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I am, indeed, very glad to learn that the Indian Psychiatric 
Society (IPS) Manipur State Branch is organizing a 'One 
Day National CME on Opioid Substitution Therapy' 
under the banner of  'IPS, Addictive Disorders Specialty 
Section' on 6th January, 2018 at Imphal, Manipur and a 
Souvenir is also being published to commemorate the 
CME.

I am sure that the active scientific interactions with 
eminent resource persons and delegates from across the country during 
the CME will have scientific deliberations on the latest updates in the 
field of  psychiatric with programmes aimed at healthy lifestyle of  people 
mainly youth in their future. Further, it is also to provide exposure training 
opportunities for postgraduate students pursuing psychiatric course.

I wish the One Day National CME 'a grand success'.

Fax-0385-2414625
Phone: 2411484  (O) /2414750  (O)

E-mail:directorArims.eduin
drsanta@,rediffmail.com

REGIONAL INSTITUTE OF MEDICAL SCIENCES 
IMPHAL-795004, MANIPUR, INDIAProf. A. Santa Singh

Director

MESSAGE

Imphal,
The 26th December, 2017

(Prof. A. Santa Singh)
Director
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Phone: 011 26593236, 26593245 
Fax:     011 26589787, 8663 

Mail: drrakeshchadda@gmail.com

All India Institute of Medical Science
Ansari Nagar New Delhi – 110029

Dr Rakesh K Chadda
MD, FRC Psych, FAMS
Professor and Head Department of Psychiatry &
Chief, National Drug Dependence Treatment Centre

I am happy to know that the Manipur branch of  the Indian 
Psychiatric Society is organizing National CME on Opioid 
Substitution Therapy under the banner of  Addictive 
Psychiatry section of  the Indian Psychiatric Society at 
Imphal on 6th January 2018. 

Substance use disorders are among the most neglected 
mental disorders. The illness is often not recognized by the family as well 
as the community, and often given the designation of  bad habit. Research 
conducted over the last few decades has established that substance use 
disorders have a biopsychosocial etiology like other mental disorders. Thus, 
there is also a strong biological basis for the substance use disorders. Opioid 
dependence is one of  the most severe types of  substance use disorder. 

The World Drug Report, 2017 estimates that during the year 2015, 5% 
of  global world population used (illicit) drugs at least once and 0.6% 
of  the global population suffer drug use disorders. Twenty eight million 
health life years are lost by premature death and disability due to drug use 
disorders. Worldwide, only less than I in 6 persons with drug use disorders 
receives treatment. The figures would be much lesser in low and middle 
income countries like India. Harm reduction is the accepted approach for 
treatment in opioid dependence, and opioid substitution therapy (OST) is a 
well- accepted approach in this direction. The National Drug Dependence 
Treatment Centre, All India Institute of  Medical Sciences, New Delhi has 
played a pioneer role in implementation of  OST in India. 

I hope that the deliberations at the CME would be of  great benefit to the 
participants and wish the CME a great success.

MESSAGE

(Rakesh K Chadda)27th December 2017
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I am extremely happy to note that you are organising a 
National CME on Oral Substitution.

     Therapy at Imphal. It is very thoughtful and apt that you  
are holding the CME in association with the Manipur branch 
of  Indian psychiatric Society . 

     Manipur is a picturesque  land rich in culture.  I am sure 
all the delegates will have their hearts fill not only of  the knowledge and 
skill of  this important field but also something of  the cultural ambience of  
Manipur.

      I take this opportunity to extend best wishes for a great New Year to the 
President and all the members of  our Manipur branch.

      Long live Indian Psychiatric Society.

MESSAGE

(Dr. Brig MSVK Raju)
President

Indian Psychiatric Society
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Prologue

From the Desk of  the Hon. General Secretary,
Indian Psychiatric Society

Dear Dr. N. Heramani Singh and Dr. RK Lenin Singh

It gives me great pleasure in convivial everyone to the Annual 
State Conference of  Indian Psychiatric Society, Manipur State 
Branch at Imphal on 07th January 2018. On behalf  of  the 
Indian Psychiatric Society, I welcome all the faculties and 
delegates for sharing their views with us.

I am also very much happy to know that Indian Psychiatric 
Society Manipur State Branch is organizing a ‘One Day National CME on 
Opioid Substitution Therapy’ under the banner of  ‘IPS, Addictive Disorders 
Specialty Section’ on 06th January 2018 at Classic Grande, Chingmeirong, 
Imphal, Manipur.

