ddda  dnddesad*
esddjdd <gd. da^tf dd^ ^edadaads? (convention on the Rights of the Child- CRC) oi> 17de
adaz^edd) ‘sidsb*  z-d dcsbdd. esdaz|fd 13 sartaa 18 dad^ dd^ zsartra fcaa^Sodada^ z^d
ade<sbdd.

2.3 zaaO a>£)5aort^ zsad, dozaada sac&ob eraoozp’cSohaAda dodazaodO xrodrzaadda dozaodd^
ef^saOrttf rtdaed^ ddadod oaza^ daaizsaSoddeda.

• a^djd ©QsaOrisb dozsaoFro xJdadri djadarWda^ Zo&dzaadada. dddafe*  aaartaa daa^ra
daac£daKtf0 erooodN dodazaodd z^add xisardd daa&S zsarba d^dra <3uaa3K drada
aedzadada. dezaea*  Wed eddewcfrtsb £o±>da erooo^dd z3ero dazS^edW rtdacd^
ddzadada.

• <gdode, COTPA ?jdia*  22 aoartra 23 d 3jsad, zsa&foada di&rWda^ adadadad sartra
dddQAid^9bd doddg, dauadrtsSa jaadriaa^d aaart draeddja^b^da ®d5dd5.
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55353,3d adodoxlort ado do ©sdoocd
dorado enodad,rte*  adsacaw

eJ c(

3.1 45353,^ 3dodO^Srt adodo esdOori dorado Wd^Ktf 3d53O3t3 5333<!Z?J doOdo 53ol/3do

y>ra.S adodo^dri (18 adadF^od d^Aad adodo^cdaddo) odoaa^cde ad^Sodoo dorado
enodad/i^ado^ adjadraticdo rartra esasa,^ adodo^do dorado wodad^rWado^
cdz^aosoxjrfod adodo adoaoaao adsaidcdod aoeoa dorado adoaoawreddo
sDz3d£>aA&ra^e3«do. adodo odoa^de ad^odoo Sdra xJoxjrW xbdadood adoado

(3OJ33* tro3ci4 ssaArttf dattS Bjdfcrxlj&osci utiraert. Sozoo$J &ipi t3S)

rtzs/odoac^F woddcd z^rd dorado zrodad^ado^ adoadoadodeo.

ad ra xiooSodo ra^ad. [Rodoado 2(a)]

&dra xio?j zootdd artad Sodoadaaad^rt^od d,df§d xbazdadrt^ado, jdecdosd xi^eJi q eM 4 q

/deod, <3cdo oiraert eo^Badaocd strand sdida sasdrt^, saeJezsoristo, sdodo gdd
erased d<9do±> ;dod a^z^e^drf.

esra,^ sdodo?iOri sdodo es^Oocd dorado zdoacrow^ sd (S.24)

So3o35oSno4 sroeo^Xid a^uodoo dos. 200 dsddrt oioradrt rtoOoirartosacS.

a«§e^cdcdo4 raorija'S’dosJrfo (S.25,28)d?oa, dsard edra oaa^ ^sard ddc? 6d
ej^odo asdcrod axiArf a^odo adodd,3i> dytia^eoo azo tsdra ^z3fd s^rWc&4
ac&aezSxfzocdodo. tsadoa^sj z^sdodd adooaod sdo^o^dja^wadorad
zortodoraftdoadood zsa& esQtjaOodoo ?^dgo3oe wrtadoxiaadodo adodo 1973
eadcrad 3o&>dodood a&odraA aradc® cddxJaadozdo. COTPA oaodo<g adoaaid
addd es^sadodoo sado ddFdfi adr&^oddorart xsedrzsad ?5fddraA
3dortz3xiocdo3aS.

COTPA cduadsaA raeosaaordd Sastei^ adodo aodood,re S3o3o 1986 doatd raasadd
zdaoadtddrt^ocd ado^ado^ ddxb^dado^ draodortja<?x>odd. adod^o a?a daoa^jcdado^
eaodoodoo aBFagraA aa&0;dodc3. ae© eroaadoodo© deoxi adoacdoad adodsrt zsado
xbeozdaoaft cdoadododrf. ranaA saodoodoo adod^ado4 zdea xieadadodood tidxiodd
adodo COTPA ^daT 6d enodedadado, xfoadotfrt sta&xbdd._o cj> G) A aa d 0_fi

“aqa,d adodooiort dorado snoda^ri^ adoaoaa cdastecjd dood aodosdortsto :
edozpdasaA SodoadorWado^ 2004 a^za^adoodofi eoadoxLrazSxieoacoodo. <gcdd a^sad
dorado enod.ad4rt?io adsaoaarartoddoad xH?cd adoa^ed acdaoa aoadxiorad aoz^od
g,da^  agjaoadoad afteodadado, ad,zddrxizdfda.



(Soot* troSSjte !*;J0H3S*zW urt tsaas ssoirge*)

• “18 ddrciretfAddOrt dozaad zrodd^rt^da^ daarou daada^jda ©dead” zjadddO ©deS daz^a
dda zaaeaa.ddcda<de dozaa& ^esdc3 dad daaed fle<£ oodA&aodcaad.6 a <? <-> jo

• do^d ddz| nad, 60 d.dae. X 30 d.dae.

• cadasaraad doudda^ d,d5Fdz3eda.

• cadpSofca ©c^coad z?addeod>
z^adojaigddeda.

dd/azacf 1, 2004 d ©QdJaddoSa ?So±>sdacdoz3
d.dz^ dodd's*  daddaad drtdeua dada dozaa&eM cp -o -j> _c
erod^rWda^ daacau daadadodea. 18 ddr^od
^Addda dozaada enadd^rttfda*  &!3&>$)c&>,
djOM&aafi daaoad daadadjda SJsgeQd.

djdf^ Tto^rW daa<9ed ©dzaa ©dd zsarozaaO <4£rf° Sotrty ^5eEl

dSo&ddda ds S^Adod d,daa£) dtfdS <ad8d d^dddeda ^o^ris? sbddxd 100 rterfe*
dozsada erDdo^rl^ daacraddd^ dda^daA a^fQ^aaAd. dada ‘gcfeia^ zrooo&^d ®doa$e§

cUa. 200 ddnd aooafctSrt ©dFsaahdadd.”

Fsa.oirazjoiad ddrdaad : ds SaJadarttfda^ daaozSj zrod^oiaaooiadg sj^oaAda. <add
adoiarid daadsaA ^otordanadda ^ded' 6 (») cdagdad aojadarttfda^ e&aertj coariaa dawaoa
uCTxra dao3a,oodd) ©^daaz^o aoda aaad^crod. asacSj 9, 2009 d dd, «dedd<5
eroz^^oijaeaod^ dfe4 6 (d) rt ^ozaod^d ca«aa ado±>ri^da4 'ad^Frijaeada. zjaadd ^sardd; ds
Tjczaod ©{pi&adfS mjada^ac^jnaA faodaooia^ z^dd^ Sea ©djazrt. aaadra dawaozj deaara
daosa/ycdad ©o^fadwod &add saeAA duEd' 6 (z3) xidpzao5' 18, 2009 doda ©dassadd,
©dFdacoada.

3.2 dozaa  enaddrtd dOdoddod cdadoda dado das^da  do dad dsadrad* *

dozaada dedd ©daaert^ aaadsadS =aozaada d<S>d ddodaroftdadjdOod ©sqa,d doiidda ©dd
dadcda^ ^nariaz^dda^ ddodaz^da gdd eroded. COTPA ©aoddd ds ^darfcb dad.sd dada
odadSda dedddg deride dozaada dedd ©dozpdaz$dda4 ddodadd.

1



• eara,d dab^ort dsauats dobodp^ zrodrarttfo

• zpaddd<9 edeS da^da ddafe zsae^d^obde
dozoa&> dedd daz3 daaea Ae'sb ddd&raoacrod.

• zasz^dS dozoada dzdd edozpdddda gddOAod
dzrtdz djaertrt'S’ri dasaA ezroe dadra
aojaodadnzyS. sra^i&raed sa^dcfdodd djaerirtsfo
do zoo 3a dzadod doz^do*  sadodd.
X>rtdeadOdi>d dozoafo deddoSaod abadtfdg
233023 ^dCf coZ^Aadd.

• ear^ddoidda drecrou dssdas^dda*  dde^dco zrodrarttfa (os^s do±^ eStootu
RdeQldsei sX)

• 55333,3; doiadcb djauau airodadjdOod oiadddfi dozoafe doaoau erodda ETO^ddOZJ
dda doded darododariadd.

• «as53,d do&^do doauad d3ac±>3§cSood eadda dasb ^dd doz^sb dozoana ^edzbdjdo do
3>o2j 2?add dsJatodd.

• 3sdo33od aojad23f<&d a?>$d3 <add ododdOAod dzs^A djaoawdd djadrbd Traded
■gd.

3.3 zsao «a$naort^ asad,

2330 geroaS, s3j3e£)f?j<' gera.d, esad dada Sdd ad$d d3d3 <3dd 'gsjaaSrisfo 3eod, eadssa
O3235 TjuBFdaod d? ^oijsbri^^ zsaodja^Tiex doad^saftdadd. d? cgc>aa3oi> d^f^zj dodris?
zbddaad 100 K&jW a^dAd eaodddfi dozaada en>dd4 dsaoaussaridod ddojade^a. d? d,dfdd£)
dada daadri ^ssaOrida ?a3ja,ddoi)^0d duaoata doaddod dna d&>dz3fzb.

Kjgptfjd za^eaort*  <ddda4 £)23dddA>&atfoa error! dodegra dado ®do?4d zSemaod
dOSeiOddezia.

djgf3d dodrtd eddrad) dozoada daa&saAdadod dodri^ ed^drrodda dJ3fa&3dde&>.
da^EsaA Sgtfda dada ed?d dzopari d, &od sadaadd eo^ gddeda. dada dnaarr!^<£) d?

daoda zsartd daaaaddf&.



dozsada enad^rte &Qd
es&sertj azdod dowo^d roei/a?*

4.1 dozsada wad^rttf z&a^tarte a3az<d Zsd,w3ac$ csdjazr^ aazddd ^dUxSaaJddaj
draaoSazira^jJadd.

Mdzwa (erosarfcS, £aBod,ra, shaded adada Fidzaoazsa) saofo 1975: aSjaeaaxraBco
saoSazarf aaz|dd ’^rtdewa 3zdd wdjazrt.% saSsadd’ Airidzaa saoft 1975
d 2(m)Ba3a jSdof 3d ©dpda BBFiejacoada. tsdddoi) &ridzaa ajjawzsrt^
sSaZZ? 3*32  655§ri^ Z3B&>ZOa^d0 Z3^OC3td'g zatfacJ zjaaakriada^ ZJS?X> edaazr^
*z^ddo±>da4 B,db3?jz5zda. zsz®, rtas^ zdaddd dozaada eroddjrtsb gdd
zJ^sdaddo. zaaocs5' ao?idda, zatfatoaid Baaad aadiz esid<£) d? Bzdddoia tsddrtsfe

dBa| 3 Baesoe add [zid<dfz3e*>.  Xirtdeaa saoS^ 1975d 3(3) d? edaeri^
az^oS sjjaarari^e ^ridfBart^ asbdcfc*  Ba^sbdrf.

ajjawrari^ a*f£)d  B&raaaBsadd a^dgrida : COTPA BaoB&dod XiridetacJ Zd
sMdd dozja*  erodc^rid aSjaafs^ zS^rfsad BriBd edjazri. az^c&ai^
^,dt3?jZ3f*).

z3d,w3ari advert, az^c&d^ airaoadzSesad dozaa*  enj^rtsb (S.7)

• Airidewa sMdd dozsazb zrod^rt^ ajja^ra^) d;
aojaoOdzdz*.

• BrtBd edjafrtj az^o^ aBda e>dd aja,da^ z33,

• adQ^ qod aSjawpzWigdad dozaazfo erodc^rW aa^asad aBda
asar^az. BaSz^

• BriBd edaazzt Bz3a3 aJztofaoBsB, ajjawrad afczzS asjaoBd dozaafe3 a—' 4 U
erodc^ritf aa&dsi^ aaSz^drf.

• dozaa*  eroded aSjawzad aSaee? edaaert Bz^o^cxto adoal ad^AodeJ 4 cJ D zd 6 u!
SBaSa rrod,d^d*radda.

• alramd z&zeS a^S dozaa*  eroded B^az^FT abda Kao^ eodrttfcfc*
®sjri^ Bdaadanad BadoiiaoBri d,u^dz3z*.

bz^Ou d,&3r3o±o s^wssaA, ajd»£)33aA zBab sazzodod ^ssad rrad,, zara dada
djOo±>©dz3e*  (S.8)

• bz^Oo tsSdri^a dsfasaA, Bradfii saraadod ^asaAdzdzda.

• na,doda ajja^rad^ zsz^d aSuadeaa *z3d3
saraaBoddzSzda.

■E



daaUfad dafOd z?ad a>do«od z?ad

‘SoAea? ‘SoAeaf
1 z^addeoi) z^ad odro z^adrts^a ode z^addeod zpad odro z^addsd

■goAes? dada z^addeod zpad
odro z^adrt^b

'zioAea? dada ode zpaddeod z^adrtsd

I z^artds 'soAeaf dada zpartds z^addfod zpad
; ®dTO z^adri’d

'goAca? dada ode z^addeod z^adrtsd

ddeSe z?ad 'goAea?
I zpartd? <Dd?§z z?ad dada z^aridz 'sjoAea?
1 odssa odadjde TOddeod z^ad

‘aoAea? dada z^addeod z?ad oqiro
z^adrtsd

• jartdd =az?Ouri dgdOda5art)dod dada adaoddod gdad odadjde deStf odro ddod
dJaupd aded <gdTOdda.

