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   …………….….Walking the Path towards Health For ALL         

Editorial

The call to work towards ‘Health for ALL’ (HFA) 
by 2000 AD, underpinned by a social justice 
ethic and with comprehensive primary health 

care (CPHC) as an approach to the development of 
health systems, was a prophetic moment in history in 
1978. HFA was a social goal acknowledged and adopted 
by 134 member countries at the Alma Ata Conference, 
jointly organized by WHO and UNICEF, reflecting the 
aspirations of people globally. Bridging the health 
divide was the essence of the goal and approach. Halfdan 
Mahler the then Director General of the World Health 
Organisation has on record noted the key contribution 
of NGOs and civil society in pressing the HFA agenda 
forward through work on the ground which showed that 
health gains were possible over fairly short periods of 
time with the right mix of methods in which the role 
of communities in decision making and linking health 
with development was important. This work experience 
by NGOs in different continents has been captured in 
the book “Health by the People” based on a study 
undertaken on behalf of WHO. NGOs had been proac-
tive in advocating the cause of reaching the unreached 
with WHO and with governments, and this set of negoti-
ations, struggles and partnerships led to Alma Ata. HFA 

and CPHC  built also on the United Nations Universal 
Declaration of Human Rights (1948), the Constitution 
of WHO, the UN International Covenants of 1966 on 
Economic, Political, Social and Cultural Rights and on 
several thought currents. The HFA goal captured the 
minds and hearts of people across the world committed 
to the primary health care (PHC) movement.

Actualising the HFA goal has been quite a different 
matter. Constant analysis of progress is necessary. The 
dominant medical model for the development of health 
systems was firmly in place at that time. The control 
of communicable diseases was seen as paramount and 
vertical health programmes developed their own struc-
tures, hierarchies and mechanisms. The basic principles 
of PHC of social justice, community participation, in-
tersectoral coordination, and appropriate technology 
which came from the ground up were revolutionary 
and demanded a complete paradigm shift in approach. 
Health departments could not understand the need to 
change. A variety of interests were quick to resist the 
approach right from the beginning. UNICEF among 
others developed the selective primary health care ap-
proach in 1979. The Health Promotion movement com-
mencing with the Ottawa Charter (i986), the decadal 
meetings (1988) of the Alma Ata Conference, with re-
flections and efforts to encourage governments to artic-
ulate health policies and develop indicators to measure 



progress were part of the HFA processes that ensued. 
Experimentation in community health continued and 
provided rich experience in the training of community 
health workers, in working through village health com-
mittees, in using innovative educational approaches to 
training socially relevant community oriented health 
professionals, in developing rational therapeutics etc. 
Practitioners developed community health approaches 
to public health problems with community organization 
and participation etc. Members of the SOCHARA team 
were inspired by HFA and actively experimented with 
and interrogated many initiatives.

It was realized that community health approaches and 
networking, while necessary and effective at the level 
of small populations, were not sufficient to bring about 
larger change. Barriers to achieving health for all were 
complex and closely linked to societal processes and 
structures linked to macro policies. Socially embed-
ded hierarchies and mindsets needed transformation. 
Efforts addressing gender issues and disparities reveal 
that this is to be a long haul struggle. Similarly other 
issues of race, caste, class, language have their own 
struggles. Their interface with health systems is mini-
mal. The drivers and consequences of globalization add 
layers of further complexity.

In the 1990s like-minded organizations from diverse 
backgrounds worked towards the first People’s Health 
Assembly in Savar, Bangladesh in 2000 as a counter to 
the annual World Health Assemblies of WHO in order to 
revitalize HFA. As part of this process the Jan Swasthya 
Abhiyan (JSA) was launched in India at the first Jan 
Swasthya Sabha  in Kolkota in December 2000, and 
the global People’s Health Movement (PHM) soon 
after in Savar. National and global People’s Charters 

for Health were adopted. The PHM and JSA subse-
quently engaged proactively from local to global lev-
els. State chapters evolved and dealt with different 
issues around a common cause. Realising the HFA 
goal is still work in progress 

Articles in this issue of Dimentions highlight key 
processes in the Health Promotion movement right 
up to the Helsinki Declaration of 2013. Universal 
Health Coverage, currently on the agenda across sev-
eral countries, has varied proponents with differing 
interests. These issues were discussed in a National 
Workshop reported here. While commercialisation 
of the health sector is rapidly deepening, corruption 
in the sector is also widely reported.  The first an-
nouncement of the 5th National Bioethics Confer-
ence (NBC) has been made in this issue. The NBC 
from 11th to 12th Decemebr 
2014 to be held in Bangalore will focus on “Integrity 
in Health Care Services and Research” followed by 
a one day International Symposium on Corruption in 
Health Care. Articles on the needs of migrants; the 
situation of burns among women and  efforts towards 
tobacco control from community to policy level high-
light the need for detailed attention that is required in 
addressing complex issues as part of the efforts to-
wards HFA.

Reflective learning from experience, being in touch 
with ground realities and working in solidarity is es-
sential as we continue to work towards  HFA. 

Thelma Narayan, Director 
School of Public Health, Equity and Action 
(SOPHEA),
Society for Community Health Awareness, Re-
search and Action  (SOCHARA)

Over the years, SOCHARA has been involved with 
various initiatives in community health, public health, 
health policy, and health movements as part of larg-
er collective, inclusive efforts within India towards 
equity in health. Building on work done through its 
teams in Bangalore, Chennai and Bhopal a ‘Social 
Justice in Health’ (SJH) initiative was undertaken. 
Two consultations were organized. The first was a 

Social Justice in Health and Universal Health Coverage: 
Challenges, Possibilities and Pathways 

Sochara Team

one day dialogue on ‘Health of the Urban Poor in 
Bangalore’- with a focus on people with mental ill-
ness, disability and the elderly, on 18th December 
2012 and a National Workshop titled. ‘Social Justice 
in Health and Universal Health Coverage Challenges, 
Possibilities and Pathways’   on 10th and 11th Sep-
tember 2013. This article covers key points from the 
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which are inadequately reflected in current UHC 

debates. Approaches used to address the social de-
terminants of health in different parts of the country 
were discussed.

 Social justice, a concept linked to fairness and 
opportunity, is a very old and deep quest that has 
moved people across the centuries through approach-
es such as spirituality, ethics, philosophy, politics, de-
velopment, alternative methods of governance, social 
movements and new evolving social arrangements. It 
is not a technical or managerial fix. The debate on 
Universal Health Coverage, needs to keep social jus-
tice in health at the heart of its thinking and strate-
gies. UHC requires leadership from the bottom up, 
together with democratization of the health system, 
with mechanisms for widespread public participation 
in health and development to move towards com-
prehensive primary health care and HFA. This is a 
time for critical reflection on the multiple pathways 
that have evolved over decades towards achieving 
this goal. This includes study of the changing roles 
and power dynamic of the state, the voluntary sec-
tor, different systems of medicine, social movements, 
private enterprises and communities, with a focus on 
how each relates to the other and with outcomes in 
health of people. The predominance of a biomedical 
frame continues and influences both public health 
policy choices being made, as well as peoples’ pref-
erences. 

Technical session1: ‘Towards Social Justice in 
Health and Universal Health Coverage’ – a Con-
textual Overview  

The speaker of this session, shared that though India 
was an enthusiastic signatory of the Alma Ata Dec-
laration in 1978 and is debating and planning Uni-
versal Health Coverage, the health crisis continues 
in India and globally, together with emerging health 
challenges. The Bhore Committee in 1946 reflected 
the same core principles as the Alma Ata Declaration. 
After much experimentation and thought the idea of 
strengthening an alliance for health emerged. Impor-
tant elements in the evolution of the Peoples’ Health 
Movement (PHM) and the Jan Swasthya Abhiyan 
(JSA) were recounted.  

Three important policy initiatives have evolved with 
PHM and JSA positioned as a countervailing power. 

•	 In 2004, around 300 Jan Swasthya Abhiyan activ-
ists dialogued with political parties in Delhi as a 
pre-election strategy discussing a policy brief and 
orienting manifesto writers to the challenges of 
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national workshop.

About the Social Justice in Health initiative 

 ‘Social Justice in Health, Research, Advocacy, 
Training and Action on Realizing Health Rights’ is 
an initiative building on the history of the Commu-
nity Health Cell since 1984 and of SOCHARA from 
1991. It worked to strengthen efforts towards realiz-
ing the “Health for All” (HFA) goal. A historical and 
contextual approach was adopted with dimensions of 
research, documentation, communication, dissemi-
nation and critical engagement with communities at 
different social levels. This included work in Madhya 
Pradesh with the Community Health Fellowship Pro-
gram building up a critical mass of young enthusiastic 
community health practitioners in the state through 
the  Centre for Public Health and Equity (CPHE), a 
SOCHARA resource centre for public health in Bho-
pal; the Community Action for Health initiative in 
14 Blocks of 6 districts in Tamilnadu together with 
a range of campaigns of the Makkal Nazhvahyu 
Iyyakam (People’s Health Movement in the state) 
through the Community Health Cell Extension Unit 
(CEU) which reaches its tenth year in 2014; the Com-
munity Health Learning Program and several other 
initiatives by the Community Health Cell (CHC) in 
Karnataka; the Community Health Library and Infor-
mation Centre (CLIC) and a variety of involvements 
at national and global levels. SOCHARA as part of 
its commitment to support the health movement em-
barked on a process of critical reflection of the move-
ment in an effort to distil from the collective experi-
ences lessons that we may take forward in walking 
the path towards health for ALL. Multiple pathways 
contribute to the realization of inter-connected rights 
leading towards the HFA goal. These need to be un-
derstood, refined and  used strategically with a sense 
of solidarity among the variety of groups and persons 
working for HFA. 