At this CME and state conference, we are extremely privileged and excited 
to have participation from the different corner of  our Eastern Zone of  
IPS. I welcome all the invited speakers and chairpersons for giving lectures, 
teachings for the benefit of  our members.

I am sure that, Dr. N. Heramani Singh Organizing Chairperson, Dr. RK 
Lenin Singh Organizing Secretary, Dr. S. Gojendra Singh Joint Organizing 
Secretary and their team of  dedicated committee members will leave no 
stone unturned to make this conference a memorable one.

Long live our Indian Psychiatric Society.

                                                                                                                                                               
Dr. Gautam Saha
Hon. General Secretary, IPS
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27th December, 2017

I am glad to know that "Indian Psychiatric Society Manipur 
State Branch" is organizing a "One Day National CME on 
Opioid Substitution Therapy" under the banner of  'IPS, 
Addictive Disorders Speciality Section on 6th January, 2018 
at Classic Grande, Chingmeirong, Imphal, Manipur.

The implementation of  OST for IDUs under NACP-IV 
is a very useful programme to prevent drug related harms 

like drug overdose, abscess, social crimes, over and above the issue of  HIV 
infection and HCV.

At present there are 25 OST sites in Manipur, both in Government Health 
Facilities and in NGOs implementing TI programme under MACS. Some 
of  these sites have been scaled up to act as satellite OST Centre also. The 
Psychiatric Department, RIMS, is one of  the sites where both Buprenorphine 
and Methadone maintenance therapy are implemented as an integrated OST 
centre.

This One Day National CME' will help in sharing of  various new ideas and 
will help the Health care Providers in enhancing their knowledge on OST.

I wish great success for this 'One Day National CME'.

(Valentina Arambam)

Valentina Arambam
Project Director

Manipur State AIDS Control Society,
New Secretariat, Imphal
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Preamble

Opioid dependence has taken various forms in our country since 
the first reported abuse of  heroin in the mid-1980s. As with any 
other substance use disorder, the type of  opioid used has largely 
been determined by availability, cost and regulation. With the 
tightening of  controls on illicit opioids, there has been a trend 
among users to shift to pharmaceutical opioids. Injecting use 

of  opioids has brought with it a whole range of  problems, ranging from 
overdose to life-threatening infections. In the last two decades, we have 
witnessed women and children also turning to opioid abuse.
In early 2017, a guideline on oral substitution treatment for opioid 
dependence was jointly released by the Indian Psychiatric Society and the 
Indian Association of  Private Psychiatry. This exhaustive document outlines 
the problem of  opioid dependence, treatment approaches, the rationale 
and effectiveness of  opioid substitution, challenges in making effective 
substitution treatments available and guidelines for making OST available as 
part of  opioid dependence treatment.
One must always realize that without proper training, guidelines and 
appropriate regulations, effective treatments can themselves become serious 
problems on account of  diversion and misuse. It is in this context that 
proper training of  health professionals in substitution treatment, integrating 
substitution treatment into a comprehensive programme is critical. Such 
programmes also need to train health professionals in the skills of  engaging 
persons with opioid addiction, providing them support and aftercare, 
with a focus on avoiding all street drugs and non-prescribed drugs, being 
occupationally engaged and crime-free. This is an important step in making 
sure that every person with opioid dependence has the right support to re-
engage with society as a problem-free and productive citizen.
In this context, the national CME on Opioid Substitution Treatment is most 
timely. I appreciate the efforts of  Dr Rajkumar Lenin and his colleagues, 
who have long been involved in helping persons with opioid addiction, in 
organizing this CME. It is very much needed in many parts of  the country, 
where there is a growing opioid problem, and the responses limited. All 
health professionals must be trained in using OST judiciously and this CME 
will provide a forum for an in-depth understanding of  the various issues 
involved with OST and its effective implementation.
I wish the CME all success.