COTPA ddF? 10-11 d odod, Faridd aadO^odFd, alradrad daed aj^d^Jeo zoadd risaFdd)
oudrt^ rod, dada dJaddda*  ?ijaz3?iadd. dada doTOd eroddrts’gcfcd adaeded dada
too4' oodrt^Fd, ajOeuFbd dpdaerouodri’Prt daadd £><ecdadc3.•i M —’ a j

enasadoda dada dodadsort a£ (S.20)

• ariBd azgduoi) d,c»dra djaodod dozaada erodd^da*  erosaOAid oiro^jd? erorodd
odro dafcaddda daadea too d&ddrofidd £dda ddFdddrt z^eoTOd odro daa.
5000 zsoajS odna =addaa Sgrtert odFFsaAdasad. <addde too d&dd?jaAdd ddTOdd
odd 5 ddF dada zsaoa^doia daad dJa. 10,000.

dead TOjTOOrteri aS (S.20)

• drtad iadoSoia d,ndra daaodod dozaaSa enadd*ritfda 4 daauad daadad oqida
ddzaoazsa daadad odadjde daSafco daadea too ddddroPidd a^oda ddFdddrt
djCaaTOFi ©qjda dra. 1,000 zsaoafcc3 odda dddaa Sgrt rtaooisartasad. ddddc odTO
ddd took ddddrondd ddda ddFdddnd z^eaa tox! dada dJa. 3,000 zsaeaadrt
riaOoiJartasad.

godfartecTOTtd edcadrtsfc (S.26)

• Sodjaoiiaoda aduadddftdd, « xidaoSadiS 3odc5o3a das^TOdd odro assaazaao
d^oiaFd, dada dod?ao±>da4 SsadF aaoda dOrtE^eaartadd. odd d^oda dd4 oOdode
dad zsdftd odro e ddda*  ddojaoa sada aaua oedoia cadpg d&>&d <aoda ^ddaaa
djseo&dd «d S^oaaod aroodd ddoiaasad.

TOdafSri sjooFTOrtad odcadd^a (S.27)odoad JioZod, 1973 rt daadsan COTPA «>Qoi>© ofcasjdc
ejdoadaJ) TOdaeSrt odrTOhd.
doTOda enadc^rts*  *od  esd/aer^ uriftd cdodadarisAa: 2006 d zsa«3jd<g dd,d odaaert
eadOS zariAd djado dodd doiadjad^cdada*  o^dJaddeaacoada. d? doiadartsfc dOTO& wdd/W
daaura dada odd daed d^d^ dz^d zarto&da*  &az5dadd. <s>?|0$oi» SoiadariSri 



heohuab ©Fbao^d© ab'S’daz^cJ^ hoobaA a^UdasaAdzbda. d? a>z|Od b,dL3H bdda xja^
btfoad hodd d?ri dobadtf abda abaoaunadab brtbd cLrs3dtd<0 aj&Wd^docb
c^rheaaAd. brtdd aaz^O^oba d? S^AaS ©odzWaia^ abaoddzbda.

• Assiipd aboocbrtdob dWpb de 40 da^ zparidzb^ ©daaertj a>z30$ ©bOhdzbsa.

• ©djazrt. ajz^oSrttfab^ 12 dortezbaab bod, daardd dzabarhdod zadoaobhaddz&ib.

• qbabasjah asad; ddadd. ©dara dozaab abadtf aaoza artad aadpSobab^ ©daaert <oz|o£
abaoQdadd. abda dozaaSa! dadOssaabrttf b0d z3d,d bvd a^aasaAdadd.

• 'gab dozaaScdod bb^o8, zadadd, aaoza zaz^obab^ z^zbaoaddeb.

• ds a>z3oS ©d^aaaAdaa^da, abdabadda^jda, zaduadrad ©$aaa ddazbburt ktfnazb^da

• abaara abda draddoba hash, caao d&had, ®^aaa atozShad ababdobab^
dzaoddzaadda.

• aaz^o^oba aaddftod dz^h z^adobgdzaadda. d? aadda z?adrt^<5 z^oda zaapza8 dhod<~>
zatfatoad zaadobaAddeb abda zaddfoba abwasaA abda dabaaDaaaA saraaafod■ -o a =p j —’
za^obaAdz&b.

c5aaobaeobd ddrabad : artad eaz^o£ bibb dozaab erob^ab aodabad z^jafdaa
ds?ad^, Tjgardb tsaFlradd s^d duh) abadc^abrisb dfdb asajaa «iaz^5aaabaoabrts|g
asaS ero^aaS. dob) abaddabzWFb^ aaSFZohuaAd abda Fro.obauobrts? sidOa
©zpajapbri^onaA z^add hoard h^frz^wabauobb abad aba?A aae® asa^rts^ ZuOrfe
zaa0rt “ad^rasartaaJod z^orfe csaaoba«aob^ hnardraobartabod abasda. 'zicSe a5es?, FaartdS
habazs bad ha^co baewr abad abaeA z3d,d iaz^obab^ dura zsaozba^haafod abda
abaahood ab? 31,2009 doeb z3d,d =ah0^ h.dWda^jbFb^ Saaobrbas?d©aobda.

abaaid adeded uarodrisb zsadj 30, 2009 d aabsbrW ajsad d? 3tfAa> aoeb zariob aba^d hhd
©^sadrtsb 12 abda hdas*  13d aafob Baobab 5 abda 7d eahaaraho ©asadc-A _£>&A c5 Qc^ _D Ou*
h^adasad.

©9sa© dtbaejjaab <3 ©a.b

abda u?o^ ©asao hab&ohohot?

bz^Fd sSaeoM! aua ©^saortsb

Sonaob ^eaaadoba abaonaobhusa

aed ©hdrarto

. sbaoaw d0rt / ©cbafrtj / siaort
1 bzSrrt '^'U ^sasd^a

□azaa hsardb 3oaaob / ecbawt

/haori

dOcb Babartf daodho5. BabarS geaaad

zso&3 saderdd zjbs4' bnaob hra bna0g Szbo&» ca e)

abaeSh4' / oazsa ©tbraerb 'goasS /

©d<?dd hzjf-t3?5<'hi!y abda ^z^as bzSFob

©Qsaorisb

©<sad / /rtdb
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zSoritfjsds 6)^ ausraSfg ^cterzicacS

^OZ33& &C±>O^,M 3$^ 5c>elfe)e±)rt^3
—'13 —' -C

^ozsafe J)q±>03^>^ touo^ACj rocforWo crorOa COTPA ef>&aja<^
satiiasbrttfcOcba arfsasiri^e^ z^art^j age&jdj^d.



dozao^d^ z^ad^eod sadaadarteb

5.1 z^addd dodzpad

dodda esdnaddad dada zsaari 3dad d,3o3aaoda sadaajartaa z^ad^eoia
dosazpadde daaaeaz^aad eszpad. &?toA d.Soiaaoda sadaada dodzaad^, zazdasaAoSae
'qdde&a. dozsada do±>od£® sacd^rt? daaaea daad do<a<?addd esdtfsaAd:

dodz^ad^ d^redd

erodda TOrto^da sartaa eadood z&TOoaadasad, ddaazs^ zazdpad dsaFddda^
aoaaoGdad z^ozda TOdaazS^ d^^o&da^ daa&dadjda dodzaadd d/jaddcda eroded.
dodz?adzd£> z$£)&dod, dsardd esQsadz^ jaartaedd d^rt?od aoi>od,dasaAd.
dodz?add d^addoja© d3 daaaeazdaad erodeddj ddrtaaoad.

Prided1 asartaa 'gdd dozaatfa eroddjrt? saozb, 2003 gdjaoda xiadsaaSd sadaada.
TOdFzadtfd azSaaer^dda^ rtdaddeDwa&raocd zdaa&deaad d^ sadaada, doazpadd
d^addoiad erozSe^deaad TOdaazSS e^oSa^ zodasaAd. dozsa^d erosadd arortaa
doftao^osaod dedd e^rd d^d^od daeeS zpaoe daadd desfodd. aafodd dozaada
adaoawdod zadad enaeda sartra e eroDdacda dj&^ja^dad erodjasertri<9od ertad
oSfo eaazd^od, dozaada deddoda dadassaadart^od ertad «&aert. aaad asartaa
aSFu aaadoda d,daaza zaeo daadda. ddaazsdig n®dddod zaasSad dd^ d,d d^rtaa
<ad. ^rtdeua dedad d^ adfc ?^>dd^ aa^e esea, esdd daadodada^ ddaaegsaaA
dedado3 daad 'gddd ri®ddij^ d% ^dasad.

COTPA daaaead dz eroeaozddojada^ dodao^deaartadd. “^jaddaaddO ddaadd”
<3dd ®df d^oiaaa 'adaa^za d^oiaodoSae dz^ zsartaa ara.dod,^. daaoOdasad
^rtdewa dedadjda z^za d^Soia dz^ «aoda zaadda^jaaadd, &ridet3d daariodda^
ddaaeSnaA deaxia^dda*  ddaae?>dad)da gddd d^ <aaozaadda4 rtdadddesartadd.
a^odd zpaddd doanaddj sadaadd d^oinS iaeadaa ddaadda iaoda z^aae&dadd.

daaaeaz^aad

zSedd aaartaa d^oddd xrojSo^d d^s®: (esdaz^ed 21) sadaadd d^edaoiada,
daaddadsa, odadjde d^ dd4 zJedd aaartaa djOdW xra^oz^aod doz3d?sartad
coBAea.

ddaaezS qjaadaasadd dOreadaasaA deadeaartad ssaodadd© xiadaad^
saodaddOoadjd^o^ daaada dua dz&j d&aedfs*,  daaada d&3a dz^ tsau5 ooartra 50
daa dzd> esdaaedoda gdadd. &>enaA daada®adri&> dodddda^ ^eaa&zira^dasad.
'addd edaaer^ dda ddasad caozaaddg odaz^de dodeddea.

dz^ na? zSeddadd^. esdda^ drtdeWd daarto&od Seaa&drtaa?da^)da zSedd^
daadl ddz^ed 21 d ro.dd gda z^?ddadd. sasaddzadfl dedad dddeua daartoda
jazpad dddo3 esddd, zsdd zSeddadOobda*  daau*daa?dadd.  z^aadasjadrt^a 



srosaddredda^ dexddziro^xbdjdaod, drori addda4 ddroed drodaarod^ rbaodroA^, eadd
zSedddj? ej© ^da&roodosariadd.

21 de eadaz^edd) eaaro,ddcbaxjJda arortro da&>s?oiadda4 B^ed rtaoda rooda dartaSxbdd saztra
d? daroe^ xrodF«dtf dsWg drodaarod aroztro eaaro,d dod^art dado sprite dodzW 100 ria
eaBodfi obrodjde docrod eroddyWda^ drodad)dda4 BdroeQxbdd..

xrodradv &>3axte d^odod Sod) jjgdo^rttf daefid dooFod

eadae^ed 19d edpi) dodcrodd xro^od^zWda^ xrodFad^ fodd^cxood aodo^adroroAd.
©dashed 19 (2) aod (6) Srod rodd^e dedadd.

drodfrodad asariro eaepd/ xro,dod.d dfo docroi) erodd-ritf ddroetf zsa&eoadd ddsrortea
xrod.de. arodcdae, oiroa^de erodjaeri drodad, oirodjde j?e^d£) d^d daaodad edaro oiro^de
sro.3rod daadad d^da4 iracro, xrodFEsdtf fedd^tfood xisard^) d,dzW eaeparopia ddodde,
esqJsro ddda dodo^ajdada. <gdd et^add daeeJoSae xioxida COTPA daaae^ docrod deddod
aoaasadtf da^adari^d^ ddo&^d&rae^d, docrod yadd^ris? ssa&eoadd^ xiodjarar dd?Q&,
edjris? aro^srod, asa^as. srosadd, dJad^ dads xidacroada^ dodo^xiad di^ard drtda&rooad^.
xrodFadtf edroert^ ddac^aaaA dosro*  erod6daa§ dd4 aror£a6 &>3axidrt«?da4 ds?A>&a<sb$ddai
ddodaa^da gdd eroded.

daroed? xtod<?ads§ d,doiraa arortaetJdrtro d^xSArd daxiddda^ dgxbd ddrd^dda^ a^ixiadd.
docrodd cojarioiaa da<3d5aaoiroAda^)daod d^oiraa aroriaeSdro drodaaroddod daxld
daSdrtro'S’xiadjda arortro esdd adroert.| ddaa^deod drodaddeda.

dder&d d^ri^o

xisara dreFoiaritf dderdd dd^sb desad<?dd esarteroAd^, a^ritfda^ sadroda droaxiad<$
es^daxb^jda xisardd 3drd6. COTPA <zida xrodF&sdd &>ddd<^o3aod dada xrodFasd^d
edroertsdda4 dfixJad erodedBod dro&derod xrodaazSu sroxid. <dda xrodrozSeJ esdroert
xiacrodraoiada^ xrodxiad xioasroA deaxierod epaddeoi) xioaqrodd e?ad ivd ededdda^ d,ddpxiadd.

xSodijrodd drodd^oja® d,daa£> adoiaaroAdad xrodF&idd edroertj daadda^ de^xiad erodeddda^
COTPA dLraoBd. esdae^ed 39 d «^od, xJsaFdd) dedzWda^ da^sb da&w ^oxinadd edroeri. dada
d$odda4 dgxbd dada «5aro,d dod^aod eadaa^Soiada^ d&xbd d^dg dro&xidesaAd. d^addod
droedracrfad xroaesaAdadod, xiodzjrodd 47 de eadaz^edd) xisaFdd daee? xrodF&sdtf eadroertj
xbdsodad so^aai ddFd^dda^ <a§xbd eroded droofld.