‘Social Justice in Health and Universal Health 
Coverage Challenges, Possibilities and Pathways’ 
– a national workshop – Day One

Reflecting on aspects of work done, the workshop 
shared experiences and identified gaps in policy, 
practice and social action; and charted out possible 
directions for the future. Ninety seven participants 
from health and social science disciplines partici-
pated. Deliberations built on theoretical, historical 
and contextual frameworks, with a focus on specific 
themes such as equity, urban health, mental health, 
environmental health and privatization of health care 



health for all in India. 

•	 The National Rural Health Mission was influ-
enced particularly the communitization compo-
nent, giving people voice. This was followed ac-
tively through a process of engagement spanning 
a decade (2004-14)

•	 The PHM-WHO advocacy circle engaged with 
delegates during every World Health Assembly 
after 2000 AD with evidence based pressure on 
the World Health Organisation to bring compre-
hensive primary health care back on the agenda 
as an approach to strengthening public health 
systems. PHM activists were invited to present 
the People’s Health Charter in the World Health 
Assembly, organise in-house seminars and finally 
participate in the planning and review of the World 
Health Report 2008 – Primary Health Care: Now 
More Than Ever. The WHO Commission on So-
cial Determinants of Health (CSDH) 2005-8 also 
saw a strong engagement with the PHM in its es-
tablishment and functioning. One of the commis-
sioners was from PHM. PHM members were also 
part of the CSDH Knowledge  Networks. PHM 
facilitated civil society participation in different 
regions and also prepared an alternate civil socie-
ty report. However, since the first People’s Health 
Assembly in 2000, while health is much higher 
on the political and public agenda disparities con-
tinue and eternal vigilance and action is needed.

Technical session 2: Reflections on Pathways, 
Challenges and Possibilities in the Journey to-
wards Health for All in India 

A participatory assessment for network strengthen-
ing (PANS) process took place in JSA in 2010-11. 
Acknowledging the strengths  of networking, en-
gagement with communities and the state, ability for 
collective advocacy and action with a diverse inclu-
sive network, capacity building at different levels and 
consistency; the feedback also identified challenges 
in communication, decision making, conflicting 
opinions, non inclusion and difficulty in taking and 
working with feedback. A balance is needed between 
local, state and national level concerns. The transi-
tion of focus from HFA and CPHC to universal health 
coverage and the existing divergent views were dis-
cussed. While the PHM and related movements have 
moved forward on campaigning for employment, 
food, education, information, and working strenu-
ously on community action for health, there has been 
fragmented and  inadequate focus and progress on 

public health system strengthening and medical care. 
Different approaches to financing and provisioning of
healthcare were discussed. Dilemmas and influences 
in making choices, accountability and ethical pro-
cesses in the discourse were raised. Market logic and 
expansion fails to recognize inherent inequalities and 
does not address health as a public good. The market 
is fixated on the powers of biomedicine as a solution 
to ill health which has its roots in the social determi-
nants. Commercial entities including insurance com-
panies co-opt human rights language in healthcare to 
facilitate flow of governmental funds towards private 
healthcare.

Technical session 3: Understanding the process 
of social change towards Health for ALL – Issues 
and challenges

Facilitators shared the experience of Makkal Nala-
vazhvu Iyakkam (MNI) (Tamilnadu chapter of PHM). 
The Tamil Nadu government reversed the decision on 
shifting immunization from communities to PHCs 
and revoked the central government order to close 
three public sector vaccine production units as a result 
of a sustained campaign carried out by MNI. Sensiti-
zation of the public and groups was done systemati-
cally through multiple-level meetings. The campaign 
adopted several approaches including: research to 
gather evidence, public communication through post 
cards, telegrams, and protests forming human chains 
etc. As a result of the campaign the department of 
health set up a commission to review the entire issue. 
Media, used effectively, was able to reach people and 
kept the issue alive through the campaign. Indirect 
support was also was received from those working 
within the health system and governance levels.

Parallel Sessions- Day Two
Urban Health – Parallel session-I 
Health of the urban poor (comprising 25-,30% of 
the urban population) is neglected, despite apparent 
greater access to health care available in private, ter-
tiary and specialized institutions in cities, small and 
medium towns and peri-urban areas. Health policy 
focus has been skewed with greater emphasis on 
mother and child health, reproductive health and rural 
health. Adequate data on the burden of ill health and 
health systems information is lacking about the urban 
poor. Advocacy for health of the urban poor is rela-
tively weak. Within urban settings, the policy focus 
on displacement of slum dwellers, pollution, mental 
health, domestic violence, alcohol abuse, and acci-
dents is minimal. Slums have increased in number, 
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as growth has outpaced development of urban infra-
structure including health facilities. There is conse-
quent overcrowding; poverty; poor sanitation, waste 
management and access to water; environmental pol-
lution (air, water and noise); increasing expenses and 
health problems such as infectious diseases, NCDs, 
psychiatric disorders, and accidents. 

Other issues affecting health of urban poor that were 
identified included: inadequate inter-sectoral coor-
dination, health system gaps, and privatization. The 
National Urban Health Mission (NUHM) and the 
long delays in its commencement was discussed. 
There were detailed interactions with reference to 
Bangalore. There is an ongoing process of engage-
ment with the NUHM especially from the perspective 
of vulnerable communities. As yet there is nothing on 
the ground.

Mental Health - Parallel session-II

Big gaps in access to services, gross neglect of men-
tal health in policy and planning, exclusion of per-
sons with mental illness (PWMI) and their care-
givers were major areas of concern identified by the 
group. The facilitator shared the Basic Need India’s 
(BNI) experience with community mental health and 
development work in deprived rural settings and ur-
ban slums in 30 districts across 6 states - currently 
covering 18,000 PWMI. Social exclusion, stigma and 
human rights violations of PWMI occur in many set-
tings, even within the family. The support by family 
members was also recognized. BNI has focused on 
increasing the productivity and earning capacity of 
the individual PWMI and the formation of care giv-
ers groups and federations. A stakeholders model is 
used, developing programmes with users and carer’s 
according to need, based on solidarity, skill sharing 
and consistency, and building on inherent capacities 
of PWMI. Policy changes were supported through 
partnerships at taluk and panchayat level. 

Suggestions by the group for future action 
ranged from:

•	 Need	for	mental	health	promotion	adopting	a	life	
cycle approach;

•	 	school	based	mental	health	programmes;

•	 	prevention	of	self	harm;

•	 addressing	 mental	 health	 consequences	 of	 other				
diseases eg adolescents living with HIV;

•	 Developing	 solidarity	 mechanisms	 for	 inclusion	

of PWMI in the community, as a basis for com-
munity mental health work;

•	 Mental	health	should	form	an	integral	part	of	all	
health programmes eg Karuna Trust is integrating 
mental health with primary health care 

•	 Need	 for	greater	 funding	 for	 the	District	Mental	
Health Programme (DMHP) with coverage of all 
districts, 

•	 Need	to	address	the	exclusion	of	mentally	ill	from	
other governmental programmes.

•	 The	legacy	of	laws	and	practices	to	be	changed.

Environment and Health – 
Parallel Session III
An effort was made to use case studies to understand 
approaches for the health movement to address E & 
H issues. Case studies included a) the Bhopal Gas 
Tragedy and the research, legal and social network-
ing aspects of the campaign; b) the experience with 
the CHESS (community health environment skill-
share) network, collaborations and c) experience 
from Tamilnadu with the ‘smell index in Cuddalore 
and Lay Epidemiology in Mettur. 

Environmental health relates both to impact of envi-
ronmental pollution/degradation on human health, 
and the health of the environment itself. Environmen-
tal health problems were understood at three levels: 

a) Biomedical challenges – i.e. adverse health out-
comes such as cancers or developmental anoma-
lies.

b) Public health challenges – cleaning up contamina-
tion, providing safety against exposure.

c) Socio-political, economic and cultural aspects – 
why is the environment degraded, why are com-
munities deprived of access to resources, why is 
pollution continuing unabated?

Reflections and suggestions for the future include:

•	 So	far	there	has	been	a	focus	on	research	support	
with low involvement in policy advocacy and gov-
ernance mechanisms.

•	 	 Need	 for	 a	 platform	 for	 sharing,	 planning,	 and	
strategizing.

•	 Creation	of	a	knowledge	centre	for	environmental	
and social movements.

•	 A	multidisciplinary	approach	bringing	and	keep-
ing diverse people together. 
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•	 Shift	 from	 a	 victim	 mode	 to	 becoming	 active	
agents for change.

•	 Use	the	environmental	health	section	of	the	Peo-
ples Charter for Health.

•	 Larger	scale	sensitisation	of	students	and	youth.

Privatization of Health Care - 
Parallel session IV
The facilitators said that India suffers from a ‘Mixed 
Health Systems syndrome’ and delineated the follow-
ing areas of concern:

A weak public health system complemented by an 
unregulated private medical sector is not meeting the 
medical and health needs of people.  Evidence from 
the public private partnerships (PPPs) in the recent 
health insurance schemes in Andhra Pradesh and 
other states suggest limited access to health care by 
vulnerable sections of people; greater focus on sec-
ondary and tertiary care rather than primary care; no 
reduction in irrationality in health service provision; 
cream skimming and supplier induced demand. The 
high level expert group (HLEG) and medico-friend 
circle (mfc) suggested strengthening the 

public health system, with contracting in of private 
providers where necessary for achieving universal 
access to health care. The Planning Commission 
however suggests managed care to attain UHC which 
increases expenditure as well as moral hazard.