Dr Pratima Murthy
Professor of  Psychiatry, Centre for Addiction Medicine, NIMHANS
and Chairperson, IPS Specialty Section on Addictive Disorders, 14 November 2017
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Dr. Atul Ambekar
Professor
National Drug Dependence Treatment Centre,
Department of Psychiatry

Off: 91-11-26593236
Fax: 91-11-26588663
Mob: 919811155682

E-mail: atul.ambekar@gmail.com

All India Institute of Medical Science
Ansari Nagar New Delhi – 110029

I am pleased to know that the IPS, Manipur State Branch and 
RIMS, Imphal propose to organize the National CME on 
OST on 6 January 2018, at Imphal, Manipur. On behalf  of  
Addictive Disorder Specialty Section of  IPS, I congratulate 
you on this endeavor.

Opioid Use Disorders are a major clinical challenge for the IPS 
members, specifically in the northeastern region. IPS has always strived to 
build the capacities of  its members through finding avenues for continuous 
professional development. The Clinical Practice Guidelines on Substance 
Use Disorders developed by the IPS – ADSS are a testimony to this and so 
are the CME programmes being organized by the IPS – ADSS from time 
to time. The recent, joint publication of  the IPS and Indian Association 
of  Private Psychiatry (IAPP) – “Opioid Substitution Therapy (OST) Using 
Buprenorphine: IPS - IAPP Task Force Recommendations for Organizing, 
Implementing and Scaling up of  OST in India” is also a milestone in 
developing the knowledge and skills of  our professional colleagues.

Many members of  the IPS, Manipur branch have gained a vast amount of  
clinical experience and expertise in implementing OST programmes. Thus, 
Imphal would be an ideal setting for the delegates to learn from the experts 
and stalwarts from the field.

It is indeed a welcome step by the IPS Manipur state branch to organize 
this CME. I assure you the wholehearted support and best wishes for the 
successful organization of  this landmark academic activity.

Yours sincerely

Dr. Atul Ambekar

Indian Psychiatric Society (IPS)– Addictive Disorder Specialty Section (ADSS)
Chairperson:
Professor Pratima Murthy
NIMHANS, Bengaluru

Co-Chairperson:
Professor D. Basu

PGIMER, Chandigarh

Convener:
Professor Atul Ambekar

AIIMS, New Delhi

MESSAGE

13 November 2017
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It is a great privilege to welcome all the delegates and 
resource persons attending this particular “One day National 
CME on OPIOID Substitution Therapy” on 6th January 
2018 organised by Indian Psychiatric Society, Manipur state 
branch, at Imphal the capital city of  Manipur under the 
guidance of  IPS Addictive Disorders Speciality Section.

In fact, Manipur a beautiful tiny state in the north eastern 
part of  India located at the Indo- Myanmar border is popularly known for 
its natural beauty, sports and culture. Mention may be made that Manipur 
gave polo game to the world. The other natural beauties of  Loktak lake and 
Keibul Lamjao National Park, the natural home of  Sangai, the only variety 
available in Manipur in the world. However, such a beautiful place is badly 
affected by drugs and alcohol. Adolescent substance abuse is an emerging 
problem.

So, IPS Manipur state branch has rightly chosen to be the host of  “One day 
National CME on OPIOID Substitution Therapy” at Imphal so that the 
result of  the scientific deliberations will definitely enhance the knowledge 
of  new approach to the management of  opioid abuse and dependence.

Moreover, this type of  CME will provide a room for improvement in the 
service providers, care givers, infrastructures and governmental policies to 
bridge the treatment gap for those affected persons.

Once again, I, on behalf  of  organising committee warmly welcome all the 
delegates and resource persons to Imphal to enjoy the humble and warm 
hospitality of  this place and take along back home all the sweet memories 
along with scientific knowledge earned from here to cope up and fight with 
emerging problems of  adolescent substance abuse.

Lastly I would express that our organisers are sure that this CME will be a 
success one. I also wish this one day national CME on Opioid Substitution 
therapy a grand success.

Long live Indian Psychiatric Society Manipur State Branch.

Dr. N Heramani Singh
President, IPS Manipur branch &

Organising Chairman of  “One day National CME on OPIOD 
Substitution Therapy

WELCOME MESSAGE
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greetings

I, on behalf  of  organising committee of  “National CME 
on Opioid Substitution Therapy”, wish you a happy and 
prosperous new year 2018.

It is high time we wake up to the call of  youth of  the 
nation in general and north east region in particular who are 
vulnerable to drugs, alcohol and behavioural addiction and 

those who are already addicted to it and could not come out of  it.