5.2 e^>daeo±> dod xiodd (IPC)

‘gda ©doaQrttfda*  dodo^xbd dada dodd BOxiea eadaxioxidesad xrodaad6 xioSod, x^ecda
sadrodarisb ea^cro Bded sadrodaritfg BBf^ ddfitf eroded) geade gdaarort. soaxioiada.
ea^deadada. COTPA dda4 eadFdroraFsroA ssao drodea, sao ea^iroOoda xJo&>do±>O
BBxieaAdad xrodFKdtf xiedtf, eadcrod, arortro daaosaddjrt^ ea$F d^Bdde^a.

xrod.de


zroo ©S^Orte zaaz^
COTPA ©QodS d,3 zsao ©dsaooiaa TjadFzsdtf dedtf <ooda dorts^derartadd. <aozjadda4

rtdaddde*.  dada d,zs£daadF&saA sadaadd ddfFdddda^ eroeao^dad aadF&sdtf tfedtfda SSrt
©dFjaafidasad. Sgoda z^oda ddF z^eo ©daaa idod ©<dzaa <£adddaa4 u^rtaaoSdwdada.

dd4 ddaa^dS jssadFtsdtf x^d® daadasaad daadad dSod adad S,da zsdaAdac^d, ©dara ©
uaada daa&3 gddaa rtodrtOdd, ©odd zsa& ©^saooiaa £>&& 166 ©Sod'S d&dx^TOAdasad.
aSodd ©d, COTPA adeFdddda^ zrooo^dude, dd4 ddFdodaa ddaaed daadaaaad
daadbedaddd ©daacdd, ZBadsadd axadaa ^^adasad.

£>n dasb dod
COTPA dgsF 4 dada 6 d d,sad, 'odaa^da daaaraoaaoiaddrt dod dOrtzadada. ©sroaddrt dod

asad z^dd-doadd, ©oddart aax> rtg-F 67 d ©dpi), 6 Sorttfddrt dd<$ rtdaart a5>dzodada.
©dd dod ddd ds rtdssad ^aadrtaas^dd.

sartoSae, rtdasad dada dod add&^ rtaOoisaA^ dodz^FdS, dod dd©a xrot^zsarta^d, ©d^
a^dcartad rtdaartd) COTPA20 dada 22 dS de^dad rto^ rtdasaxid ?sa©df aoda zjrort^o^
dddaadda.

©doadrtert asart
©dcrad^ ©dsad ae© &radad, rtaoaoi) doadad ©das ©duadd acbd 3,da ^rtja^es

xrod-Sdidja erodeddjadF&aaft a©r^zbd)da aax; 107 d d,Bad ©duad- rtSoF 110 ds 0?^
©doadzWrt asart acdadad^ M adtfjdd.

?3adFzsa^ ds??W djaSetfdb ’t3d> dJadaajad-dxjS <gS d^ddarad daadadjda
©doad’aoa d^^dd^ sadiaad d,sad d,dSFrtd?<fo. asart daadd? tsjc^d, ©da ©doz>drts?rt zjsart
aeadosarbdd asarLra sad&od 290 de ©daz^edd d,sad SsadFsaAdadd. <ade 0e3, sad
eade&sarttf 100 rtas eddradS dozaa^a enaddyWda*  daadado^ea, daaodd cba. 200 dod aaoaa
deaudda^ dd^F^dezSa. saart ddSFxide ©da ©doasri^rt z^sart jaesdodd
©dcrodaaartadd.

^adaad^aaaA dozaa^a erosadd aaartaa daaoa© ^odearts?a, © ©addd zsadeoada ajea^ aaartaa
gdd ddarWda^ ©ortart^rt jaedadd. ds zsafeeoada, saoSaod saojadart'S’rt ©daasadaaan 'geadd,
zsaSeoadda^ ZudA&d tfodd sartaa ©dda4 eas^d ©ortaod daaSeS gzadaa ds ddrt
daa^nadoariasad.

ddase^ daadasaadOod TjadFKfa^Ort daaodd

daadadjaSrtda 'cjddortaa ©aaaod coartaa daaodd eroosa daadasad dozaada ©cj3oddrts?od
ded^osaod d«?dazaodd. sgda aa&^ rtds1 290 d,Bad ©doa$. saS rtda^ddesadada sdodd
oiaad oaz^rtS/S COTPA ©QodaS oa&i rtsaFd^j ©^saorttfda^ ©^daamod^e, ©tf) aa<Sj^ ©aoM
daaSe?r ©daa&oiaa S,da ^rtaa^zazdada.

aaariaa, ©doa^oda ©doa^dda^ dad? daasdd, ©d^ sad^j 291 d d,sad ©da ^ortsfoddrt d ©a
dod ©qJssa ddddaa4 ©Qdzadada.
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5.3 adoad xjoSo3 (Criminal Procedure Code)
Kf5_5so&rt&) 2530 god ^idao&dg «dc®d do&>3, 1973 d e>aoi>a &ad ds odoad^ 2#

Z&ivatob. ©sioaQ dod ztod do^od<g gode gdeadada. ©odd ^od^rrts?^
tsdd d?3da, dsroiWab*  Jtor^eaariadd. z^oda eduaqaoda ds addrttfda*  aedeo
aosdo^dd, «ddda4 aradod5' geade doQX>, dadoed*  za« Sddaaoi^d «Qsad, es^daadd gd.
esdosd to&dod 42 de asartaa COTPA 25 (1) d gda eadadd.

®3oF

dgd*  27 d d.oad ds edoadrt«d sadaada d,sad esadaeda gd. do8d azsadra

dgsF 4 sartaa 6 d d,sad dodd dasads^rt tsjddaS gd, e>ddod, dadoed5 eas? eaaa^ddda^
iddaaoia^ri, ds 3^Ad daadOodS dadoed5, SiddrWda^ dort,&dde5ariadd-

• dudra deal-’ a
• adoad cadAd dfjaotf

• daada c3aa)<£)dd OdsoS

• daada caaaXidddd ddda (odaoaddaa <ac£d)

• ©aaaOdd ddda, dodoi> ddda, dvad

• esduadd ddd

• ©aoaOdd dadd dada edd dsaadra

• adcradd daoda d^daeood adod

• dQitoad Si? adaaa ^rtraod ®odda Sedaard

• uadaada d,&,o3a esoddariaaod Sjaaot?

aduadoda dd4 d&Saa^de <$^d, daeSded*  dd4 dodegra anadd daee? draroia
Vjdja^zjdada.

an cd daad

COTPA doc? 20 sariaa 22 e>aod<9 ®doaQo±> &odd ^drari^da^ naa<Sdad)da esdd^saAd.
adoaip dadad«A>d dode^rdS S&da e>d§ aaartaa daad dzs^rtadd.

zredrzsdoad daaodd

x>adF2sd^od daaodd uuodadaadadjda aa&& 290 d d,sad Saadr esdoa#.

sejo^dX) (esdcrod do&>d)oi> 133 de s^ssd, eaaa^ dsarddod daadd ddd de®
daadAide^, erod de^afieod dadoed*  tsdaaa ‘gssa^djde saodrdsaardS dadoed1 ds adoddig
eded daadSdsadada. di??? 133 d,sad dadoed1 daadasd ededdda4 ojaasSde Aide?

faa.oiaaeaoiad'S d,S,dad oaaAea.

?jadF23do dtfri?*  ddodS dsard^ deod es aaartaa oiroajcaaddaa eroded^ Baoaaosd ana©
dbjcaadd^aa deOdwdada. saoSaod d,sad esaO esdsaOrt^a ds XprW tiQ2>tv$ tti&ivo ©dada.3

gd.

----------------------------- i



COTPA Jjgcr 12 esse ©dsaOri'S’d ©oiaa d^Wda^ igdeSzbd Jdec^a^cS zsartaa zSgd*  13 d

©Bccbd ©dda erodd*,  ddarttfda^ dddaa&a^zaaoada.

saadci^ dodd droa^d (S-93): odsosgjcSe ^dd rood uvoo^rfod ©dadaadaejd, ©Baa sjad5Dda

doezteinah ^oiroeoi)^ e dtfd daae^Bri nadoK5' daadBdzjadda.

dsB^et^ Bd»£>dO daraBfg (S 103) : oiiaz§de dazS^eitf dd4 Bdaafc<£)ddo3ae ^B

dlsez^nart aoa ©Bed daadadzazdada.

Baades ©BsaOoBod daaedd (S 165) : dd*  aaart wdad ^iWfi oisa^de daaSexF ©QsaO
daaetfd edddsadada, ©Basa daae£?3rt ©ded aedzadada. daa?d3o±> addrWda*  dazS^e^rt

dsSa&ddfda. dazSBea*  "add z^oda d,3oi>da4 ©road d^ ©Baa dodart dsfeSoddeda.

dzraddri tst&do3 Seda^jcb (S 100) : &aed?3rt ©asao asartaa dodd) zoonart ©o±ro ^dS
naxisebd ©Base ©dd daf^^adrad&dd d^risfo daaed^ ©dead aoartaa ©dadaao
ZodAX)djadz3eda.

z^oda df$? d? OeSoda ©dadaao asariaa ©dada3 daadodaBdd, ©dBaOris?ri zaaAea ©daro
daaOda z^rt daaertad add^ ‘gd.

z^oda de$ oiradjdf d^ ddarWda^ dB4O daadw^daaoBn^d Boda 3<e>dd ©dd dead daaadra
daadzjodda. ©saaadedaa daSo^odaaAaad, daoisard eroooadoirortd oe&oda<9 dafosro
daafiexiood dajadra daaBsideda. godad daaed ddaart tawdb ©Base daaadda daoirordd

2J * Q
d^drtsfo ?jadoijaA ©0 enad^doddeda. ?aadrtsk Eaa6oija©oi)^ sazsoartad ©dd^dd go. aded
dodd^rt^a daad, ^.o±>a©oi>d) 3d de^dd ©dda osazsoartdesartadd.

©3> dddB^daa^oa daafle^ ©Qsaort sadad ©Qsad (S102): oiro^de ^d^ ©doa£ ddad
bozj ©dadaad zoodd e ©&cdada4 daatSe^ ©^saoodaa radaada oed dddBAdja^zaadada. d? 6ed
Bdda^daaoBdadjdda^ ddrade dazS^e^rt dda z»&x>, © doddd c^odaaooSad dgedart ©daz§
daaB&addefc.

dazS^ea^od ©doad| d^da (S 190) : d,dda ddrod ©daaa addde ddroia dad?W
©doadd zboda daada zaod daed, darfola &6da daadexf dda daadd daed ©Bare godao^da

ddad aoda Bed ©Qsaort^od ©daaa ^ds ridad^ zaod daed ©doad^ d^ d,da ^rtaasfosad.
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From the Editors' Desk
Tobacco use is the single most preventable cause of death globally. Every
year, May 31” is observed as World No Tobacco Day (WNTD), to
highlight the health burden associated with tobacco use and advocating
for effective policies to reduce tobacco use. A comprehensive ban of all
tobacco advertising, promotion and sponsorship is required under the
World Health Organization's Framework Convention on Tobacco Control
(FCTC). Yet, only 19 countries, representing 6% of the world's
population, have comprehensive national bans. India's Cigarettes and
Other Tobacco Products Act (COTPA) 2003, under section 5, clearly
Mticulates the following:
W ® Both direct & indirect advertisement of tobacco products

prohibited in all forms of audio, visual and print media
e Total ban on sponsoring of any sport and cultural events by

cigarette and other tobacco product companies
° No trade mark or brand name of cigarettes or any tobacco product

to be promoted in exchange for sponsorship, gift, prize or
scholarship

® No person, under contract or otherwise, to promote or agree to
promote any tobacco product.

While the laws are in place, enforcement leaves a lot to be desired in India.
On a scale of 1 to 10 (1 being least compliant and 10 being most
compliant) for compliance with the provisions, India scored 4 out of 10
according to a recent survey in 2009. It's appropriate that the theme for
WNTD 2013 is: ban tobacco advertising, promotion and sponsorship
(TAPS).

The ban on direct advertising of tobacco products is implemented
^ectively in urban pockets of the country. Nevertheless, direct
advertising, particularly of smokeless tobacco products like gutkha and
pan masala, feature in newspapers, public transport, kites, calendars, and
at the tobacco vendors. The ban on indirect advertisements of tobacco
products has suffered serious setback due to legal challenges and poor
enforcement. Indirect advertising of tobacco products is rampant in all
forms of media and feature regularly in newspapers, television, public
transport, billboards, magazines, and in market places. In India, cigarette
companies engage heavily in using surrogate advertising and brand
stretching - the proverbial “wolf in sheep's clothing”. Tobacco
companies, through their surrogate products, sponsor events such as
fashion shows, music, sports events, and braveiy awards which are in turn
promoted through the mass media.