There are other challenges: Government provided 
subsidies for land to private health care providers in 
several cities across states, but the poor could not get 
treatment in these hospitals despite agreements and 
legal stipulations. Grading of hospitals, empanelment 
guidelines, regulation of the pharmaceutical industry, 
exclusion of communicable diseases in health in-
surance coverage, lacunae in the Clinical Establish-
ment Act and identification of skill requirements are 
some of the other challenges in the health sector that 
need to be addressed. Evidence based treatment, skill 
based education/training, models for cross-subsidy, 
internalization of a value system and ethics in health 
care settings need greater focus.

Health rights and equity: Health is a fundamental 
human right. The burden of non-communicable dis-
eases is increasing, alongside shortage of health care 
professionals. In addition, there is a large disparity 
in urban-rural services.  The strategy for coordinated 
healthcare services is unclear – there is a need for 
a strategic vision by the state with greater focus on 

availability, accessibility, affordability and participa-
tion. 

Suggestions  for the future include:

•	 Globally	 the	PHM	advocates	a	move	away	from	
neoliberal market oriented policies in health care.

•	 The	Alma	Ata	CPHC	approach	 to	health	 system	
strengthening based on principles of social justice 
is most relevant for us.

•	 Effective	 regulatory	 mechanisms	 for	 the	 health	
sector are needed with quality assurance, price 
regulation and accountability.

•	 Vigilance	 against	 commercialization	 of	 health	
care.

•	 A	central	role	for	the	government	in	development	
of the health sector

•	 Government	should	promote	AYUSH	in	the	pub-
lic sector.

•	 The	 understanding	 of	 the	 public	 on	 the	 services	
offered by the public and private sector should be 
strengthened.

The Role of Academia and Research towards 
achieving Health for All- Plenary 

Facilitators of the session shared experiences and a 
situation analysis from a research encounter called 
‘Research for People’s Health’,  held at the Sec-
ond global People’s Health Assembly, Cuenca (July 
2005) which brought together researchers from all 
over the world committed to people’s health. The 
Global Forum for Health Research, COHRED, and 
an international Inter-Ministerial Conference held in 
Bamako, Mali, on Research for Health, Equity and 
Development have also reflected on these issues over 
the past decade. SOCHARA has participated in all 
these efforts. An overview analysis indicates that 
medical and health research has not focused ade-
quately on fundamental issues, themes and strategies 
that improve the health of the citizens of the world. 
Medical and health care has become increasingly 
commodified. Globalization with its lack of regula-
tion has produced more inequities than solutions. The 
majority of the population does not have access to 
health or health care or access has been substantially 
limited covering vulnerable populations with very 
small ‘packages’. Suggestions included: 

•	 Health	research	to	be	taken	as	one	of	the	methods	
for social transformation.
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•	 	Rethink	the	relationship	between	researchers	and	
the community, with the community/ participants  
as active subjects, not objects.

•	 The	distinction	between	scientific	and	social	need	
must be addressed.

•	 Research	 findings	 to	 feed	 into	 policies,	 practice	
and social action in a dynamic continuum through 
dissemination and knowledge translation and with 
a sense of time or urgency in addressing problems

•	 The	 difference	 and	 gap	 in	 language	 between	 re-
searchers and communities to be bridged.

•	 Build	real	and	virtual	networks	of	researchers	from	
local to global levels. Link between and across in-
stitutions.

•	 Share	research	findings	with	communities	and	all	
who participate in the study.

•	 Promote	research	on	social	determinants	of	health	
and comprehensive primary health care.

•	 Build	research	skills	at	different	levels.

•	 Build	interdisciplinary	research	teams.

•	 Integrate	biomedical	and	social	research	for	health,	
using qualitative and quantitative methods 

The important role and functions of academic institu-
tions such as medical colleges in contributing to the 
HFA goal were shared and discussed. The speaker 
said teaching/training, service provision, advocacy 
and research and its translation are important parts 
in institutions such as the St. John’s National Acad-
emy of Health Sciences. The outreach  work of the 
Dept of Community Health and its evolution over 
the years was shared. This included: teaching medi-
cal and nursing undergraduate and postgraduate stu-
dents, trainees,  paramedical and community health 
workers, NGO program personnel, government of-
ficials and others. There are a range of rural and ur-
ban programmes. Consultancies and evaluations are 
undertaken. Other departments also have outreach 
programmes  and inter-departmental collaboration 
occurs. Alumni from the institution also are actively 
involved with HFA related work across the country.

Suggestions for the future included:

•	 The	 development	 of	 a	 public	 health	 movement	
would be a support in the HFA journey.

•	 In	teaching	health	professionals	it	is	important	to	
have a mix between theory, practice which is in 

touch with social realities and a focus on commu-
nity needs and community processes.

•	 It	 is	 important	 to	evaluate	 innovations	and	 inter-
ventions in academic settings against the objec-
tives of academic programs. One method was the 
community acceptance of a young doctor as ‘our 
doctor” rather than “your doctor’ at the end of a 
field posting.

Final session: A consolidation of learning – evolv-
ing consensus, issues for further debate, and the 
way forward

Five key strategies among the many discussed were 
highlighted for organisations and persons working in 
community health or the people’s health movement, 
namely: 

•	 a		paradigm	shift	from	a	biomedical	to	a	societal	or	
social approach; 

•	 Communitization	of	the	health	system;	

•	 Adoption	of	a	social	vaccine	approach;	

•	 Globalization	of	Solidarity	from	below;	

•	 and	a	SEPC	analysis	in	research	and	academia.

 The concept of social vaccine and SEPC analysis 
also need deeper understanding.  Reflecting on the 
session on “Pathways, Challenges and Possibilities 
in the Journey towards Health for All in India” the 
speaker highlighted the need to broaden our vision to 
include health care and health in our discussion. Fi-
nally, rather than just being defensive about the sys-
tem, there needs to be a balance with creating alterna-
tive systems which the movement is not focusing on 
adequately at the moment.

From the parallel sessions, key learning’s were 
recalled: the issue of urban health with attention to 
health of the urban poor is critical. This has received 
inadequate attention in government policies and pro-
grammes so far. The National Urban Health Mission 
was anticipated and has been delayed for  long. Men-
tal health needs priority attention in policy, practice 
and by all sectors, with social exclusion, and carers 
needs receiving high focus. Learning from the  Basic 
Needs India approach, and the integration of mental 
health in primary health would be part of the way 
forward.. On privatization of healthcare points such 
as unregulated practice leading to poor quality of 
service delivery, unethical practice, PPPs, the need 
to strengthen the public health care system and the 
politics behind the healthcare system were consid-
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ered as most important. On environmental health the 
importance of creating a healthy environment was 
highlighted.  

some thoughts on the way forward……

As a health movement we must continue and increase 
our mindfulness, enquiry and action regarding the 
key underlying determinants of health. Urgent atten-
tion needs to be paid to address commercialization 
and privatisation of health care, and on private sector 
regulation. It is also important to move away from the 
debate of private versus public, and look at healthcare 
for all under a universal umbrella with new mecha-
nisms so that all sectors are primary health care and 
social justice oriented . 

There is a need for interdisciplinary research for so-
cial change – including the study of the impact of so-
cial movements to strategise better. Deeper ongoing 
processes of reflection within social movements and 
health systems would be helpful – on how decisions 
are made and other dynamics. Awareness and skills 
of people within the movement should constantly 
be kept updated. A reflection on how to partner with 
nursing and other professionals effectively in the 
health movement and for universal access to health 
care is needed. There is also a need for regulation of 
the health system and   ethical practice by profession-
al the participants where enthusiastic had energised 
by the two days spent together. New linkages were 
created giving strength to existing networks. One 
out come is the co-organisation of the 5th National 
Bioethices Conference (NBC)  in Bangalore!

FIRST ANNOUNCEMENT: Block the Dates!

