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Of the 3 million deaths worldwide each year due to tobacco use
nearly one million occur in India alone. By the year 2020 there
will be 1O-million tobacco-related deaths worldwide with most of
the increase in deaths occurring in China and India. However, few
reliable data exist on the distribution and determinants of smoking
in India. Venkat Narayan et al. (BM) 1996;312: 1576-9) studied
13 558 men and women in Delhi in 1985-6 to determine the
prevalence and predictors of smoking in urban India. They found
that 45% of men and 7% of women smoked, men and women with
no education were 1.8 and 3.7 times more likely respectively to
smoke than those with a college education. Fifty-three per cent of
men and 4.9 of women smoked cigarettes while the others smoked
bidis and chutta. Compared with cigarette smokers, the bidi and
chutta smoking group were likely to be older, married, less
educated, more overweight and not take part in leisure exercise.
The authors suggest that the educated, white-collar, cigarette
smoker might respond to media campaigns that make non-smok-
ing fashionable and for the less affluent labourer who smokes
bidis and chutta 'strategies should be aimed at socioeconomie
improvement'. Where have we heard all this before?

Still with smoking. During the India-New Zealand cricket
series, in late 1995, which was sponsored by the Wills Tobacco
Company, there were prominent advertisements for cigarettes
and other tobacco products which seemed to be directed at
adolescents. Two months 'later, Vaidya and his colleagues
(BMJ 1996;313:400-16) asked 1948 students randomly se-
lected Class IX students (median age 14 years) from 53 urban
Goan high schools to complete a structured questionnaire.
Most children knew tobacco was addictive, caused cancer and
heart disease and that smoking reduced life span. Yet 5.2% of
the children who watched the matches were tempted to buy
and 3.1% actually smoked Wills cigarettes·. Those who be-
lieved that there were some smokers in the Indian cricket team
were more likely to smoke than those who believed there were
no smokers. The most significant factor influencing experi-
mentation with cigarettes was the perception that smoking
improves performance at cricket. The authors believe that
sports sponsorship by tobacco companies should be banned.
We agree.

There seems to be a fashion for constructing league tables of
hospitals using mortality rates for different disorders like prosta-
tectomy, myocardial infarction and even liver transplantation.
However in a study of hospital mortality after acute gastrointes-
tinal haemorrhage members of the Steering Committee for the UK
National Auditofthiscondition (Lancet 1995;346:346-50) found
from data collected from 74 hospitals that although crude mortal-
ity in individual hospitals ranged from 0% to 29% (overall 14%)
risk standardization for age, shock, co-morbidity, diagnosis,
endoscopic stigmata of recent haemorrhage and rebleeding
resulted in apparently significant differences in mortality rates
becoming non-significant. The authors conclude that simple
league tables of crude mortality in upper gastrointestinal haem-
orrhage (and perhaps in other diseases) are not a reflection of the
quality of health care. Our gastrointestinal feeling is that the last
statement may not be applicable to India. The better hospitals will
show lower mortality rates but where are the data?

laparoscopic cholecystectomy is now being done in small
towns in India by itinerant surgeons who move on to the next
town without waiting to evaluate their results. In westem
countries there has been a rise in common bile duct injuries
after'lap-choles' but surgeons have been reluctant to compare
the procedure against minilap cholecystectomy (using as cm
incision) because it was 'ethically unjustified' and 'very difficult
to conduct' due to the 'obvious advantages' ofthe laparoscopic
procedure. There have been only 3 trials comparing conven-
tional lap-choles but the effect of the preconceived ideas of
patients and doctors who may have believed that lap-choles
caused less pain and a shorter hospital stay may have
influenced the results. Now Majeed and his colleagues from
Sheffield, United Kingdom (Lancet 1996;347:989--94) have
published the results of an ingenious study comparing laparo-
scopic and small-incision cholecystectomy in 200 patients.
The operations were performed by four surgeons experienced
in both techniques, the patients were randomized after anaes-
thesia, identical dressings were applied (soaked with blood-
stained fluid or aqueous iodine solution), postoperative pain
relief was regulated by a patient-controlled analgesic system
delivering morphine and the patient, not the doctor decided
when to go home and back to work. Lap-choles took signifi-
cantly longer than small incision cholecystectomy (65 v. 40
minutes) and there was no difference in hospital stay and
time back to work. The authors conclude that laparoscopic
cholecystectomy takes longer to do than small-incision chole-
cystectomy and does not have any significant advantages in
terms of hospital stay and postoperative recovery. N. H. Antia
in a commentary suggests that the use of the new technique
is driven mainly by the profit motive of the health industry. He
also estimates that the surgeon's charges alone for lap-chole
in Mumbai range from Rs 10 000 to Rs 40 000 while traditional
cholecystectomy in a small town costs Rs 5000 (including
hospital stay and investigations).

Finally, does economic development improve health status, nutri-
tion and health care? China's economic reforms have been in
place since 1978, so Shen et al. from the Chinese Academy of Pre-
ventive Medicine in Beijing and Cornell University, USA (N Engl
) Med 1996;335:400--6) using surveys conducted between 1975
and 1992 examined the trends in heights for age of children two
to five years. They found that although height increased before
and during the economic reforms between 1987 and 1992 the net
increase for rural children was only one-fifth that for urban child-
ren. In an interesting, wide-ranging editorial, Hsiao and Liu from
the Harvard School of Public Health, Boston, USA suggest that
there is evidence that the health status of the Chinese has been
adversely affected by the economic reforms. The infant mortality
rates and the average life-expectancy have remained virtually
unchanged since the 1980s. They explain Shen et al. 's findings of
increasing heights by stating that economic growth has a more
direct effect on nutrition while infant mortality rates depend not
only on income but on how a health care system is organized and
financed. The changes in China have put the poor at a disadvan-
tage for recei ving medical care. They conclude that when govern-
ments promote economic growth they must also have an appropri-
ate policy for the development of their health care system.