To mark the WNTD 2013 activities in Karnataka, partners in health from
across different organizations in Bangalore, have come together to
improve public awareness on tobacco control in general, and banning
TAPS, specifically, through this informative booklet. Mr Madan Gopal, I
A S, Secretary-Health, Govt of Karnataka, in the foreword to this booklet,
provides a crisp note on tobacco-attnbutable ill-health and appeals for
tobacco control for a healthy India. Mr V,B.Patil, I A S ,the Health
Commissioner, Govt of Karnataka, highlights the opportunity provided
by WNTD to wean youth away from initiation of tobacco use. Dr
Prashantha Kumari, Secretary to the State Anti-Tobacco Cell, shines a
light on the close link between tobacco and poverty that is very contextual
for our nation.
Drs Hebbar and Bhojani, present a state-of-the-art situational analysis <0

TAPS presently in India and are upbeat about the potential opportunities
for avoiding manipulation by the tobacco industry in the future. Dr
Pradyumna, provides a scholarly account of the harmful effects of
'second-hand smoking' or 'passive smoking'. Dr Vishal Rao, draws from
his clinical experience as a cancer specialist to draw our attention at a
personal level to the major problem at hand - that of prevention by
tackling tobacco as the root cause, rather than trying to treat the myriad
health problems that arise from tobacco use. Dr Vanishree, offers a simple
do-it-yourself (DIY) guide on conducting an examination of the mouth
for those who are or who may have someone close being a smoker or
tobacco chewer, in the belief that early detection and treatment improve
quality of life and longevity. Mr. Chander, in his inimitable style, provides
an historical account of the Consortium for Tobacco-Free Karnataka
(CFTFK), a network of about a dozen organizations from Bangalore
working on tobacco control. Lastly, Drs Murthy and Chand, give an
insight into the development of tobacco addiction and also offer useful
tips on how to quit tobacco use including tips on handling withdrawal.

Somewhere in between are interesting first-person accounts of 'tt^j
discomfiture of a passive smoker' and a 'positively inspiring story of
active smoker who successfully quit smoking'... Evidence of the energy
of school and college students....Positive role of famous personalities
like sportspersons and filmstars...motivating individuals and inspiring
organizations.. .collaboration of governments and NGOs stories from
India and China. ...plain language and medical jargon.. ..sad stories and
hope forthe future! All in all, a smorgasbord of information'
Here's to a tobacco-free future!

n MuS J 9^nder’ SOCHARA-SOPHEA, Bangalore
Dr Prem Mony, MD, St John's Medical College, Bangalore

31st May 2013



M. Madan Gopal, i.a.s.,
Principal Secretary to Government
Department of Health & Family Welfare
Government of Karnataka

Department of Health & Family Welfare Services
Vikasa Soudha, Bangalore-560001

Foreword

Karnataka being the seventh largest State in India geographically
has achieved great endeavours in the field of health, family welfare,
maternal and child health and communicable diseases. However, non-
communicable diseases have been a great challenge to mankind owing to
its burden on human life. In this context, tobacco control plays a pivotal
role in improving people's health and quality of life.

Tobacco kills around 10 lakh people in India every year. This is
more than the combined deaths due to HIV/AIDS, malaria and
tuberculosis. To combat the public health challenge posed by tobacco,
there is an urgent need to have a strong and effective tobacco control
measures in the State of Karnataka.
•

The World Health Organization's initiative of celebrating World
No Tobacco Day on 3 Is' of May every year is a step taken to promote a
tobacco- free world and educate people especially youths on the ill effects
of tobacco consumption. This booklet released on World No Tobacco Day
conveys a message to the people of Karnataka on the ill effects of tobacco
consumption and various control measures available to combat tobacco
related diseases. In this regard, I appeal all the readers to pledge to live a
tobacco-free life and thereby build a stronger and healthier nation.

(Madan Gopal. M)



V. B. Patil, >.A.s,
Commissioner
Department of Health & Family Welfare
Government of Karnataka

A Directorate of Health & Family Welfare Services
" Anand Rao Circle, Bangalore- 560009

Message
Every year, on 3 Is1 May, World Health Organization and partners

everywhere mark World No Tobacco Day, highlighting the risks
associated with tobacco use and advocating for effective policies to
reduce tobacco consumption. Tobacco use is the single most preventable
cause of death globally and is currently responsible for killing one in 10
adults worldwide. More than 80% of these preventable deaths will be
among people living in low and middle income Countries.

The ultimate goal of World No Tobacco Day is to contribute to
protect present and future generations not only from these devastating
health consequences, but also against the social, environmental and
economic scourges of tobacco use and exposure to tobacco smoke.

The theme for World No Tobacco Day 2013 is “Ban on Tobacco
Advertising, Promotion and Sponsorship”. Evidence shows that
Comprehensive advertising bans lead to reductions in the numbers of
people starting and continuing smoking. Banning tobacco advertising and
sponsorship is one of the most cost-effective ways to reduce tobacco
demand.

This year's World No Tobacco Day celebration is a great
opportunity to create awareness among various sections of the community
on the need to ban tobacco advertising, promotion and sponsorship in
order to prevent youths from being attracted to tobacco consumption. I
wish all success to the Directorate of Health and Family Welfare Services
to celebrate World No Tobacco Day 2013.

(V. B. Patil)
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Ban on TAPS! Past, present and future.
Dr. Pragati B Hebbar, Dr. Upendra Bhojani

Institute of Public Health Bangalore.

According to a World Health Organization (WHO) report on the global
tobacco epidemic, 2011 - only 6% of the world's population was fully
protected from exposure to the tobacco industry advertising, promotion
and sponsorship tactics in 2010 which shows that much needs to be done
on this front. The WHO marks 31st of May each year as the 'World No
Tobacco Day'. This year aptly the theme of celebration proposed by Wl|J)
is 'Ban on Tobacco Advertising Promotion and Sponsorship' (TAPS).
Evidence suggests that comprehensive advertising bans lead to reductions
in the numbers of people initiating and continuing smoking. The article 13
of Framework Convention on Tobacco Control (FCTC) obligates its
Parties to implement, within five years, a comprehensive ban on tobacco
advertisement, promotion and sponsorship including cross-border
advertising. Very few countries have lived up to implementing strict ban
on TAPS within five years of agreeing to Framework Convention on
Tobacco Control. India was one of the first few countries to sign (10
September 2003) and ratify (5 February 2004) the WHO Framework
Convention for Tobacco Control, hence it is all the more important to
strictly implement a ban on TAPS.

The Indian Act termed Cigarette and Other Tobacco Products Apd.
(COTPA) 2003 prescribes for a complete ban on all forms of tobacco
advertisements, promotions and sponsorships. However, in and on pack
advertisements and point of sale (POS) advertisements are still permitted -
with some restrictions. According to COTPAboard specifications for POS
advertisements, it should not exceed 60x45cm and should bear a health
warning covering 20x 15cm area and saying “Tobacco Causes Cancer” or
“Tobacco Kills”, no brand pack shot, brand name of tobacco product or
other promotional messages are allowed to be displayed.
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Some of the Common violations of TAPS are as follows

ADVERTISING:
Indirect/ surrogate advertisements, (brand stretching/brand sharing)
Eg: Use of similar imagery, logos etc. for tobacco products (gutka) and
non-tobacco products (pan masala)
Point of sale (POS) advertisements - Commonly entire kiosks/small
shops are seen bearing famous tobacco company brand names and logos.
Direct advertisements - The enforcement of ban on direct advertisements
is also occasionally violated by pasting advertisements on private vehicles
.^d autos etc.

PROMOTION and SPONSORSHIP:

A conflict of interest exists here as Indian Tobacco Board a Government of
India body has a mission of "To strive for the overall development of
tobacco growers and the Indian Tobacco Industry" which is in contrast
with the article 13 of FCTC regarding promotion of tobacco-.

Some examples for sponsorship include

° Red and White Bravery awards, now renamed as Godfrey Phillips
Bravery awards as part of company 'CSR initiatives' wherein
often Government officials hand over the awards.

• ITC Milky Magic Contest in Tamil Nadu targeting 4th to 9th std
children. Award distribution by famous sports celebrities.

® Four Square Cigarette singing competition in Tamil Nadu, which
was later banned.

Issues relating to ban on TAPS in the State:
^Global Tobacco Networking Forum in Bangalore was sponsored by
Indian Tobacco Board a Government of India body. The Karnataka High
Court ruled in favour of Institute of Public Health (IPH) by ordering the
Tobacco Board to stop its sponsorship of GTNF 2010 and banned all
government officials from attending the conference. IPH also developed
and presented a code of conduct (Public Policies and the Tobacco Industry
- Upendra Bhojani, Vidya Venkataraman, Bheemaray Manganawar,
Economic and Political Weekly Vol - XLVI No. 28, July 09,2011) to the
Karnataka High Court focusing on primarily bringing about transparency
in the interactions of Government officials with tobacco industry
members. The other aspects that the code of conduct touches upon is
regarding partnerships or contribution of government officials in 

2



The way forward:
The other sections of COTPA such as section 4 addressing prohibition of
smoking in public places and section 6 addressing limiting access of
tobacco to minors subdivided into section 6a and 6b have received^
substantial attention. IPH has closely worked in the past and continues tir
do so with the Home department for strict implementation of COTPA
section 4. Through sustained advocacy efforts the COTPA violations of
section 4,5,6a, 6b and 7 has been included into the monthly crime record
(MCR) by the home department. The education department has also
started an online reporting system where section 6b violations are
reported.

Somehow section 5 of COTPA pertaining to TAPS has not received the
similar attention as the other sections. Through this World No Tobacco
Day awareness needs to be spread among the civil society as well as the
media regarding what is allowed and what is not allowed as per the
national and international laws and Acts with regard to tobacco
advertising promotion and sponsorships. Advertising is a very powerfill
tool to attract the youth to take up tobacco habits. If children initiate such
harmful habits at younger age the addiction is much stronger and quittinAil
becomes all the more difficult. Still a lot needs to be done to make the state
and the nation tobacco free but with sustained efforts of the consortium in
this direction a tobacco free future is something that we all can surely hope
for.

tobacco industry events, declaration of any affiliations with tobacco
industry, denormalizing the so called 'Corporate Social Responsibility'
CSR activities of tobacco industry and avoiding preferential treatment to
the tobacco industry. The state is yet to accept and implement this code of
conduct and hence advocacy efforts are on for the same.
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Hardly a personal thing - impacts of tobacco on “others”
Dr Adithya Pradyumna,

Research and Training Assistant, SOCHARA, Bangalore
(adithya@sochara. org)

If you're not a smoker, you may remember many instances that made you
uncomfortable around people smoking. I do. For instance, that one time
when a cute German exchange student inadvertently blew some smoke in
my direction and I almost fell back in repulsion, surprising her in the
process.
discomfort may be overtly expressed by vigorously shaking your hands to
Woo the smoke away or by covering your nose and throwing a dirty stare
at the smoker, but “discomfort” is only the superficial aspect. There is a
health impact of environmental tobacco smoke (ETS), commonly known
as passive smoking, which is rarely acknowledged. ETS contributes to the
negative health externalities of tobacco consumption - that is, the smoke
generated by cigarette/beedi consumption also impacts other persons
besides the consumer. There are also indirect health impacts of tobacco
consumption arising from the massive environmental impact of growing
and processing tobacco, which will be discussed later.
Several studies have been conducted over the years to estimate the health
effects of passive inhalation of ETS at homes and workplaces. These show
that ETS increases the risks among non-smokers for the same health
conditions that smokers are prone to, but at relatively lower levels. The
health problems include the increased risk of lung cancer (by up to 30%),
heart disease (up to 30%), stroke (up to 82%), chronic respiratory
symptoms and low birth weight. These become significant because of the
size of the exposed population which includes vulnerable groups such as
^ildren and pregnant women. Non smoking women exposed chronically
WETS showed a 15% increase in dying of heart disease compared to non
smoking women not exposed to ETS . In the UK it was seen that 40-60%
of children were exposed to ETS, making them vulnerable to exacerbation
of asthma (9% of cases), middle ear disease and lower respiratory
infections (25% of cases), among other things . These stats wouldn't be
very different in India as the prevalence of smoking is 30% among adults.
There is a need for persistent efforts to stop exposure to ETS, especially
for children.

And this is not all. What is perhaps the greater impact is the indirect one,
affecting people far removed from ETS. Globalisation has led to the shift
of tobacco industry (cultivation and processing) to developing countries, 
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which have made cigarettes available at relatively low costs. These
relatively low costs are made possible through the subsidies provided by
tobacco workers (by loss of health), by the local communities (loss of
forest resources), and by people worldwide (who are impacted by climate
change due to deforestation). Tobacco cultivation and processing is
associated with deforestation and soil degradation. There is pressure to
expand into forest lands, and the demand for wood for the tobacco curing
process is also on the rise. Forest fires are not the only way cigarettes
destroy forests after all! And as tobacco is a plantation crop, a heavy dose
of chemicals is used to maintain it, leading to soil degradation toqujjj
Workers do not regularly use safety equipment while handling chemicals
(during cultivation) or tobacco (during processing) leading to harmful
exposure. In several instances, children are involved in rolling beedis
which impacts the physical and mental health of this vulnerable group in
many ways. These are just some examples.

While these health impacts are not immediately apparent, they very much
exist and it is something that smokers should acknowledge. It is the
demand for tobacco that drives these impacts. And it is important that non
smokers too are aware of these effects they face, which should hopeftilly
encourage them to advocate for their health and environment through
demand reduction and better regulation of tobacco production and
consumption for a smoke-free world tomorrow.
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Tobacco and Poverty- A vicious circle
Dr A.S. Prashantha Kumari

Member Secretary,
State Anti Tobacco Cell- Karnataka

Tobacco and poverty create a vicious circle. Studies have shown that in the
poorest households in many low-income countries, spending on tobacco
products often represent more than 10% of total household expenditure.
As a result, these families have less expendable income for necessities
such as food, education and health care. Thus, in addition to its direct
health effects, tobacco leads to malnutrition, increased health-care costs
and premature death. Viewed from this perspective, tobacco may also
contribute to a higher illiteracy rate, since money is spent on tobacco
instead of education. Some street children and other homeless people in
India spend more on tobacco than on food, education or savings.
Tobacco and poverty is a vicious circle, through which tobacco
exacerbates poverty and poverty is also associated with higher prevalence
of tobacco use. Studies from different parts of the world have shown that
smoking and other forms of tobacco use are much higher among the poor.