Indian Journal of Medical Ethics (www.ijme.in)     

5th NATIONAL BIOETHICS 
CONFERENCE - 2014

Dates: 
December 11, 12 & 13, 2014

Venue: St. John’s National Academy 

of Health Sciences, Bangalore

THEME :
Integrity in health care practices 

and research

SUB-THEMES:

•	 Integrity and upholding trust of patients in medi-
cal care

•	 Ethical imperatives of integrity in public health 
practices and health system

•	 Integrity in health care research (including mis-
conducts-plagiarism, data fabrication/falsifica-
tion, etc)

•	 Conflict of Interest in health care practices and 
measures needed 

And on December 13, 2014
An International Symposium on

Corruption in health care and medicine

Conference Hosts and Collaborators

St. John’s National Academy of Health Sciences;
Society for Community Health Awareness, Re-
search and Action SOCHARA;
Forum for Medical Ethics Society (FMES)

•	 (International Symposium in collaboration with 
MEZIS – “No Free Lunch”, Germany)

•	 More information on the conference will be made 
available later in March 2014. Any query regard-
ing the conference may be sent by email to:

ijme.mumbai@gmail.com
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Health and Rights of Migrant Workers  in the Informal Sector in India

A S G R Rahul, Team Member  – SOCHARA-SOPHEA -Bangalore 

Worldwide the population living in urban ar-
eas is increasing, both in developed and de-
veloping countries.1 However the growth 

rate of rural urban migration is much higher in less 
developed countries (ibid). Internal and international 
migration is associated with diverse factors such as 
economics, trade, climate change and environmental 
degradation.2 Internal migration, defined as migration 
within a country can be seen as occurring due to a 
search for better lifestyles, better economic prospects 
and better lives as a whole.3 Processes that drive mi-
gration will continue to do so in an accelerated man-
ner in the coming years, and it is estimated  that by 
2050 more than two-thirds of the world’s population 
would live in urban areas.1

Recent global estimates indicate that there are nearly 
214 million international migrants and 740 million 
internal migrants.4 In India internal migrants are esti-
mated to be more than 300 million, nearly 30 per cent 
of its population. In India three types of internal mi-
gration are seen, voluntary, forced and distress migra-
tion. While voluntary migration is self-explanatory, 
forced migration refers to migration as result of de-
velopment programmes, disasters, and conflicts; and 
distress migration results from failure of crops and 
can be seen as migration for survival.2,5 More women 
than men are internal migrants in India, with the ma-
jor reason for migration of women being marriage.6 
The caste distribution of migrants indicates that those 
belonging to socio-economically backward sections 
of society undertake short term or seasonal migra-
tion compared to long term migration undertaken by 
those belonging to higher socio-economic status.7,8

In the Indian context, amongst men the main reason 
for migration is employment which is most common-
ly sought and found in the informal sector.9 Though 
data regarding the number of migrants joining the in-
formal sector is not available, given that more than 
90% of India’s workforce is employed in the infor-
mal, the numbers in this sector would be large.10 
Based on the sectors which absorb migrant workers 
this can be estimated and then substantiated. The ma-
jor sectors into which migrants join the workforce 
include construction, domestic work, textile, brick-
kilns, transportation, mines, quarries and agriculture 
which are also the major sources of informal sector 

employment.11

While migration potentially can enhance economic 
prosperity, social cohesion and 

urban diversity, it is the factors or conditions into 
which an individual migrates which determine the 
social outcomes of migration. Rural urban migration 
has led to an increased urban population size, but 
there has not been a proportionate increase in infra-
structure, civic and otherwise to support the increase 
leading to a mushrooming of slums with poor or lim-
ited access to water, sanitation,  garbage disposal, 
health care and so on.12  While the urban population 
in India grew by approximately 75% between 1991 
and 2011 there was only a 10% increase in the popu-
lation having access to improved sanitation during 
the same time period.13,14 Due to the nature of work, 
and their working and living conditions migrants face 
several health hazards. 

Exposure to various biological, chemical and physical 
agents; lack of provision of personal protective equip-
ment; lack of drinking water and sanitation facilities 
are some of the hazards to which migrant workers 
in the informal sector are exposed to.15 Further these 
workers do not have any or have poor access to occu-
pational safety and health measures. This is because 
of the poor bargaining power migrant workers have 
which is in part contributed by the absence of trade 
unions fighting for the rights of migrant workers (ibid). 
Migrant workers in the informal sector living in urban 
areas are also exposed at home to poor environmental 
conditions- housing, water, sanitation, overcrowding, 
poor nutrition, poverty and pollution.16

Apart from these risks, migrants face multiple bar-
riers, including language, lack of knowledge of ad-
ministrative and legal structures, stigma, discrimina-
tion, social exclusion, separation from family, lack 
of social support networks and a sense of aliena-
tion.7,15 Migrants carry with them certain value and 
belief systems which reflect the socio-economic and 
cultural profile of the place of origin.2 Migrants are 
discriminated in not being able to avail social secu-
rity measures including health, education and nutri-
tion.15 These factors interplay and interact with each 
other resulting in adverse health outcomes, further 
impacted by caste, gender, religion and class leading 
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to health inequalities.2,15 Evidence exists that migrant 
workers may not seek care for their health problems 
and that utilisation of public health facilities is poor 
due to inconvenient timings, distance from work and 
a sense of alienation from public services. Treatment 
is sought mostly from informal health care provid-
ers.15,17

Several laws have been constituted internationally 
and nationally for protection of the rights of migrants. 
The International Convention on the Protection of the 
Rights of All Migrant Workers and Members of their 
Families which came into force in 2003, though main-
ly directed at international migration provides point-
ers to areas in which the rights of migrants have to 
be protected. This Convention calls for responsibility 
by countries that have ratified it to protect migrants 
against enslavement and violence; ensure access to 
emergency medical care and education for children; 
ensure equal treatment as nationals in regard to work-
ing conditions; according to this convention migrants 
have the right to join trade unions and other organiza-
tions defending their interests; and also have rights to 
cultural identity, freedom of thought and of religion.18 
India is not a signatory to this Convention.19

In India the Inter-State Migrant Workmen (Regula-
tion of Employment and Conditions of Service) Act 
(1979) (ISMWA) is directly related to the rights of 
migrant workers. This Act has provisions for equal-
ity in terms of pay for migrant workers and others, 
travel allowance for travel from state of residence 
to state of work,   displacement allowance, provi-
sion and maintenance of suitable accommodation, 
providing prescribed medical facilities and compen-
sation for any expenditure incurred on health, issu-
ance of passbooks to workers, provision of protective 
clothing, and notification of accidents and deaths to 
specified authorities and kin in both state of work and 
residence. The contractor is responsible for ensuring 
that the various entitlements under the Act reach the 
workers. 

Apart from the Inter-State Migrant Workmen Act,  
other Acts applicable to migrant workers in the in-
formal sector include the Minimum Wages Act, Con-
tract Labour (Regulation and Abolition) Act, Equal 
Remuneration Act, Building and Other Construction 
Workers (Regulation of Employment and Conditions 
of Service) Act, Workmen’s Compensation Act, Pay-
ment of Wages Act and Factories Act. These Act’s 
lay down stipulations for minimum wages; provision 
of safe drinking water, latrines and urinals, wash-
ing facilities, first aid facilities and crèches; equal 

remuneration for men and women; provision of free 
temporary accommodation; compensation in case of 
death or disease; prompt payment of wages; adequate 
safety measures and promotion of the health and wel-
fare of workers. 

Though Article 19 of the Constitution gives all citi-
zens the right to move freely throughout the territory 
of India; to reside and settle in any part of the terri-
tory of India there is absence of a provision in the 
Indian Constitution to ensure the right of migrants 
to access various social security measures, including 
health care. In India internal migration is not given 
priority attention in policy or practice and does not 
figure in any central or state sponsored social security 
measures like the  Public Distribution System with 
the exception of the Rashtriya Swasthya Bhima Yo-
jana (the benefits of which can be availed in any part 
of the country).7,15 This excludes migrants, leading 
to their discrimination and marginalization. Lack of 
data regarding short term migration further leads to 
exclusion of such migrants at the time of policy mak-
ing in the states where they migrate into.7

With regards to the various Acts directed towards 
migrants there are policy and implementation gaps.20 

The ISMWA is applicable only to migrants between 
states and not within states thereby excluding a large 
proportion of intra-state migrants. The ISMWA has 
no provision for crèches; it does not deal with access 
to social security measures; and there are no guide-
lines for inter-state cooperation. Various research 
studies, reports and newspaper articles reveal poor 
implementation of the ISMWA.15,21-25 These highlight 
the role of the contractor, concerned authorities and 
lack of trade union support for migrants leading to 
poor enforcement and non-implementation of le-
gal and legislative protection. The stipulation that a 
worker has to be certified by the employer together 
with lack of awareness and knowledge regarding 
their entitlements and language barriers further limits 
the number of migrant workers being able to regis-
ter and avail benefits of the various Acts directed at 
them. The fact the migrant workers do not have any 
formal contracts and are dependent on the contractor 
for wages increases their vulnerability and prevents 
them from organising themselves and demanding for 
their rights.7,15

The above mentioned factors including poor work-
ing and living conditions, absence of social support 
structures, socio-economic and cultural factors, lack 
of access to social security measures and poor im-
plementation of laws directed at migrants result in 
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migrants working in the unorganised sector to have 
poor health outcomes. These factors match with the 
Social Determinants of Health (SDH) framework put 
forward by the World Health Organisation Commis-
sion on SDH.26

Migrants suffer from high burden of both commu-
nicable and non-communicable diseases including 
occupational and mental health problems compared 
to the native population.27 Among women the preva-
lence of reproductive tract infections is higher than 
the host population; poor antenatal coverage results 
in malnutrition and anaemia; and experience of vio-
lence is higher than the native population.28 Children 
suffer from under nutrition and have low immuniza-
tion coverage mainly due to frequent shift of loca-
tion of work by parents (ibid). Behavioural patterns, 
together with no or poor access to HIV information, 
prevention and health services increases the risk and 
vulnerability of migrants to HIV/AIDS.29

In India, as Universal Health Coverage is being 
planned and piloted, there is a need for integrating 
the rights of migrants into the proposed initiatives. 
Though the 12th Plan definition clearly mentions that 
all Indian citizens residing in any part of the coun-
try can access equitable health care, the mechanisms 
through which this would be achieved have not been 
spelt out. In the context of migrants not being aware 
of their rights, having been excluded from social se-
curity measures in many schemes being implemented 
by state governments it becomes important that the 
rights of migrants in terms of access to health ser-
vices are protected. 

While migration is a means of social and economic 
development, there is need to protect the health of 
migrants because it is not migration that leads to poor 
health outcomes but the social, economic, political 
and cultural conditions into which migration takes 
place.2 There is  need for inter-sectoral coordination 
between ministries and departments to ensure that 
migrant workers’ rights are protected so that migrants 
do not experience disparities in health outcomes.5

In the Indian context this requires better enforcement 
of laws with provisions that benefit  migrants, par-
ticularly their working and living conditions, to en-
sure access to social security measures both in the 
state of origin and host states through coordination 
between state and central governments, organization 
of migrant workers through trade unions, and by hav-
ing true universal health coverage where in migrant 
workers are able to access health services irrespec-
tive of their state of origin, income level, social sta-

tus, gender, caste or religion as envisaged by the High 
Level Expert Group on UHC. 
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THE BURNING QUESTION OF 
WOMEN’S RIGHT TO LIFE AND DIGNITY

Dr. Adithya Pradhyumna, Team Member  SOCHARA-SOPHEA, Bangalore

When the Bangalore based women’s group Vimocha-
na studied cases of unnatural deaths among women 
in 1997-98, they encountered a shockingly high 
number of “burnt wives” (Menon, 1999a). This led to 
their involvement in the Victoria Hospital burns ward 
since 1998, and to consistent efforts towards prevent-
ing violence against women as well as improving the 
quality of burns care (Menon, 1999b; Vimochana, 
2013). The Victoria Hospital burns ward is one of the 
largest in South Asia with a capacity of 54 beds (Vi-
mochana, 2013). The hospital is a teaching hospital 
of the government Bangalore Medical College and 
Research Centre.

Women victims contributed disproportionately to the 
burns burden. While they accounted for 40% more 
admissions than men, the average severity of cases 
was also found to be much higher (over 40% high-
er body surface area involvement than for admitted 
men). A combination of these factors (higher num-
ber and higher severity) resulted in admitted women 
contributing to around 70% of all deaths occurring in 
the ward (not including mortality of female children) 
(Vimochana, 2012). It was also noted that the number 
of admissions of burnt women was increasing with 
time, by an average of 28 cases each year (Sophie, 
2011).  

Burns can occur as accidents, as it reportedly does for 
a majority of burns cases, or as a result of attempt-
ed suicide or homicide. Data of women admitted to 
Victoria Hospital suggested that 32% cases were of 
attempted suicides and 5% were attempted homi-
cides (Vimochana, 2012). These figures includes 
those women who reported accidental burns but later 
disclosed that they had suffered intentional burns 
(amounting to at least 19% of those reporting acci-
dental burns) (Vimochana, 2012). They confessed 
about the real reasons only to Vimochana after bed-
side counselling by the activists (Vimochana, 2013). 
However, these figures may also be underestimates 
as the burns intent was not elicited for 11% of ad-
mitted cases. The women choose to hide the history 
of intentional burns for several reasons, largely re-
lated to family honour, pressure from in-laws and 
concern for the future of their children and fear of 
conviction for attempting suicide (Sophie, 2011; 
Vimochana, 2013).  Though reasons for attempting 
suicides and homicides were diverse, a significant 

number were related to the underlying situation of 
violence faced regularly by women. Intentional burns 
usually occur as the culmination of such systematic 
violence. The main causes were poor interpersonal 
relationship with the husband or marital family, al-
coholism, dowry related arguments and lack of trust 
between the spouses (Gururaj, 2005; Sophie, 2011). 
Over 10% of all suicidal burns and almost all homi-
cidal burns among women were attributable to dowry 
(Jatti, 2006; Vimochana, 2007). It is because of these 
reasons that burns stand as the number one cause of 
mortality among women aged between 15 and 34 
years. Based on official national level statistics, su-
icides per se are far more common among men as 
compared to women (1.8:1), but suicide by burns was 
far more common among women (1.8:1), a situation 
that needs further investigation with insight from an-
thropology and psychology. 

Violence against women transpires in many forms. 
It ranges from verbal abuse to murder. It is perpetu-
ated and sustained by a patriarchal society. Despite 
the presence of several legislations attempting to pro-
tect women, such cases are increasing. Among dowry 
burns victims, it was also noted that women with a 
single girl child were disproportionately affected 
(Jatti, 2006; Nuchhi et al., 2012). The combination 
of dowry and a girl child created a much higher risk, 
again demonstrating the systematic violence against 
the female gender. 

Vimochana is not a group that works on healthcare is-
sues. The primary concerns and campaigns have been 
with addressing violence against women through 
various support programmes including counselling, 
legal assistance and rehabilitation. Campaigns and 
protests have been used as tools to address system-
ic and procedural inertia towards women’s issues 
(IANS, 2009a). But following their study of unnatural 
deaths, and based on insights from family members 
of burns victims during their “campaign to safeguard 
a woman’s life”, they pressed the health department 
in 1997-98 to provide space for two activists to work 
alongside the staff in the burns ward (Sophie, 2011). 
This would give them a unique opportunity to meet 
and interact first hand with burns victims, and in turn 
understand the size of the problem and the underly-
ing issues. Several other demands had been made 
during the 1997 campaign, and the activists placed 
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in the ward were in a good position to encourage the 
implementation of these demands. Through advoca-
cy and consequent reforms, the situation of hygiene 
and corruption in the wards has reportedly improved 
over the years. Through appropriate lobbying, funds 
were secured from non-governmental sources for in-
frastructural development in the wards such as an air 
conditioning system (Sophie, 2011). 

Health system reforms are related to the right to life. 
In this situation, it also related to women’s right to 
equality and freedom from oppression. There is a 
need for governmental hospitals to focus further on 
burns treatment, rehabilitation and counselling as 
these are not priorities in private hospitals. 

Vimochana also tried to identify areas in Bangalore 
where these occurrences were found to be relatively 
common. Based on their findings, they made commu-
nity level interventions to strengthen women’s sup-
port groups for local problem redressal. These report-
edly reduced violence against women in those areas. 
There is a need to document such efforts systemati-
cally to be able to learn from them. 

Besides Vimochana’s work in the burns ward, their 
continued pressure led to the development of a Joint 
House Committee on Atrocities against Women to-
wards improving investigation of violent deaths 
and preventing such occurrences in future (Menon, 
1999a). Inadequate systemic support towards docu-
mentation of violent deaths of women was a major 
issue due to which several perpetrators of violence 
remain scot-free. The right to justice for women 
who suffered was being undermined. The need for 
strengthening case documentation, investigation and 
judicial enquiry was identified. Gaps in the inves-
tigation process were recognized based on site vis-
its made by activists. Interactions with families of 
victims led to documentation of case studies from 
across the state. These were presented as a part of a 
Truth Commission organized with the National Law 
School India University in 1999 (Riti, 1999). Similar 
campaigns have been held over the past years as well 
(IANS, 2009a, 2009b). Sensitisation of various per-
sons involved in the documentation, judicial redres-
sal and care process of victims was also an important 
part of the agenda (Menon, 1999a). Some innova-
tions included constituting a forum called “Parihar” 
under the police department for women facing crisis 
situations and creation of a manual for the police on 
gender and violence (Menon, 1999a; Sophie, 2011). 

Vimochana has recognised that there is a lifelong 

stigma attached with burns victims, which differenti-
ates them from most other victims of violence. There 
is a need to understand this stigma and disadvantage 
faced by these women to be able to support them 
appropriately. Currently processes are underway to 
identify avenues for improving support to burns vic-
tims, such as governmental jobs and disability pen-
sions. The larger issue of stigma may take longer to 
address.  
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A REVIEW OF THE WORLD HEALTH ORGANIZATION (WHO) 
FRAME WORK CONVENTION ON TOBACCO CONTROL (FCTC) IN INDIA

Thejaswi Melarkode, Community Health Intern at SOCHARA, Bangalore, 
Student, of B.A. LL.B. (Hons.) National Law University, Delhi

Introduction to the WHO FCTC

The WHO Framework Convention on Tobacco Con-
trol (FCTC) is an international treaty on public health 
which was negotiated under the auspices of the World 
Health Organization. It became the first WHO treaty 
and was adopted under Article 19 of the WHO Con-
stitution1.  The treaty was initially adopted at the 56th 
World Health Assembly on 21 May 2003 and it en-
tered into force on 27 February 2005. This was done 
in accordance with Article 36 of the WHO FCTC 
which stated that the Convention would enter into 
force 90 days after it was acceded to or ratified by the 
fortieth State which wished to become a Party to the 
Convention2.  As of November 2013, there are 168 
States who are signatories to the WHO FCTC  The 
FCTC is an evidence-based treaty which was formu-
lated in response to the increasing number of health 
issues and deaths which resulted from the consump-
tion3 of tobacco-based products. The effects of glo-
balization and the resulting tobacco epidemic further 
increased the necessity for an internationally

binding legal framework for effective tobacco con-
trol. The FCTC is considered as a major 

breakthrough with regard to the promotion of pub-
lic health and it marks the first time that the WHO 
has used its internationally-applicable legal powers 
to address the problem of tobacco consumption.  The 
FCTC is also one of the first legally-binding multilat-
eral agreements regarding a chronic, non-communi-
cable disease.  