If a person spends Rs 10 per day for purchasing tobacco products, they are
losing Rs 300 per month and Rs 3650 per year. If saved, this lost money
could bring them wealth of Rs 80,000 in 10 years and Rs 3 lakhs in 20
years.
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If one uses tobacco, treatment of tobacco-related diseases may cost them
lakhs of rupees. One can eat nutritious food and educate their child by
saving the money spent on tobacco products. They can even buy a dream
vehicle and house with that money. On an average, the wealth loss due to a
monthly expenditure of Rs 100 for tobacco products over 10,20,30 and 45
years could be Rs 26,000, Rs 97,000, Rs 2.78 lakh, and Rs 10 lakh
respectively.(Sourec.STEPSTobaccoC(,nlrolProgran])
In many countries, workers spend a significant portion of their salaries on
tobacco. The following table shows the amount of time that workers in
selected countries would have to work in order to pay for a pack of
Marlboro or local brand cigarettes and the equivalent amount of time that
jjt would take to buy bread or rice instead.

Source: Guindon GE et al. Special Communication. Trends and affordability of cigarette
prices: ample room for tax increases and related health gains. Tobacco Control, 2002,

Required work time to buy cigarette pack Vs bread or rice

(selected countries)

Country Marlboro Local brand Bread (Ike) Rice (1 ke)
Brazil 22 min 18 min 52 min 13 min
Canada 21 min 17 min 10 min 11 min
Chile 38 min 33 min 19 min 25 min
Giina 62 min 56 min 103 min 47 min
Hunaarv 71 min 54 min 25 min 42 min
India 102 min 77 min 34 min 79 min
Kerrva 158 min 92 min 64 min 109 min
Mexico 49 min 40 min 49 min 25 min
Poland 56 min 40 min 21 min 23 min
United Kinedom 40 min 40 min 6 min 8 min

As per the table mentioned above, a cigarette smoker in India has to work
rfbr nearly 77 minutes a day to buy just a local brand of cigarette pack
which is much higher work time when compared to other Countries
except for Kenya. At the same time, the money earned during this work
time can be diverted to purchase a kilogram of rice which can feed the
smoker's entire fami ly for a day.
India is a developing country and most of its citizens do not have
adequate resources to spend on tobacco products on a daily basis and to
further spend on related costs such as sickness absenteeism and health
expenditure incurred due to tobacco related diseases. One of the most
effective ways to prevent our people from being poverty stricken is to
enable them stay away from the dreadful habit of tobacco consumption.
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Tobacco or health - A change in perspectives
for Indian health care

Dr. Vishal Rao,
Senior Consultant Oncologist-Head and Neck Surgeon, BGS Global Hospital

and Cancer Institute, Department of Head and Neck Surgical Oncology

Over the decades much has been heard and spoken on tobacco and its
ill effects time and again. Now let me put across my perspectives on
this problem as a head and neck cancer surgeon.

The question a lot of readers may wonder is - Why is this doc so concerned
about tobacco issues? Well, a doctor may save more lives by indulging
tobacco control for several hours than by treating the diseases caused by
tobacco for a lifetime!

Although most of us are quite aware of the perils of tobacco consumption,
today in India we have close to 300 million tobacco consumers. Every
year more than 30-40 lakh people in India fall prey to diseases of the heart,
lung or cancer owing to this deadly habit. Is this number not large enough
for us as citizens to wake up and ask ourselves and government to take
necessary steps to curb this?

The health care system in India is largely governed by the private sector
(80%) which means a person who reaches out to embrace these habits,
eventually ends up spending from his own pocket to treat the illnesses
caused by this substance abuse. This further leads to increase in the
financial burden to him and his family. Let's stop here and look into what
costs does the common man bear as a price of his addiction.

Although tobacco affects every cell of the body, the 3 main illness causey
by tobacco consumption are heart diseases, lung disorders and cancer
Rath and chaudhry way back in 1999 through an ICMR study showed that
the average cost incurred to treat these disease were rupees 3,50,000,
29,000 and 23,300 respectively. This is a serious concern for the citizens
of this country where 80% of our population resides in villages and 75% of
our population has a PPP (purchase power parity) of less than 2$ per day.
How do we expect this common man to bear with the increasing costs of
health care and why should he pay this price?

Well the government says the economy needs tobacco! Revenue from
taxation, exports and employment (agriculture, advertisement, vendors) 
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are important for fiscal gains. The government on an average earns 9000
crores from taxes and exports on tobacco, but the expenditure on health
diseases caused by tobacco is of the order of 30,000 crores (taking only 3
main diseases into consideration!). This comprises l/4tb of India's
expenditure on health.

As a doctor, we often observe, that it is not only the patient who undergoes
the treatment but also his entire family which bears the brunt both
emotionally and financially. Furthermore, lots of these patients do not
have accessible health care in the villages and hence need to move to town
or cities with better facilities. Annually, India registers 1 lakh new cases of
cancer and tobacco consumption is implicated in almost 50% of these
^Ancers in general and 95% of head and neck cancers. Cancers of the head
and neck include areas of the body such as mouth, throat, voice box or
food pipe which take care of vital functions such as speech, swallowing,
breathing and also maintain cosmesis. Hence cancer afflicting these areas
kills the very life force of existence. As a cancer surgeon, dealing with
these cases on a daily basis, involves surgically removing a patients jaw,
tongue, throat or voice box, which may not be gratifying, more so when
the thought crosses your mind that these cancers were caused voluntarily.
The fact remains that these mutilating surgeries could have been avoided.
Despite advances in technology science has not been able to significantly
improve the cure rates or add years to life, in these cancers caused by
tobacco. Yes, this is true! Some may ponder, why so, even after man has
scientifically advanced in this jet age? Well, expecting any technological
advancement to improve outcomes is like letting a man consume poison
and then looking for a new antidote. Isn't this imprudent? Precisely, that is
we have been witnessing all these years. “Trying to find a new antidote -

Rather than quitting the poison!”
^ave always practiced a simple principle in medicine, “Treat the cause
and not only the effect”. Thats right!! For instance, if any one of you is
diagnosed with fever, would treatment with paracetamol only suffice?
Naturally NO. Fever is the effect, the cause of which may be malaria,
typhoid, dengue, H1N1 etc. Hence it is mandatory to treat the cause too.
Similarly, treatment for these cancers, whatever is the modality; surgery,
chemotherapy or radiotherapy, aim at treating the effect- CANCER after
the cause has played its role. That is why the scientific world has moved
from - trying to improve survival to improving quality of life for these
patients. However, what could yield more gratifying results is
“preventing cancers”.
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Similarly why not look at the lakhs of heart diseases, lung disorders or
several such diseases caused by tobacco and develop the same preventive
outlook. Rather than treat these diseases by medications, surgery or other
treatments, let us say no to tobacco and embrace life!
One of my patients a 30 year old gentleman, working in a software
company was diagnosed with tongue cancer owing to tobacco
consumption. The diagnosis of cancer came in as a shock to his family and
his wife whom he was married to for a year. The patient was diagnosed at
such an advance that despite chemotherapy and radiotherapy the tumour
spread could not be controlled. Towards the end, the tumor has spread to
the neck and started to show in his skin over the neck. All we could do \\ )
helplessly watch the young man go into the jaws of death. He bled to death
in the hospital room on one fateful day. I still recall his words to me -
Doctor, I got cancer because I consumed tobacco, but I quit the habit a year
back after I was married. What wrong did I do to deserve this? He left
behind him a devastated family and a young widow. This was the story of
one of the million bread winners.

Here is a good old Chinese story that I came across in an article called
'Reconnecting with peace' by Marguerite Theophil in the times of Ideas
which may be relevant:

Long ago, there lived a man with three sons, who all became doctors, but
only the youngest son became famous throughout the land. Patients from
far and wide, considered to be beyond hope, would go to him and be cured.

Someone asked their father, "All three of your sons are doctors, yet
how come only the youngest has become so famous?"

He replied, "This son of mine can cure people even at the point of
death, so naturally, everyone knows him. But, my middle son can detect
and cure sickness before it grows too serious, so there are only few who
know him. And my eldest son takes such good care of people's health
that they rarely get sick at all, so he remains unknown.
My youngest son’s name may be better known than the other two, but I
believe the skill of my other two children is equal to if n not far ’
greater than his."
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Effects of tobacco on oral health and
importance of self examination

Dr. Vanishree,
Prof & Head, Dept of Public Health Dentistry, Bangalore Institute of Dental Sciences

Introduction:

Tobacco is derived from the species of the plant of genus Nicotina. Use of

tobacco has been a part of Indian cultural system. Tobacco leaves are

Objected to different types of curing and are processed into various forms

of smoked and smokeless tobacco like bidi, cigarettes, zarda, mawa,

gutka, mishri, khaini, gudakhu etc. In certain areas of Andhra Pradesh,

Vishakapatnam etc reverse smoking is practiced where in the lit end of the

cigarette is placed within the mouth. This is more detrimental to oral

health. Other than this tobacco is also used along with hookah especially

in areas where there is mughal influence.

Epidemiology:
It has been reported that the consumption of tobacco has reached the

proportions of an epidemic. WHO reports suggest that tobacco kills nearly

6 million people each year, of whom more than 5 million are from direct

tobacco use and more than 600 000 are nonsmokers exposed to second-

£nd smoke. Approximately one person dies every six seconds due to

tobacco and this accounts for one in 10 adult deaths. In men, oral cancer is

the eighth most common cancer type globally. Tobacco smoke is known to

contain more than 43 cancer producing agents. Nevertheless smokeless

tobacco like snuff and chewable tobacco also contains high amounts of

cancer producing agents. In the present days the use of smokeless tobacco

has increased as compared to use of smoked form of tobacco. Tobacco use

in the past decades was observed only in males, however in the recent
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Effects on Oral Health
Tobacco use promotes the development of gum diseases where in there is
loss of supporting bone due to which teeth may become mobile and be lost
at earlier age resulting in disturbance of the masticatory function of the
mouth. Smoker is 5-20 times at higher risk of developing gum disease as
compared to a non smoker. Gum disease in later stages results in exposure
of root which in turn may increase risk of root decay. Nicotine present in
tobacco weakens the defense system of the person thus increasing the risk
of bacterial infections from microorganisms in plaque (deposit on tooth).
Halitosis (foul smell in the mouth) is another problem faced due to use of
tobacco. Both smoked and smokeless form of tobacco are the agents
responsible for the development of cancers of the mouth and pharyrj a

Tobacco use also causes a delay in healing of wounds like extraction
socket, surgical wounds in the mouth etc mainly as it affects the salivary
and serum immunoglobulin and also because of reduced oxygenation to
tissues in case of smokers.

Smoking of cigarettes can result in failure of treatments like dental
implants mainly due to inflammation in the area surrounding the implants.
Smoking during pregnancy increases the risk of development of cleft lip
and cleft palate. Long term smoking can result in a condition known as
smokers palate where there are changes in the skin of palate, which
appears diffuse white having red dots present on elevated nodules in the
lesion. Another condition commonly seen in tobacco and betel nut users is
the occurrence of stiffness in the oral mucosa (skin of the mouth) resulting
in reduced opening. This condition is accompanied by burning sensation
in the mouth. There can also be reduction in the movements of tongue. In
addition tobacco use may result in development of white patches in the
oral cavity called leukoplakia which is a precancerous lesion (lesion
preceding the development). The lesion may be smooth, fissured or
nodular. The white lesions may at times be interspersed with red lesiO
and the condition is known as erythroplakia which carries more risk of
turning into oral cancer. The risk of mouth cancer is still higher when the
person uses alcohol along with smoked form of tobacco. Smoking leads
to mouth cancer mainly due to carcinogens (cancer causing agents)
present in cigarette, drying of the mucosa by the high intra-oral
temperature, pH change, alteration in immune response, or altered
resistance to fungal or viral infections.
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Pipe smoking has been associated with wear of tooth (loss of the surface
layer of the tooth). Smokers melanosis can be seen in smokers which
results in pigmentation of the skin of the mouth due to increase in
production of melanin. Smoking also results in black/brown
discolouration of teeth, restorations and dentures. There can be alteration
in the taste sensation. Smokers are also more prone for fungal infection
known as candidiasis which presents as white scrapable patch in the
mouth.

IMPORTANCE OF SELF-EXAMINATION:

•
ousands of Indians are diagnosed every year with life threatening oral
icer. On a positive note, when detected early, this disease has an

estimated 80 per cent survival rate. Learning to recognize abnormal
conditions in your mouth and performing routine self-examinations are
important detection measures and could even save your life. It's important
to learn to recognize the normal healthy condition of your own mouth so
that you can detect abnormal conditions and report anything unusual to a
dental professional or a medical specialist.

MONTHLY SELF-EXAMINATION ROUTINE

Perform oral cancer self-examination if any of the following symptoms
are present:

1. Difficulty in chewing or swallowing.
2. A chronic sore throat or hoarse voice that does not heal.
3. Red patches in the mouth or on the tongue.
4. White patches in the mouth or tongue.

£ 5. A lump or overgrowth of tissue anywhere in the mouth.
Supplies needed: flashlight, small mirror (optional), piece of gauze, wall
mirror

Look at yourself in the mirror - both sides of your face and neck
should look the same. Press along the sides and front of the neck and feel
for any tenderness or lumps. Do the same on your face. Normally, your
face and neck are symmetrical so notice any bumps or swelling.
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Pull your upper lip up and look for any sores and color changes on your
lips and gums. Repeat this on your lower lip.