The main provisions of the FCTC include: 

1. The reduction of demand for tobacco and tobacco-
based products (contained in Articles 6-14 of the 
FCTC); 

------------------------------------------------------------------------------------

1. Adoption of Framework Convention on Tobacco Control, 97, The 
American Journal on International Law, 689, 689 (July 2003)

2. Framework Convention on Tobacco Control (FCTC), Art. 36.

3. TAYLOR, Allyn L. and BETTCHER, Douglas W. WHO Framework 
Convention on Tobacco Control: a global good for public health. 
Bull World Health Organ [online]. 2000, vol.78, n.7 [cited 2014-
01-19], pp. 920-929

2. The reduction of the supply of tobacco (contained 
in Articles 15-17 of the FCTC).

Both these provisions are not limited and they cover 
a number of important issues related to tobacco and 
smoking. 

Since its introduction, the WHO FCTC has become 
one of the most widely accepted and ratified treaties 
in United Nations history and because of the remark-
able inclusion of non- governmental organizations in 
the negotiation and drafting process, the Convention 
is considered as an excellent example of a collabo-
rative effort between governmental and non-govern-
mental organizations.

History of the WHO FCTC

The World Health Organisation, before the formula-
tion of the FCTC, was largely concerned with the pre-
vention and control of communicable diseases. How-
ever, the increasing effects of globalization and the 
resulting interconnectedness of the global economy 
led to a huge upsurge in the number of preventable 
deaths and health issues arising from the consump-
tion of tobacco. The WHO took notice of this upward 
trend in the mortality rate and sought to utilise its 
legal powers as an intergovernmental body so as to 
facilitate a practical solution to the tobacco epidemic.

The initial idea for an international treaty in order to 
reduce and regulate the demand for tobacco products 
was set forth by tobacco activists Ruth Roemer and 
Allyn Taylor in 19934.  They conceptualized the idea 
of a framework convention-protocol approach in or-
der to control the usage and circulation of tobacco5.
They also advocated that the WHO should utilize its
was adopted as one of the first resolutions of the con-
ference. constitutional authority in order to formulate 
international conventions with the aim of promoting 
and preserving public health6.  
---------------------------------------------------------------
4. Roemer, Ruth, Allyn Taylor, and Jean Lariviere, “Origins of the 

WHO Framework Convention on Tobacco Control.” American 
Journal of Public Health 95.6 (2005): 936–38. American Public 
Health Association, 22 June 2004.

5.Ibid.

6. Ibid.
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  They presented the idea of an “international instru-
ment” for tobacco control at the Ninth World Confer-
ence on Tobacco or Health in Paris, France in 19947.  
The proposal turned out to be successful gaining 
widespread approval and itwas adobted as one of the 
first resolutions of the conference.8

In 1996, the 49th World Health Assembly voted and 
authorized for the development and formulation an 
international framework convention, in accordance 
with Article 19 of the WHO Constitution, in order 
to facilitate global tobacco control 9,10.   In continu-
ance of a resolution taken at the 48th WHA in 199511 
, the WHO had also tasked Taylor and Roemer with 
drafting a paper highlighting the various mechanisms 
which the WHO could employ in order to effectively 
control tobacco use globally12.  The background pa-
per also provided concrete reasons for the implemen-
tation of a framework convention as opposed to any 
other form of international legal action.

In 1998, following the election of Dr. Gro Harlem 
Brundtland as the Director-General of the WHO, the 
path for preparing a framework convention for to-
bacco control gained an impetus. Dr. Brundtland, a 
Norwegian medical doctor, listed tobacco control as 
one of her main priorities during her term and she 
established the Tobacco Free Initiative (TFI) project 
as a special cabinet project under the Directorship 
of	Dr.	Derek	Yach,	who	was	 the	head	of	 the	Policy	
Coordination	Committee	at	 the	WHO.	Dr.	Yach	 led	
the development of the FCTC up until its adoption in 
2003. Following this, the WHO started to seriously 
undertake the process of establishing a framework 
convention to control tobacco usage.

------------------------------------------------------------------------------------

7. Ibid.

8. Ibid.

9.World Health Assembly (WHA)  Resolution WHA49.17

10. A.L.Taylor, The World Health Organization and a framework con-
vention-protocol approach to global tobacco control, in TOBACCO: 
THE GROWING EPIDEMIC, p.422, p.422 (Rushan Lu, Judith Mac-
kay, Shiru Niu, Richard Peto ed., 2000).

11. World Health Assembly (WHA)  Resolution WHA48.11

12. Roemer, Ruth, Allyn Taylor, and Jean Lariviere, “Origins of the 
WHO Framework Convention on Tobacco Control.” American Jour-
nal of Public Health 95.6 (2005): 936–38. American Public Health 
Association, 22 June 2004.

At the 52nd WHA in 1999, the WHA set up:

1. An Intergovernmental Negotiating Body (INB) 
to negotiate and draft the proposed framework 
convention; and 

2. A technical Working Group which was tasked 
with preparing the “proposed draft elements” 
of the treaty.  

In 2000, the WHA paved the way for starting the of-
ficial negotiations on the framework convention. It 
took three years, between 2000 and 2003, for the INB 
to negotiate an agreement on the FCTC between all 
the stakeholders and to conclude the formal drafting 
of the FCTC. On 21

May 2003 the 56th WHA adopted the WHO Frame-
work Convention on Tobacco Control. 

The Convention was made open for signatures in 
June 2003 and it entered into force on 27 February 
2005, ninety days following the fortieth ratification. 
In 2006, the principal treaty bodies, the Conference 
of the Parties (COP) and the Convention Secretariat, 
were established.

Implementation of the WHO 
FCTC in India

India was one of the first countries to sign and ratify 
the WHO Framework Convention on Tobacco Con-
trol. India had signed the treaty in September 2003 
and had ratified in February 2004 after which it en-
tered into force from 27 February 2005. India was 
also one of the main countries at the forefront of the 
FCTC negotiations. However, effective implementa-
tion of the FCTC in India has been and remains ques-
tionable. 

The Cigarette and Other Tobacco Products (Prohibi-
tion of Advertisement and Regulation of Trade and 
Commerce, Production, Supply and Distribution) 
Act, 2003 (COTPA) is the main legislation which 
controls and regulates tobacco distribution and usage 
in India. This national law for tobacco control was 
enacted in May 2003, during the then ongoing FCTC 
negotiations. The development of the COTPA was 
concurrent with the FCTC negotiations and it pre-
sented a stark improvement to the Cigarette (Regula-
tion of Production, 

---------------------------------------------------------------

13. World Health Assembly (WHA)  Resolution WHA52.18(1)
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Supply and Distribution) Act of 1975, which was the 
first legislation regarding tobacco control in India.14  

While the Cigarette Act, 1975 mandated the display 
of statutory health warnings on cigarette packs, the 
COTPA, 2003 represented a much more concentrated 
effort towards tobacco control by bringing together 
all forms of tobacco products under legislative con-
trol. The 2003 legislation also contained many other 
provisions which curbed the production and distribu-
tion of tobacco.

The COTPA, 2003, similar to the FCTC, lays an em-
phasis on public health. The Indian legislation for to-
bacco control, for the most part, contains adequate 
provisions and guidelines for meeting the intended 
objectives of the WHO FCTC15.  However, a law is 
only as good as its implementation and the effective 
implementation of the COPTA, in line with the ob-
jectives of the FCTC, has been compromised due to a 
number of weaknesses.

There are four main provisions of the WHO 
FCTC which include:

1. Protection from exposure to Second Hand Tobac-
co Smoke (Article 8)

2. Ban on Advertising, Promotion and Sponsorship 
(Article 13)

3. Prohibition on access of tobacco products to mi-
nors (Article 16)

4. Packaging and labelling of tobacco products re-
quiring depiction of pictorial health warnings (Ar-
ticle 11)

To comply with these main objectives of the FCTC, 
the COTPA has adopted similar provisions in its cor-
responding Sections.

Although most of the Indian laws exceed the mini-
mum expectations under the FCTC, their implemen-
tation has been far from what is necessary in order to 
effectively control and reduce tobacco usage16.  

---------------------------------------------------------------
14. A Comparative Analysis of WHO Framework Convention on To-
bacco Control and the Indian laws regulating tobacco, (July 2008), 
produced by the Public Health Foundation of India in collaboration 
with the Ministry of Health and Family Welfare, New Delhi. 

15.Ibid.

16. Implementation of the Framework Convention on Tobacco Control 
(FCTC) in India (A Shadow Report – 2010), Published by HRIDAY

Some of the main problems include the concessions 
given to airports, hotels and other such public spaces 
to have smoking areas, the failure of the authorities 
to effectively check the sale of tobacco products to 
minors and ineffective pictorial health warnings on 
tobacco products17. 

On 2 October 2008, smoking in public places was 
banned nation-wide under the Prohibition of Smok-
ing in Public Places Rules, 2008. This law prohibits 
smoking in public places such as restaurants, hos-
pitals and government offices. The enforcement of 
these rules lies at the State level18. 

 Also, the fine for smoking in public is only Rs. 200 
and this does not serve as a sufficient deterrent to pre-
vent restaurant owners from prohibiting smoking due 
to the fear of losing business19.  

Sections 4 and 6 of the COPTA, 2003 deal with the 
prohibition of smoking in public places20  and the 
prohibition of the sale of cigarettes and other tobacco 
products to minors & sale within 100 yards of any 
educational institution21  respectively. But the proper 
enforcement of these two provisions of the COPTA 
have been inadequately implemented by the official 
authorities, especially the check on the sale of tobac-
co products to minors and near educational institu-
tions.