Use your fingers to pull out your cheeks and look for any color changes
such as red, white, or dark patches. Put your index finger on the inside
and your thumb on the outside of your cheeks to feel for any lumps.
Repeat on other cheek.
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Tilt your head back and open your mouth wide to see is there are any lumps
or color changes.

Grab your tongue with cotton gauze and examine for any swellings
or color changes. Look at the top, back and each side of your tongue
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Touch the roof of your mouth with your tongue and look at the underside

of your tongue and the floor of your mouth.

See if there are any color changes or lumps. Use one finger inside your
mouth and one finger on the outside corresponding to the same place and
feel for any unusual bumps, swelling, or tenderness.
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The story of a network working towards a
tobacco free Karnataka

S J Chander, SOCHARA- SOPHEA

The World Health Organization (WHO) has organized World No Tobacco
Day' since 1989, with various themes eveiy year. The preparatory process
for developing a Framework Convention on Tobacco Control (FCTC)
commenced in 1995, and in 1999 the WHO began negotiations with the
member countries. The FCTC was adopted by the World Health Assembly
in 2003 and came to force in 2005. This led to greater awareness
generation on ill effects of tobacco among various sections of the society,
^rticularly among the health care professionals.

In Karnataka various community health organizations; institutions
including medical, dental and other health science colleges; and
professional associations worked on tobacco control in diverse ways.
SOCH ARA was involved with the WHO efforts since the late 1990s. This
linkage moved us beyond health education alone to understanding the
entire 'Tobacco Cycle' from cultivation to consumption. Since 1999
collective efforts were made by a few health institutions in Bangalore for
awareness raising events in different parts of the city and the state around
World No Tobacco Day. The Karnataka Task Force on Health and Family
Welfare deliberated on the issue in 2000-1 and held discussions with
several government departments including that of Agriculture. The
women's health empowerment program working in parts of 11 districts of
the state through partner NGOs and self help groups with the Community
Health Cell (CHC) as the state nodal organisation included a section on
tobacco in 2001-2. Creative posters were developed by students from
Karnataka Chitrakala Parishad in collaboration with the Community

«
;alth Cell and donors. These were used extensively for exhibitions and
ks with students. Public rallies were conducted. Participating

institutions reviewed and reflected about their work and the annual
campaigns and this led to the birth of the Consortium for Tobacco Free
Karnataka (CFTFK). In view of the alarming ill effects of tobacco; the
following institutions expressed the need to form a network and carry out
action to address the various issues related to demand and supply of
tobacco: Society for Community Health Awareness Research and Action
(SOCHARA), Bangalore Institute of Oncology (BIO) National Institute
of Mental Health and Neuro Sciences (NIMHANS) and the Indian
Medical Association-Kamataka Chapter. Later on many more institutions
have joined the CFTFK.
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Advocacy issues addressed
While the negotiation process for FCTC was being carried out by the
WHO, the Karnataka government initiated the process for THE
KARNATAKA PROHIBITION OF SMOKING AND PROTECTION
OF HEALTH OF.NON-SMOKERS ACT, 2001 which was notified in
2003. CFTFK wrote to the health minister for framing rules for
implementation of the Act. In the same year Government of India
announced 'THE CIGARETTES AND OTHER TOBACCO
PRODUCTS (prohibition of advertisement and regulation of trade and
commerce, production, supply and distribution) Act 2003' (COTTT)
following which CFTFK wrote to the union health minister urging herto
ban all forms of advertisement of tobacco products especially those
targeting children. A memorandum was also submitted to all the
Members of Parliament in Karnataka to support the safe passage of the
above Act in Rajya Sabha. CFTFK facilitated the process of 'Students
Action Against Tobacco' by college students in Bangalore to appeal to the
minister for education to take action to protect them from aggressive
marketing strategies of tobacco companies. In the year 2004 CFTFK
mobilized over 10000 signatures and submitted a memorandum to the
Governor of Karnataka for urging the state government to implement both
the Acts mentioned above. In the year 2006 CFTFK organized a panel
discussion with senior officers from police, law and health department,
focusing on lapses in implementing the COTPA Act. Justice Malimath
was the chief guest for this event.



Awareness campaigns
Bangalore city witnessed for the first time tobacco awareness banners and
wall posters in some of the prime localities during the 2001 campaign.
Theses banners carried messages such as 'Tobacco Kills- Don't be duped'
and 'Tobacco Contains over 4000 poisonous substances'. The public
awareness rallies always included celebrities from the film industry and
sports.Some of the movie stars who supported the campaign are: Late Shri
, Vishnuvardha and his actress wife Smt. Bharathi, comedian Shri,
Shivram, Mrs. Jayanthi and Mr. Narendra Babu. Sports stars who
•pported the campaign are: swimmer Ms. Nisha Millet, Ms.Ashwini
Nachappa, and Cricketer Rahul Dravid.

The year 2002 focused more on mobilization of students' body across the
city. St Joseph, Christ and Baldwin PU colleges played a key role in
organizing public rallies and awareness programs within the colleges. The
campaign in 2003 was supported by the network of organizations working
with street children. Rag pickers Development Education Society (REDS)
played the lead role. The children gathered on M G Road and appealed to
the leading film actors who were promoting tobacco advertisement to
abstain from it.

The 2004 campaign was unique as CFTFK organized many public
awareness programs preceding the WNTD program. First time people at
the railway stations and bus stations in Bangalore and Mysore witnessed
public awareness program on tobacco. A special program was street
children in the city were organized through a magic show and puppet

20



Untouched agenda

The efforts by the government to implement various provisions in COTPA
seem reasonably good in terms of displaying the key messages of the Act
such as: ban of smoking in public places and ban on sale of tobacco
products to minors and within 100 meters from educational institutions.
Violators have been penalized in a few places, though not all of them.
Despite all these efforts it appears that the consumption of tobacco
products in India does not indicate a declining trend. This is evident for the
information furnished in websites of tobacco companies which reports^

increase in both production and sales. It has been observed that the
COTPA does not fully comply with FCTC recommendations. One of the
key measures recommended by FCTC for supply reduction is to shift
tobacco cultivation to other economically viable crops in a phased
manner. The work of the Center for Multidisciplinary Development
Research (CMDR) in Dharwad and other institutions across the globe
shows that there exists the possibility of tobacco farmers shifting to
alternate crops or finding alternate livelihood options. It is evident that no
efforts are taken to implement this measure and there is a need for
advocacy towards it. Tobacco consumption has gained wide social
acceptance for many years now. While the information on harmful effects
of tobacco is reaching the public, it is important that we further engage
society through social mobilization to reject tobacco and to put pressrtj
on the regulatory systems for effective implementation of COTPA. W

I would like to close with the words of Dr. CM Francis, founder
president ofSOCHARA 'if tobacco is allowed to grow, there will be
pressure to sell it hence, reduction in tobacco cultivation is an
important step towards changing the trends in both demand and supply
of tobacco'.
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Why and How I Quit Tobacco
Dr. Prabhat Chand and Prof. PratimaMuthy

Tobacco Cessation Clinic, Centre for Addiction Medicine,
NIMHANS, Bangalore

“I used to work for a big company and used to travelfrequently. The work
stress was very high. With work stress and travel, my smoking increased
rapidly. It became three packets per day and continued till till I was45
years old. One evening while watching television, I had sudden chest pain
and breathlessness. The pain was very much and I could not breathe. I did
not know what happened after that. When I woke, I was in hospital with so

*uany tubes, needles around me. The doctor told me Ihad a massive heart
Attack. I could not believe him as I am neithera hypertensive (BP) nor
diabetic nor obese and I have been physically fit. Then the doctor asked
me “do you smoke? ”. He also advised me to quit smoking completely or
else the chance of another attack would bevery high. I stopped from that
day onwards. I stayed in hospital for a bypass operation (open heart) as
there were seven blocks in my heart vessel. Now I am 84 year and healthy.
I wish I had not started smoking or that someone had advised to stop
smoking.Stilllfeelproud that I could kick the habit. ” (A True story)

Tobacco is the most addictive substance known to mankind. Its use, either
as smoking or in the smokeless form, is common among both men and
women. In view of its chemical nature, its regular use leads to nicotine
addiction. When a person gets addicted, there is a constant urge to smoke
or chew and feeling of uneasiness, restlessness in the person upon
stopping use. Some people use tobacco in certain situations like after
coffee/lunch/dinner, while driving, when tense or angry etc. Use of
tobacco provides a sense of short-lived relaxation. The use increases over
time and person develops physical problems.

fkhat will happen if I continue
using tobacco?

It is an irony that tobacco related
advertisement is popular every
where whereas its harmful effects
are not. People may know that
tobacco use is harmful but are
often ignorant about the range of
health hazards.Tobacco use can
involve all the systems of the body
and can cause serious harm.
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What benefit will I get if I quit tobacco?

A person often thinks, “I don't have any physical problem or illness...
what is the benefit I will get from quitting tobacco. In fact, using tobacco
improves my mood and is helping me to work better”. It is important that
quitting tobacco at any point of time is beneficial In fact, the best benefit is
probably got by such a person who has not developed any tobacco related
problems and can prevent such problems in the future. It is also better to
quit before addiction develops, as the struggle to quit is much more once
addiction develops. The benefits of quitting occurs not just in physical-
health but also in psychological health i.e. there is a feel good factor that-
the person has been able to overcome tobacco use. At the same time,
immediate family members and friends are also saved from the dangerous
effects of passive smoking.

By quitting smoking By quitting chewing
By 1 day Dental staining and mouth
BP and heart rate become ulcer comes down
normal. Opening of mouth
Carbon monoxide (toxin) becomes normal
reduces. There is no further tooth
Chance of heart attack reduces decay
By 3 months Risk for pre-cancerous
Breathlessness decreases lesions like leukoplakia or
Fertility improves
By 5 to 15 years
Risks of lung cancer, coronary
artery disease and stroke reduce
to levels of that of a non-
smoker.

erythroplakia reduces
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How do I quit tobacco?
There are various ways in which a person can quit tobacco. These
approaches are used regularly and found to be useful.

1. Understanding that nicotine is addictive.
2. Fixing a Quit date: Fix a date from when you want to quit

completely. It can be from the present day itself. Do not fix a date
which is too far. Once you quit there are chances of nicotine
withdrawal symptoms like irritability, restlessness, sleep
disturbance etc. These are normal in nicotine withdrawal and very

ft mild. These will go way in a few days. These withdrawal
symptoms will be more intense in the first two to three days and
gradually come down. At this time there will be an increased urge
to use tobacco. One can fight these urges with simple techniques
that are described below.

3. Handling the urge (craving): It is important to understand that
the urge for tobacco will remain for the next 3-6 months and
perhaps even longer. In the first three months it will be most
intense. Each time the urge for tobacco appears, you need to
learn the technique to handle it. Also remember that the intensity
will come down with time as one remains tobacco free.

Techniques to help withdrawal and urges after you stop tobacco

Remind yourself that withdrawal will last only a few days. The symptomswill appearlike
a mild fl u and disappear by themselves.
Take each day at a time.
When the urge comes, remember it will stay only for a few minutes and then go away.
For many, keeping something in the mouth, like a clove, cardamom, fennel seeds or
chewing gum is very helpful when there is craving.
Keep the hands busy - wash vessels, wash clothes, water the plants, squeeze a ball
Eat a healthy diet; Get enough exercise and Learn to relax.
Avoid situations that cause temptation, (i.e. tobacco userfriends)
Remind yourself the benefits that you have got or will get by quitting tobacco
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Medications
• Nicotine replacement therapy

i.e. nicotine gums
• Others : varenicline, bupropion,

clonidine. nortrvotiline etc.

1. Medication As mentioned before, nicotine use is very addictive.
Use of medication facilitates the quitting process and in staying
away from tobacco. The medications normally help people who
are heavy tobacco users or need tobacco the moment they get up,
or if they find it difficult to handle craving (urges). ’

These medications need to be taken under advice of a doctor. The
role of medications is to assist in the quitting process. They are not
a substitute for your effort to quit. Studies show that the chance of
successful quitting increases upto 5-6 times with medications.
Your decision to quit, the lifestyle changes that you make to avoid
tobacco use (avoiding alcohol, eating well, exercising, learning
other ways of relaxation and stress reduction) are important in
quitting and medications would further help you in your decision
if you are addicted and your craving is strong.

Conclusion
Tobacco use normally starts as a temporary pleasure that
becomes a costly and risky pastime when it ends up in
addiction or with serious medical problems. The best
success with quitting is when it occurs early. However, eveil
addicted smokers CAN quit, with sustained effort. As in the
person mentioned at the beginning of the article, every quitter
should be proud of kicking the habit either by self or with help as
well as encourage others to quit.

Please contact Tobacco Cessation Clinic (TCC), Centre for Addiction
Medicine, N1MHANS in case you want any help in quitting tobacco.
Phone number: 080 26995547 (OPD: Monday, Thursday, Saturday)
email: tccbangalore@gmail.com

25

mailto:tccbangalore@gmail.com




Prohibition on Tobacco Advertising, Promotion
and Sponsorship in India:
A Resource Kit

I

A Resource Kit developed by Health Related Information Dissemination Amongst Youth (HR1DAY) with support from Ministry of
Health and Family Welfare, Government of India (MoHFW, Gol) and World Health Organization (WHO) Country Office for India.
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Tobacco Advertising Promotion and Sponsorship (TAPS)
Tobacco manufacturers are some of the best marketers in the world and
increasingly aggressive at circumventing prohibitions on advertising,
promotion and sponsorship that are designed to curb tobacco use (World
Health Organization, Report on The Global Tobacco Epidemic, 2008).
• Tobacco industry uses means such as television, print, radio, internet.