Section 7 of COTPA mandates the display of pictorial 
health warnings on all tobacco products. This provi-
sion corresponds to Article 11 of the WHO FCTC but 
its implementation was long delayed by amendments 
and overdue court cases. It came into force only in 
May 2009 following an order by the Indian Supreme 
Court. However, litigation concerning this rule still 
continues till date. 

With respect to Article 13 of the FCTC, the Cable 
Television Network (Regulation) Amendment Bill, 
which came into force in September 2000, complete-
ly bans

--------------------------------------------------------------

17. Ibid 

18. Rachel L. Schwartz, Heather L. Wipfli, and Jonathan M. Samet, 
World No Tobacco Day 2011: India’s progress in implementing the 
Framework Convention on Tobacco Control, Indian J Med Res. 2011 
May; 133(5): 455-457.

19. Pandey G, Indian ban on smoking in public, BBC News, Oct 2, 
2008 [accessed on April 29, 2011].

20.  Section 4 of COPTA, 2003

21. Section 6 of COPTA, 2003
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any advertisements promoting cigarettes and alcohol. 
Advertisements by the Health Ministry

discouraging the use of cigarettes and other tobacco 
products are displayed frequently in order to raise 
awareness about its harmful effects. 

Despite the number of measures taken to control to-
bacco usage, the poor enforcement and the numerous 
cases filed in courts by tobacco producers and com-
panies undermine the authority of the Indian legisla-
tion as compared to certain other developed countries 
such as Australia, where the anti-tobacco laws are 
strictly and rigidly enforced. Also, since the COPTA, 
2003 entered into force before the ratification and 
implementation of the WHO FCTC, there have been 
concerns regarding false starts in the area of tobacco 
control by India which has led to weaknesses in the 
legislation22. 

The WHO, building on the FCTC, released its first 
‘Report on Control of the Tobacco Epidemic’ titled 
“MPOWER” in 2008.  The MPOWER stands for a 
set of six tobacco control measures which build upon 
the policy approaches detailed in the FCTC. These 
six measures include:

1. Monitoring the epidemic;

2. Protecting non-smokers from exposure to Second 
Hand Smoke (SHS);

3. Offering help to quit tobacco use;

4. Warning smokers of the health effects of smoking;

5. Enforcing advertising bans;

6. Raising the price of tobacco products.

These six components of MPOWER are intended to 
assist the parties to the FCTC in the country-level im-
plementation of tobacco control measures. The WHO 
also assembles an annual Global Tobacco Control 
Report (GCTR) to gauge the status of tobacco con-
trol by its parties against the MPOWER framework. 

While the enforcement of advertising bans on to-
bacco products has been strong, there has been little 
progress with regard to the policy on smoke-free en-
vironments. In 2007, the Union Territory of Chandi-
garh became the first city in India to become smoke-
free due to 

---------------------------------------------------------------
22. Rachel L. Schwartz, Heather L. Wipfli, and Jonathan M. Samet, 
World No Tobacco Day 2011: India’s progress in implementing the 
Framework Convention on Tobacco Control, Indian J Med Res. 2011 
May; 133(5): 455-457.

23.WHO report on the global tobacco epidemic, 2008: the MPOWER 
package, Geneva: World Health Organization; 2008. World Health 

Organization.

its successful implementation of smoke-free policies.  
India, like most other developing countries, does not 
have adequate infrastructure for successful rehabili-
tation of people who want to quit smoking, as called 
for under Article 14 of the FCTC. India also

lags behind in setting up of infrastructure for educa-
tional and training programmes for spreading aware-
ness about the dangers of tobacco usage (stated in 
Article 12 of the WHO FCTC). 

India’s size, socio-economic structure and heteroge-
neous picture of tobacco usage, due to the gap be-
tween the rural and urban areas, makes the problem 
of tobacco control even more challenging. In order 
to overcome these obstacles and meet its FCTC ob-
ligations, India should take the initiative to set up a 
comprehensive and sufficiently funded national pro-
gram for tobacco control25. Measures should be taken 
to curb the demand for tobacco by increasing taxes 
on all tobacco products and maintaining stringent 
checks on smuggling and unauthorized advertising24.  
Enforcement agencies must also be strengthened by 
investing sufficient resources to monitor the imple-
mentation of the anti-tobacco laws in India.

Another requirement which would go a long way in 
curbing tobacco usage would be the collaboration be-
tween policy-makers and health professionals to dis-
courage and curb tobacco use. This cooperation be-
tween policy makers and health professionals is still

lacking in India when it comes to problem of tobacco 
control.  The implementation of the anti-tobacco laws 
in India is not entirely uniform and there are many 
regions which lag behind in implementing the re-
quired measures for tobacco control. It is imperative 
that the legislation for tobacco control be integrated 
with raising awareness and promoting cooperation 
between the Centre and the States in order to effec-
tively combat the tobacco epidemic in India. 

  

---------------------------------------------------------------------------------
24. Implementation of the Framework Convention on Tobacco Control 
(FCTC) in India (A Shadow Report – 2010), Published by HRIDAY

25. Ibid
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SOCHARA AND IT’S OBJECTIVES 

The Society for Community Health Awareness, 
Research and Action (SOCHARA) is a profession-
al  resource group in community health and public 
health, rooted in civil society.  It has spearheaded 
community health action; innovative training; and 
policy action research in community health and pub-
lic health since its inception in January 1984.  The 
Community Health Cell (CHC) is the functional  unit 
of Society for Community  Health Awareness, Re-
search and Action (SOCHARA), which  is a regis-
tered  Society. (see website www.sochara.org)

The objectives of SOCHARA are:

•	 To	create	awareness	regarding	the	principles	and	
practice  of community  health among  all people  
involved and interested  in health and related  sec-
tors

•	 To	Promote	and	support	community	health	action		
through  voluntary  as well as government  initia-
tives

•	 To	undertake		research	in		community	health	
 policy issues, particularly  in areas of :

- Community health care  strategies

- Health personnel training  strategies

- Integration  of medical and health systems

•	 To	evolve		educational	strategies		that	will		enhance		
the knowledge, skill and  attitudes  of persons  in-
volved  in community  health and development

•	 To	dialogue		and	participate		with	health	planners,	
decision makers and implementation of commu-
nity oriented  health policies

•	 To	establish	a	library,	documentation	and	interac-
tive information centre in community health.
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The Role of Civil Society  Organizations in the FCTC process

The former UN Secretary General Mr. Kofi Annan 
characterized the civil society as the world’s ‘new su-
per power’ in his address to the McGill University in 
June 2005. He said ‘‘After decades of undemocratic 
and ineffective global governance on key global is-
sues -- ranging from development and environment 
to human rights, trade, and security -- now is the time 
to privilege and highlight the visions and views of 
civil society leaders around the world,’’1  It is es-
timated about 40,000 international NGOs and many 
national level NGOs have contributed to addressing 
many socio political, health and environment issues. 
The role of civil society in tobacco control, particu-
larly in the FCTC process was very significant. Vari-
ous civil society networks across the globe have con-
tributed positively and worked with WHO towards 
developing and ratifying the FCTC.  The other net-
works that have contributed significantly towards to-
bacco control are Frame Work Convention Alliance 
(FCA), GLOBALink is managed by the Union for 
International Cancer Control, GLOBALink members 
include individuals, information centres, news edi-
tors, cancer societies, health educators, project offic-
ers, congress organizers and international organiza-
tions like WHO. 

Since 1993, GLOBALink has been involved evolving 
a global tobacco control network through individu-
als, institutions and networks since 1999. It has over 
5,000 members from health, education, law, journal-
ism word wide who are committed to reduce the to-
bacco health problems arising out of tobacco.   

The Frame Work Convention Alliance (FCA) was 
created in 1999 and formally established in 2003.  
FCA has over 350 organizations as its members from 
over 100 countries. The FCA was created to work 
towards the development, ratification and implemen-
tation of the international treaty, the World Health 
Organization (WHO) Framework Convention on To-
bacco Control (FCTC)  . Several national civil society 
networks contributed significantly towards tobacco 
control. Canadian civil society organizations played 
the following roles in the FCTC process; monitoring, 
lobbying, technical expertise, brokering and fostering 
inclusion.   

SOCHARA is a member of FCA since 1999. On 30th 
June 1999 Dr. Thelma Narayan spoke at the NGO Fo-
rum held in Geneva. The forum for nongovernmental 
organizations was the first of its kind that took place 

Key tobacco control experts gave presentations on 
topics such as smoke-free places, illicit trade, fund-
ing, health warnings and tobacco advertising and 
sponsorship etc.   In May 2000,  SOCHARA made a 
written submission to the first public hearing on to-
bacco organized by the World tHealth Organization 
in Geneva. Dr. H Sudharshan represented SOCHA-
RA at this hearing.  

In India, the Advocacy Forum for Tobacco Control 
(AFTC) brings together over sixty organizations 
across various states since 2001. The key focus ar-
eas of AFTC are advocacy, awareness and research 
related to tobacco control in India.  The same year 
SOCHARA, NIMHANS, Bangalore Institute of On-
cology and other health care and cancer care organi-
zations formed the ‘Consortium for Tobacco Free 
Karnataka (CFTFK). Since its inception the CFTFK 
has grown in membership and carried out numerous 
advocacy and awareness programs in various districts 
of the state, using a range of innovative methods.  