Point of Sale (PoS) displays, product placement in films, brand
stretching, and sponsorship of sports, cultural, fashion and music events.

• The pack in which tobacco products are sold itself is a strong vehicle for
advertising.
Cross-sectional and longitudinal studies conducted with school-going
adolescents in India establish a causal relationship of TAPS with
increased tobacco use.
A study conducted with about 4000 school-going adolescents in Delhi
concluded that students highly exposed to tobacco use in Bollywood
films are at more than twice the risk of being ever tobacco users
compared with the least exposed.

• This association suggests the need to strengthen policy and programme
based interventions in India to reduce the influence of such exposure.

Initiatives in India

DI. .

Tools to curb TAPS
WHO Framework Convention on Tobacco Control

Article 1 (c) - “tobacco advertising and promotion" means any form of commercial communication,
recommendation or action with the aim, effect or likely effect of promoting a tobacco product or tobacco use either
directly or indirectly;

^J^ticle 1 (g) - "tobacco sponsorship" means any form of contribution to any event, activity or individual with the
^raim, effect or likely effect of promotinga tobacco product or tobacco use either directly or indirectly;

The Cigarettes and Other Tobacco Products (Prohibition of Advertising and Regulation of Trade and
Commerce, Production, Supply and Distribution) Act, 2003 (COTPA)

Section 3 (a) - "advertising" includes any visible representation by the way of notice, circular, label, wrapper or
other document and also includes any announcement made orally or by any means of producing light, sound,
smoke or gas;
Section 5 (1) - "Indirectadvertisement"means:

• the use of a name or brand of tobacco products for marketing, promoting or advertising other goods,
services and events;

• the marketing of tobacco products with the aid of a brand name or trademark which is known as, or in use
as, a name orbrand for other goods and service;

• the use of particular colours and layout and/or presentation those are associated with particular tobacco
products; and

• the use of tobacco products and smoking situations when advertising other goods and services.



COTPA Section 5

The I ndian law prescribes for a complete ban on all forms of TAPS with ban on the display of tobacco products at the
PoS. However, in-and-on pack advertisements and PoS advertisements are still permitted - with some restrictions.

PoS rules under COTPA

• An advertisement board should not exceed 60 cms x 45 cms with a 20cms x 15cms health warning on the top
edge.

• Each such board shall contain in an Indian language as applicable, one of the following warnings Q) Tobacco
causes cancer, or Qi) Tobacco Kills.

• The health warning must be prominent, legible and to be in black colour with a white background.

• The board should only list the type of tobacco products available and shops cannot display any kind of tobacco
products and no brand pack shot, brand name of the tobacco product or other promotional message and
picture shall be displayed on the board.

• The display board should not be backlit or illuminated.

Penalties for violation

• First conviction: up to 2 years jail or up to Rs. 1,000 fine or both.

• Subsequentconviction:upto5yearsjailanduptoRs.5,000fine.

• Infringement of the law may lead to forfeiting of advertisements and advertising material.

Cable Television Network (Regulation) Act, 1995

An amendment to the Cable Television Network Rules 1994 was notified by the Ministry of Information and
Broadcasting on February 27, 2009 which allowed the indirect advertising of prohibited products like cigarette,
tobacco, liquor etc. with some restrictions. The letter by Director, Information and Broadcasting dated June 17,
2010 categorically directs all TV channels including news and current affairs channels to stop airing any
advertisement of a product on their channel that uses a brand name or logo which is also used for cigarettes,
tobacco products, wine, alcohol, liquor or other intoxicants and strictly follow the provisions of Rule 7 (2) (viii) (A)
of Cable television rules, 1994.

The Broadcasting Services Regulation Bill, 2007

The Broadcasting Services Regulation Bill, 2007, Ministry of Information and Broadcasting, Government of India
has provisions of a 'Content Code' and revoking of licenses of broadcasters, which would regulate inter alia, the
broadcasting and advertisement of tobacco and other addictive products.

Broadcasting ContentComplaints Council (BCCC)

BCCCs (a thirteen member body under Indian Broadcasting Foundation) Self Regulatory Content Guidelines for
Non News & Current Affairs TV Channels has prohibition on smoking and tobacco as one of the principles and a
complaint can be made against its violations.

The Advertising Standards Council of India

The Advertising Standards Council of India's Voluntary Code of 1998 envisaged prohibiting of advertisements
targeting underage consumers, as well as suggestions that using tobacco products is safe, healthy or popular.



Current Situation in India
Print, Electronic and Outdoor Advertisements

• With a ban on direct advertisement of tobacco products in place since 2004, tobacco companies have used
indirect and surrogate means to advertise their products on print, electronic and outdoor media.

• Tobacco companies have ubiquitously used television, radio, newspapers, billboards, hoardings, rain shelters
and transport vehicles for advertising and promotion of their products.

Large outdoor hoarding of
surrogate products

Advertising of
cigarette brands

Advertising of surrogate
products on transport facilities

Advertising in leading
newspapers

on carry bags

PoS and Product Display

• Tobacco companies in India provide lucrative incentives to retailers of their products for placing tobacco ads
and other items promoting tobacco usage.

• Companies supply vendors with promotional materials, including LCD television, giant posters and refurbish
their stores to make them more attractive and turn the stores into tobacco advertisements.

Advertisements of Surrogate products

• Tobacco companies use their non-tobacco products having similar
names, packaging, logos and labeling to indirectly advertise their
tobacco products.

• These advertisements are present everywhere in Indian media and
instances of such advertisements have increased after a majority of
Indian states/union territories have banned Gutkha and other
smokeless tobacco products under Regulation 2.3.4 ofthe Food Safety
and Standards (Prohibition and Restrictions on Sales) Regulations,
2011.

Surrogate products resembling
tobacco products



Brand Stretching

• The tobacco industry uses its brand
names, logos, or visual brand identities on
non-tobacco products including clothing
and accessories to attract new consumers.

• This strategy turns customers into
advertisementmediums.

Range of body care products and clothing carrying
the same name as cigarette brands

Sponsorship

• TobacctTcompanies in India
have associated with popular

'sports and fashion events to
promote their products.

Tobacco companies
sponsoring fashion events

Tobacco companies advertising Tobacco companies associating
products during cricket matches with popular Grand Prix events

Competitions/Contests

• Tobacco companies flout Section 5 ofCOTPA by promoting tobacco
product use through competitions targeted towards
children/youth or providing financial benefits to tobacco users.

Contest schemes from tobacco companies

Packaging as Advertisement

• Tobacco packages have always been an important part of the tobacco
industry's marketingstrategy.

• Tobacco product package design is used to reinforce brand imagery, to
minimize perceptions of risk, and to contribute to the tobacco user's
identity.

• Tobacco companies also use limited editions pack in conjunction with
sports, festival/events.

Kiddie packs of cigarette

Cigarette packs during crit

International Best Practice: Australia adopts plain packaging of tobacco produc

The Govemmentof Australia took a momentous step forward by implementing plain packaging oft
from December 1, 2012. With this, Australia has become the first country in the world to have
packaging of tobacco products. Plain packaging restricts tobacco industry logos, brand imagery, colours an
promotional text appearing on packages, thus eliminating the "badge value’’ of all forms of tobacco product
packaging. Brand and product names are allowed only in a standard colour, position, font style and size in a pre
defined area on the package. To enhance effectiveness of graphic warnings in India, researchers and tobacco control
advocates are strongly proposing introduction of plain packaging of tobacco products. A Private Members’ Bill has plain'll
been introduced on this issue in the Indian Parliament, which remains to be discussed.



Corporate Social Responsibility (CSR)

• CSR is a strategy by which tobacco companies manipulate the public's attitude towards their reputation and
send the message that they are looking out for the public's best interest.

• Tobacco companies have often engaged in such activities in order to promote their products while portraying a
'positive self image’.

Tobacco industry
sponsored bravery awards

Tobacco industry's CSR initiatives
targeted towards farmers

Tobacco industry's
CSR initiatives

Product Placement and Tobacco use Imagery
in Films

• A number of actors from the Indian film
industry have being found smoking/using
tobacco in their films and films scenes
displaying tobacco brand packages and
logos for surreptitious promotion of
products has also been observed.

Tobacco Imagery in Indian Movies

= -nimes

iacco imagery in films and
' ” “ J - ne into force from

Protectyouthfromui

India is one of the first corn
television programmes, kl
October 2,2012. These rules

• Minimum30secondshealthspoi

• Minimum 20 seconds audio visu:

• Non-compliance may lead to s

• No films to be certified without b

Indian youth monitor, score a

In a unique ongoing monitoring c
youth from Delhi to monitor depiction
reviewed so far. 15 have received aTht
haven't complied with the rules regulatingdepiction  c

has engaged school and college going
;ed Bollywood films. Out of the 27 films
pl, which means 56 percentof thefilms

i Bollywood films!



Challenges in dealing with TAPS
• Almost all smokeless tobacco products have their identical non-tobacco brand extensions which are

extensively advertised as surrogates for the tobacco products.

• In-and-on pack advertising gives much room to the tobacco industry to make its product visible in eveiy
corner of the country

• Despite of Hon'ble Supreme Court’s new ruling tobacco industry is using several posters, boards and LCD
screens within the kiosks to advertise at PoS.

• Tobacco companies make use of the loophole in the Trade Marks Act, 1999 which allows tobacco companies to
register the same trademark for non-tobacco products. This allows the tobacco companies to advertise their
non-tobacco products thus, resulting in indirect advertisement /promotion of tobacco products which is in
gross violation to Section 5 of COTPA.

• Tobacco industry activities in the name of CSR are targeted to promote brand loyalty and create a positive
image of the Industry.

• Excessive advertisement on internet and social networking sites e.g. Facebook, Twitter etc.

• Print, electronic and outdoor media see tobacco industry as their leading customers, hence contribute to
increase in surrogate and indirect advertisements.

• When compared to other provisions of the law, there is a general lack of awareness among enforcement officers
and the public on the extent of the advertising bans. This further leads to lack of action.

• Besides, steps should be taken to prohibit cross-border advertisements as recommended under FCTC. The
bordering regions of the country experience free-flow of tobacco advertisements through both print an J
electronic media. I

• The tobacco industry has ample financial resources to support development of advertising, promotion and
sponsorship strategies and to challenge any bans in absence of proper enforcement.

as
tel

Delhi Metro Rail Corporation (DMRC) urged to take off surrogate advertisements of tobacco products

Raising concern over display of tobacco product advertisements in Delhi Metro, HRIDAY urged the Delhi Metro Rail Corporate
(DMRC), to remove all such advertisements from, metros, metro stations and metro feeder buses. Replying to this DMRC officials sa
that "The Delhi Metro Rail Corporation follows theguidelinessetby the Directorate of Audio Visual Publicity, Ministry of Informational
Broadcasting, regarding the display of advertisements in its premises. Surrogate advertisements are allowed only if the requests a
accompanied by an NOCfrom the Ministry ofInformation and Broadcasting, GovernmentofIndia."

Existing enforcement mechanisms
Role of enforcement officers
PoS

• Ensure complete ban on TAPS and implementation of
Section 5 ofCOTPA within their jurisdiction.

• Conduct frequent raids and surprise checks to prevent
TAPS including cross-border TAPS.

• Enter and search any premises if she/he suspects the
existence of any material advertising tobacco
products.

• Seize and confiscate such materials as per the
provisions of Criminal Procedure Code,

• All materials so seized are forfeited to the government.

• Complain to the Steering Committee - all and any
instance of tobacco advertisement.

Films and Television

• Ensure complete enforcement of
October 2, 2012 regulations oiA^
depiction of tobacco imagery in films ;
and television programmes.

• Monitor violations of the rules in films '
and television programmes and bring
them in notice of the Steering
Committee.

Tobacco product packaging

• Ensure that the tobacco products sold
in their jurisdiction depict the notified
pictorial health warnings, as per the
size prescribed in the law.

• Monitor violations of in-and-on pack
advertisements and bring ... :n
notice of the Steering Committee



S.No.______________ Designation Department

Following categories of enforcement officers are authorized by the Government of India to implement the
provisions of Sections 5 and 7 of COTPA:

1 All officers of the level of Superintendent and above
of the Customs and Central Excise

All Premises registered under
Departmentof Revenue

2 All officers of the rank of Inspectors and above of
Sales Tax/Health/Transport

Departmentof Revenue/
Health/Transportofthe State

3 Junior Labour Commissioner and above Labour Department

4 Joint Director Office of the Commissioner of Industries/Small Scale
Industries

5 Sub-Inspector and above of Police/State Food and
Drug Administration or any other officer holding the
equivalent, rank of Sub-Inspector of Police

Department of Food and Drugs and Department of
Home Affairs.

Committees to enforce ban on TAPS

.4 'tate and District level Steering Committees have been constituted to guide monitor and ensure enforcement of ban on
'he Committees are empowered to take cognizance of TAPS violations under COTPA and look into specific instances of

• ,.ation of Section-5 of COTPA and take suo-moto action. The Steering Committee consists of representativesfrom 3 Departments of
'-•vernment of India. In addition representatives from Press information.Council of India, Press Information Bureau, Advertising
andards Council of India (ASCI) &. from Civil Society Organizations are members of this Committee.

Proposed Recommendations to strengthen enforcement of TAPS ban in India
1. Regular meetings of the National, State and District level Steering Committees for Section 5.

2. Formation of raiding teams atstate and districtlevel for law enforcement.

3. Effective Government-NGO partnership for enforcement of TAPS ban.

4. Coordinated action among all concerned departments and ministries for meeting FCTC and COTPA mandates at
all levels.

5. Strengthening COTPA and other related laws to encompass uncovered or under-covered areas, such as: CSR,
advertising on internet and social platforms, in-and-on pack advertisements.

6. Advertisement materials to be handled carefully during search and seizure to ensure that relevant evidence
remains intact (conviction for contravention as under COTPA Sections 22 and 23).

7. Active engagement of multi-sectoral partners such as: Central Board of Film Certification, Broadcast Content
Complaints Council, under Indian Broadcasting Foundation, Advertising Standards Council of India, Ministry of
Information and Broadcasting, Ministry of Health and Family Welfare, Ministry of Commerce and Industry,
Ministry of Transport and Ministry of Finance.

8. Propose amendment in the Trade Marks Act to curb the use of tobacco products brands/trade marks for any
other non-tobacco goods or services.

9. Specific violations of the advertising and programmme code of the Ministry of Information and Broadcasting
(on TV and printmedia), mustbe reported to the Ministry of Information and Broadcasting. Likewise, violations
by cable TV operators should be reported to the District Magistrates.

10. National Tobacco Control Helpline (1800-110-456) should be effectively utilized for reporting violations of
TAPS ban.

11. Prohibition on in-and-on pack advertising and strengthening existing pictorial health warnings through
strategies such as Plain Packaging of tobacco products should be considered.

12, Mobilization of civil society, media and general public to report violations to the concerned authorities and
highlight the issue atvarious platforms.

13 Greater consumer awareness about tobacco industry tactics that counteract public health campaigns.



Global Best Practices on Prohibition of TAPS
• United Kingdom restricts internet advertising and promotion of all tobacco products.

• Sri Lanka completely prohibits Corporate Social Responsibility activities by tobacco industries.

• Myanmar banned tobacco advertisement on Satellite TV.

• Brazil and Thailand prohibit display and promotion of tobacco products at PoS.

• Nepal's tobacco control law imposed a total ban on TAPS in any form.

• Australia has implemented plain packaging of tobacco products to counter on-pack advertisements.

• Countries with the highest level of achievement against TAPS: Chad, Colombia, Djibouti, Eritrea, Iran, Jordan,
Kenya, Kuwait, Madagascar, Montenegro, Myanmar, Niger, Norway, Panama, Qatar, Sudan, Syrian Arab
Republic, Thailand and United Arab Emirates.
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Examining the Impact of the
Gutka Bans in Selected States in India

Karnataka- Summary Findings

According to the Global Adult Tobacco Survey India (2009-10), 28 per cent of adults (15 years
and above) in Karnataka used tobacco. About 12 per cent of adults were smokers and 19 per

cent used smokeless tobacco. Of the latter, 6 per cent were current users of gutka.

A study was jointly undertaken by the Johns Hopkins University Bloomberg School of Public Health's Institute of

Global Tobacco Control (JHSPH-IGTC) and the World Health Organization Country Office for India, in collaboration with

JHSPH Center for Communication Programs (JHSPH-CCP) and Centre for Communication and Change-lndia (CCC-I) to

understand the impact of state laws that ban the sale and distribution of gutka.

Surveys were conducted with 1,001 current and former gutka users and 458 tobacco product retailers to gain insight

into the effect of the bans on consumer use and product availability in seven states (Assam, Bihar, Gujarat, Karnataka,

Madhya Pradesh, Maharashtra, and Odisha) and the National Capital Territory. Observations of 453 retail

environments and 54 in-depth interviews with government officials, enforcement officials and citizens working with

civil society groups were conducted to the same end.

In Karnataka, surveys were conducted in the districts of

Bengaluru and Mangaluru with current and former gutka users

and tobacco product retailers to determine the impact and

effectiveness of gutka ban. In addition, observation of 60

retail environments and in-depth interviews with government

officials, enforcement officials and citizens working with civil

society groups were conducted to find out different

stakeholders' reaction to the ban.

The study is supported by JHSPH-IGTC and WHO Country Office for India and conducted in collaboration with JHSPH-CCP and CCC-I



Summary Findings

■ Support for gutka ban is very high (94%) across the studied jurisdictions

■ Almost universal agreement (99%) that gutka ban is good for the health of India's youth

■ Product ban did impact use. None of the respondents use pre-packaged gutka since the ban

■ Post-ban, manufacturers have started selling twin packs (pan masala and tobacco separately). All the respondents

reported purchasing ingredients separately and combining/mixing them for consumption

■ A large percentage of dual users (64%) reduced the use of smokeless tobacco products after the ban

■ Eighty five per cent of respondents agreed that the government should ban the manufacturing sale and

distribution of other forms of smokeless tobacco

■ Interest in quitting is high with approximately half of the respondents (45%) reported attempting to stop using

gutka in the last year. Approximately seventy three per cent of respondents agree that the gutka ban will help

people to quit

■ Of the respondents that quit since the ban, a substantial proportion in Karnataka (92%) reported that they quit

because "gutka was not available"

■ There was virtually no retail outlet where pre-packaged gutka was on display

■ A very small percentage (8%) of tobacco product retailers interviewed reported that they had been approached

post-ban by a supplier to continue selling pre-packaged gutka

■ A very small percentage (7%) of outlets observed displayed a board declaring that "sale of tobacco products to

minors is prohibited"

■ Twenty two per cent of the retail outlets observed were located within 100 yards of an educational institute

Recommendations
The study Impact and Effectiveness of ban on Gutka yielded significant insights. These are presented as

recommendations here:

■ Policy measures need to be adopted to curb the sale and purchase of all other smokeless tobacco products

including products that can be bought separately and mixed to be consumed as gutka or a product similar to gutka

(by whatever name it be called).

■ Enforcement mechanisms need to be strengthened to ensure complete compliance of the ban.

■ Provision for tobacco cessation services to be scaled up to cater to the unmet need for tobacco cessation.

■ Smokeless tobacco products are freely available at a very low price near educational institutions leading to easy

access of these products by youth. The boards declaring that "sale of tobacco products to minors is prohibited"

were not displayed at all outlets as per the law. This calls for a stronger monitoring of tobacco control laws.

The study is supported by JHSPH-IGTC and WHO Country Office for India and conducted in collaboration with JHSPH-CCP and CCC-I
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Examining the Impact of the Gutka Bans in Selected States in India

Karnataka - Abstract of Findings

Tobacco use patterns in Karnataka

According to the Global Adult Tobacco Survey (GATS) India report-2009-10, current
smokeless tobacco users comprise 19 per cent of the total adult population of
Karnataka. About 23 per cent of males and 16 per cent of females above 15 years of
age, fall in the current user category.

Twenty eight per cent of adults (15 years and above) in Karnataka used tobacco.
About 12 per cent of adults were smokers and 19 per cent used smokeless tobacco. Of
the latter, 6 per cent were current users of gutka (GATS).

The total percentage of daily adult users of smokeless tobacco comprises 17 per cent
of the total adult population. Almost 20 per cent of males and 14 per cent of females
above 15 years of age, fall in the daily current user category.

T
he Karnataka state government imposed a ban on gutka, joining the group of
25 States and five Union Territories that had already banned it.* 1 With this,
Karnataka became the 26th State to ban gutka in May, 2013.

Methodology

In Karnataka surveys were conducted in the districts of Bengaluru and Mangaluru
with current users2 * 4, dual users3 and former gutka users* 1 and tobacco product
retailers to determine the impact and effectiveness of Gutka ban. In addition,
observation of 60 retail environments and in-depth interviews with government
officials, enforcement officials and citizens working with civil society groups were
conducted to find out different stakeholders’ reaction to the ban.

4 Quitters were those gutka consumers who have used gutka in the past but have not used something similar-to-gutka even once in the past month, and have
stopped using gutka since the ban of gutka

The Hindu - www.thehindu.com
1 Current users were defined as those gutka consumers who have used gutka or something similar-to-gutka by mixing tobacco at least once in last one month,
and have not used any other tobacco product in the last one month

’ Dual users were defined as those gutka consumers who have used gutka or something similar-to-gutka by mixing tobacco at least once in the past month, and
have also used any other tobacco product (smoked and/or smokeless) at least once in the past month

http://www.thehindu.com


Study findings

Age at initiation:- Twenty to twenty three per cent had initiated gutka consumption
when they were below 20 years of age (20% of current users, 22% dual users and
23% of quitters).

Status of gutka use: - All consumers of gutka had switched over to something similar
- to- gutka because it was not available after the ban.

Comparison of usage before and after the ban: - A large percentage of dual users
reduced the use of smokeless tobacco products and cigarettes respectively (64% and
62%).

Opinion on the state enforced ban: - There was almost universal (94%) support for
the ban even by those who were currently consuming tobacco products in any form.
When asked about the reasons for the ban, almost 51 per cent of the current users, 58
per cent of the dual users and 37 per cent of quitters reported that they were not
aware of the reasons for the ban.

Extension of ban to other smokeless tobacco products: - Eighty five per cent of the
respondents were in favor of the ban being extended to all other smokeless tobacco
products.

Effect on health of children: - All the respondents reported that the ban on gutka was
good for the health of children

Quitting behavior: - People feel that gutka ban will definitely help in quitting
consumption of gutka or a similar product. However, only 45 per cent of the
respondents have made serious efforts to quit gutka or similar product.

Information regarding prohibition of sale of tobacco products to minors: - Section
6 (a) of Tobacco Control Act, 2003 states that the sale of tobacco products to persons
under the age of 18 is prohibited. Further, the shop should display a board declaring
that "sale of tobacco products to minors is prohibited". Out of 60 outlets, only 4
outlets had such messages displayed.

Information regarding prohibition of sale of tobacco products to minors: - Section
6 (a) of Tobacco Control Act, 2003 states that the seller should not sell tobacco to a
minor. In Karnataka, minors were observed purchasing gutka/tobacco products from

. 4 outlets.

Location of outlets in the proximity of educational institutions: - Section 6 (b) of
Tobacco Control Act, 2003, states that the sale of the tobacco products is prohibited
within a radius of 100 yards of any educational institution. Observation shows that
out of 60 outlets, 13 were located within 100 yards of any school or college.

Display of gutka packets for sale: - None of the outlets observed was found displaying
pre-packaged gutka packets.

Observation of vendors: - None of the vendors was found consuming gutka.



Manufacture’s, supplier’s and retailer’s response: - The retailers were asked about
the manufacturers’ and distributors’ response to the gutka ban. They were also asked
whether retailers still stock it

• Nearly 66 per cent of the retailers said that gutka was not being manufactured
• About 58 per cent said that gutka was not available with the retailers.
• Nearly one-fourth (26%) of retailers mentioned that consumers have

approached them to buy gutka.
• Only 8 per cent of the retailers were approached by suppliers to store gutka
• About 37 per cent of the retailers were approached to store something similar-

to-gutka products.

Monitoring of gutka availability: - The retailers were asked several questions on
their response to the ban

• Nearly 90 per cent of the retailers have started selling gutka ingredients
separately post the ban.

• About 85 per cent of the retailers sell smokeless tobacco products and 92 per
cent sell smoked tobacco products

• Ninety eight percent retailers were in the favor of the ban.

Recommendations

The study Impact and Effectiveness of ban on Gutka yielded significant insights.
These are presented as recommendations here:

• Policy measures need to be adopted to curb the sale and purchase of all other
smokeless tobacco products including products that can be bought separately
and mixed to be consumed as gutka or a product similar to gutka (by whatever
name it be called).

• Enforcement mechanisms need to be strengthened to ensure complete
compliance of the ban.

• Provision for tobacco cessation services to be scaled up to cater to the unmet
need for tobacco cessation.

• Smokeless tobacco products are freely available at a veiy low price near
educational institutions leading to easy access of these products by youth. The
boards declaring that “sale of tobacco products to minors is prohibited” were
not displayed at all outlets as per the law. This calls for a stronger monitoring
of tobacco control laws.



Examining the Impact of the Gutka Bans in
Selected States in India

A study was conducted by the Johns Hopkins University Bloomberg School of

Public Health and the World Health Organization Country Office for India to

understand the impact of state laws that ban the sale and distribution of gutka.

Surveys were conducted with 1,001 current and former gutka users and 458

tobacco product retailers to gain insight into the effect of the bans on consumer

use and product availability in seven states (Assam, Bihar, Gujarat, Karnataka,

Madhya Pradesh, Maharashtra, and Orissa) and the National Capital Territory.

Observations of 450 retail environments and 54 in-depth interviews with

government officials, enforcement officials and citizens working with civil society

groups were also conducted to the same end.

Summary Findings:
• Support for gutka bans is very high (92%) across the studied jurisdictions

Almost universal agreement (99%) that gutka bans are good for the health of India's youth

Product bans did impact use. Of the respondents who continue to use pre-packaged gutka, half (49%) reported
they consume less since the bans

Ninety per cent of respondents agreed that the government should ban the manufacturing, sale and
distribution of other forms of smokeless tobacco

Post-bans, most gutka users report purchasing ingredients separately and combining/mixing their own gutka.
However, 15 per cent of respondents continue to purchase pre-packaged gutka

Interest in quitting is high-approximately half of respondents reported attempting to stop using gutka in the
last year. Approximately 80 per cent of respondents agree that the gutka bans will help people to quit

Of the respondents that quit since the bans, a substantial proportion in each state (from 41-88%) reported that

they"quit using gutka because of the ban"

The cost of pre-packaged gutka increased following the bans

There was virtually no retail outlet where pre-packaged gutka was on display

More than one-quarter of tobacco product retailers interviewed reported that they had been approached
post-ban by a supplier to continue selling pre-packaged gutka

Limitations:

• Sample is not nationally representative

• Sample only includes adults

• Responses are self-reported and are not corroborated with any biological measures to confirm gutka or tobacco use

The study was supported by WHO Country Office for India and JHSPH-IGTC in collaboration with JHSPH-CCP and CCC-I
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