As result of the role of civil society organizations, 
and leadership by the WHO, the FCTC became one 
of the most quickly ratified treaties in United Nations 
history. Tobacco consumption gained social accept-
ance over many years while its harmful effects were 
not known.  Besides the legal measures, social disap-
proval has to emerge for elimination of tobacco for 
which a strong civil society role is required.  
Therefore it is pivotal to strengthen the role of civil 
society in tobacco control at various levels. 
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“The people have the right and duty to participate 
individually and collectively in the planning and 
implementation of their healthcare.”

 The Alma Ata Declaration, 1978 (2)

 “For too long  the medical profession and the medi-
cal education sector have been directed by profes-
sional control and debate.  It is time to recognize 
the role of the community, the consumer, the pa-
tient and the people in the whole debate. …… What 
is needed is a strong countervailing movement initi-
ated by health and development activists, consumer 
and peoples’ organizations that will bring health 
care and medical education and their right orienta-
tion high on the political agenda of the country.  All 
those concerned about ‘peoples needs’ and ‘peoples 
health’ will have to take on this emerging challenge 
as we approach the end of the millennium.”

SOCHARA , VHAI, 1998  (26)

“The participation of people and people’s organiza-
tion is essential to the formulation, implementation 
and evaluation of all health and social policies and 
programmes. Strong people’s organizations and 
movements are fundamental to more democratic, 
transparent and accountable decision making pro-
cesses.”

   The  People’s Charter for Health - 2000  ( 1)

“An overview of all the above roles played by civ-
il society and social movements in the engagement  
towards catalyzing Health in All Policies led to the 
identification of some innovative instruments of en-
gagement, some of which are now finding place even 
within government and international planning and 
strategy documents. 

Six  such innovative instruments have been selected 
for this paper from many others. 

INNOVATIVE INSTRUMENTS OF  CIVIL SOCIETY ENGAGEMENT 
WITH HEALTH FOR ALL

1.1 SOCIAL  WATCHES

The idea of monitoring and analyzing closely  the 
emerging trends in situation analysis, data, statistics, 
and performance  outputs and impacts by civil soci-
ety groups outside the formal  public health system, 
at all levels has been gaining  ground over the years, 
providing space and opportunity for trend analysis 
and comment which is different  from the official re-
ports.

The Global Health Watch of the People’s Health 
Movement which is brought out every few years as

*This is a brief extract from a larger paper by the au-
thor entitled  ‘Countervailing Power : the Role of 

Civil  Society and Social Movements in Catalysing  
Health In All Policies’  presented at the 8th Global 
Conference on Health Promotion in June 2013 at 
Helsinki, Finland.

an alternative World Health Report has been de-
scribed earlier.  At regional level with a focus  par-
ticularly on Africa,  the EQUINET  and the Global 
Equity Gauge Alliance   has also been recognized. At 
country level a good example of a Watch is the Peo-
ple’s Rural Health Watch which was a civil society 
monitor of the National Rural Health Mission in In-
dia in its initial years.   The most innovative website 
based on data regarding access to health and develop-
ment  and indices from UN  sources is ‘Gapminder’ 
which focuses primarily on Equity and related trends 
between regions and country. Today it has become a 
major teaching and training tool.  

1.2 PEOPLES’ TRIBUNALS & 
CITIZEN JURIES

Another instrument of engagement which has been 
developed in many regions by civil society, is the idea 
of people’s tribunals and right to health hearings. In 
this innovation an informal jury of legal officials is 
set up and representatives of the community or pa-
tients/citizens at large are invited to share their ex-
periences of the health services and programs, in the 
presence of health and
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development officials of the Government. This plat-
form provides people a platform to air their concerns 
and invites government officials to respond to this 
concerns in generic ways. In India the Right to Health 
hearings organized by the People’s Health Movement 
at regional and national level in collaboration with 
the National Human Rights Commission has been a 
good example of this approach. A people’s tribunal on 
the World Bank Policies in Health and Development 
has also been organized.  In some countries these are 
also called citizen juries. The Indian National Rural 
Health Mission strategy document has internalized 
this instrument providing space for Jan Sunwai’s (peo-
ple’s hearings)  The  Ministry of Environment in In-
dia has also recently included this instrument  in the 
Health and Environmental Impact Assessment (HIA 
and EIA) which is mandated as part of emerging state 
and national environmental policy to mitigate the 
health and development hazards of unplanned devel-
opment, migration and displacement. As part of this 
process the local community is also invited to assess 
the needs and develop  plans through a participatory 
process. 

1.3   HEALTH  ASSEMBLIES 

In the last decade regular, often annual assemblies 
of health and development activists have been or-
ganized at state level, country level, and internation-
ally to bring civil society and social movement rep-
resentatives together to share experiences, analyse 
the impact of campaigns and plan strategies locally, 
nationally, and globally in a spirit of solidarity. The 
most significant of such assemblies have been the 
people’s health assemblies organized by the people’s 
health movement in Savar Bangladesh, 2000 AD; in 
Cuenca, Ecuador in 2005 and in Cape Town, South 
Africa in 2012 leading to the People’s Charter for 
Health, the Cuenca declaration and the Cape Town 
statement.   Additionally the well  known World So-
cial Forum (WSF) process started in Porto Allegre,  
Brazil which has also developed into country level, 
regional and global annual fora have included health 
as a key theme within the forum and often also as 
a satellite activity leading to various consensus dec-
larations and documents.  The Mumbai declaration 
of 2004 which evolved from the international health 
forum associated with WSF, Mumbai 2004 is well 
known. 

1.4  CAMPAIGN INNOVATIONS

Campaigns have always been the sheet anchor of civil 
society action on health issues.  Starting from the or-

thodox trade union type of protest /solidarity marches 
– and red flag demonstrations, campaigns have begun 
to innovate other forms of expressions of solidarity 
including human chains, candle light vigils, and in 
many parts of  Latin America into all sorts of carni-
val oriented activities which helps to innovate a new 
popular culture of protest  and solidarity through mu-
sic, street theatre, and other art forms.  Groups like 
Greenpeace have taken this further through various 
forms of symbolic and creative action to get the mes-
sage to decision makers and policy makers.   

1.5  HEALTH MANIFESTOS 

 As part of the political process it is not uncommon for 
civil society and social movement groups to dialogue 
with formal political parties before state and national 
elections.  This has been going on for years with dif-
ferent civil society organizations raising issues and 
facilitating dialogue with different groups. However 
with increasing recognition that Health in All Poli-
cies requires also the All for Health approach and the 
evidence that Health for All requires action on So-
cial, Economic, Political and Cultural determinants 
that go far beyond ideologically determined action, 
there is increasing effort to evolve health manifesto’s, 
policy briefs, and charters that are then distributed to 
all political parties with a message that Health is too 
important to be left to one group or the other.  This 
approach which has now begun to be applied by the 
People’s Health Movement in India by the develop-
ment of  a Health Policy news brief  in 2004 before 
the national elections and a people’s health manifesto 
in 2009  before the national election, as well as mani-
festo’s before state elections has begun to increase 
the importance of health on the political agenda of the 
country. (42) In 2004 the process contributed along 
with other factors to the reorientation of the emerging 
National Rural Health Mission towards the policy of 
communitization even more emphatically, which was 
sustained by civil society participation in task forces 
and advisory groups of NRHM. This trend has now 
begun to emerge at state and district level before elec-
tions at this level. It is too early to demonstrate the 
impact but perhaps the increasing public dialogue on 
universal health care in the country is at least one ob-
vious impact of such engagement. 

1.6  HEALTH POLICY PROCESSES  

 Sustained policy engagement and dialogue – both 
in the “confrontational ” or “engaging in  consensus 
development mode” is another process instrument 
which needs to be identified as an increasingly ef-
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fective tool.  The evolution of community monitor-
ing and community action for health in the National 
Rural Health Mission (NRHM) in India: the devel-
opment of the National Health Act and the concept 
of National Health Assembly in Thailand and the 
changes in distorted childhood immunization poli-
cies in state of Tamilnadu in India are three examples 
of such sustained processes in three very different 
situations and levels.  The World Health Report 2008 
on Primary Health Care records this role of civil so-
ciety and social movements in its section on Mobi-
lizing the Communities by noticing this instrument 
of engagement in India, Bangladesh, Chile, Western 
Europe and Mali, demonstrating that this is now an 
increasing global trend and experience.

Additional information:

a. People’s Health Movement:   

www.phmovement.org ; 

b.  Global Health Watch :  www.ghwatch.org ;  

International People’s Health University:  

www.phmovement.org/iphu;

c. Community Health  Wikipedia- India:  

www.communityhealth.in

d. medico friend circle :   

www.mfcindia.org 

e. Public health Resource Network : 

www.phrnindia.org 

f. Global  Equity Guage Alliance : 

 www.gega.org.za

g. Gapminder  : www.gapminder.org 

h. Community of Practice on Accountability and So-

cial Action in Health: www.copasah.net

To access the whole paper with references and the 
power point, as well as a video clipping of the pres-
entation, please go to the following links- Confer-
ence website -http://www.healthpromotion2013.
org/
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Participants at the National Workshop, 
Bangalore, September 2013

Work undertaken by  SOCHARA team members  in all the units and by all members of the sol-
idarity networks and  donor partners is gratefully acknowledged. Participants of the national 
workshop shared their time, thoughts and reflections. Members of SOCHARA and the Execu-
tive Committee are a source of support and guidance. Thank you! The commitment to Health 
for ALL by all mentioned here and many more fellow travelers provides hope and energy for 
continued efforts. This newsletter is published with support from  the Ford Foundation
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