As a humble beginning, we are organising a National CME on Opioid 
Substitution Therapy under the banner of  IPS, Addictive Disorders 
Specialty Section (IPS ADSS) on 6thJanuary, 2018 at Hotel Classic Grande, 
Chingmeirong, Imphal.

We are encouraged by the warm and enthusiastic response from all over the 
place. But as we have organised it within a short period we could not reach 
out to more people who are willing to support us.

We are confident that this will set the pace for future good work to address 
the addiction related issues in the region.

CME is awarded 3 credit hours by Manipur Medical Council. I hope all the 
delegate will be benefited by the CME and enjoy the short stay at Imphal.

We are grateful to all resource persons, chairpersons, delegates, 
pharmaceutical companies and volunteers for making the CME a reality.

Long live IPS- ADSS

R.K. Lenin Singh
Organising secretary



EUPHORIA 1

At the initiatives of  the Addictive Disorders Specialty Section and the Ma-
nipur State Branch of  the Indian Psychiatric Society, the National CME 
on Opioid Substitution Therapy is held at Classic Grande, Chingmeirong, 
Imphal on 6 January 2018. To commemorate the event, this souvenir, titled 
“Euphoria” is released.
We are honoured to edit this souvenir and are grateful to the Organising 
Committee for having the trust upon us. We express our heartfelt ‘thank 
you’ (Thaagatchari) to all the authors for making this souvenir a reality. Si-
manta Talukdar did a marvelous job to adorn it with a fitting cover. On be-
half  of  the organisers, the Society for Mental Health in LAMIC (SoMHiL) 
published this souvenir.
Eighty per cent of  the world population lives in the LAMIC, i.e. low and 
middle income countries.[1] Obviously, the burden of  mental illness is high-
est in these regions. Unfortunately, the human resources catering mental 
healthcare services is scarce here.[2] On one hand, there is a huge gap be-
tween service users and service providers, and at the same time, the mental 
health professionals have a tremendous experience and expertise in terms 
of  clinical exposure due to the large number of  patients they have to cater 
to.
Unfortunately, when the question of  translating this clinical exposure into 
research work is concerned, there is a prominent lacuna. Agreed that in 
such a busy clinical setting, research-related activities often take a backseat. 
But, even then with some extra effort we can imagine how much strive such 
activities can bring forth. In reality, professionals serving 80% of  the global 
people is following what professionals catering to the rest 20% is saying. 

“ThaagaTchari”
Shyamanta Das, Athokpam Ranita Devi, 

Udayan Majumder

EDITORIAL
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Ideally, it should have been the reverse.
This is so not without reasons. Research activities are reflected in published 
works. And if  we look into them, some interesting facts come to light. As of  
2006, only 4.1% of  the psychiatric journals indexed in major international 
bibliographic databases like Web of  Science and Medline are from LAMIC; 
the rest 95.9% are from high income countries.[1] This ‘5/95’ gap is causing 
hindrance as far as fair representation of  global mental health scenario is 
concerned.[3]
A LAMIC-focused journal from a LAMIC is the need of  the hour. In this 
regard, SoMHiL steps in by joining hands with Academia Dysphrenia and 
Academy Publisher in the publication of  the Open Journal of  Psychiatry 
& Allied Sciences (OJPAS®), formerly Dysphrenia.[4] In addition, it is in-
volved with publication of  books in the field of  psychiatry as well. Follow-
ing the success of  ‘Cultural diversity and mental health’ released in Novem-
ber this year,[5] SoMHiL comes up with this one, i.e. Euphoria.
Happy reading!

REFERENCES
1. Kieling C, Herrman H, Patel V, Mari Jde J. Indexation of  psychiatric 

journals from low- and middle-income countries: a survey and a case 
study. World Psychiatry. 2009;8:40-4.

2. Kumar A, Phookun HR. Barriers in the treatment of  psychiatric disor-
ders. Open J Psychiatry Allied Sci. 2016;7:99-102.
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4. Global Psychiatry: A LAMIC Perspective. SoMHiL [Internet]. 2017 
[cited 2017 Dec 28]. Available from: https://globalpsychiatry.org/pub-
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5. Das S, Talukdar U, editors. Cultural diversity and mental health. Gu-
wahati: Society for Mental Health in LAMIC (SoMHiL); 2017. ISBN: 
978-81-935934-0-0.



EUPHORIA 3

BACKGROUND

Opioid Substitution Therapy (OST) Clinic was started in October 2013 
in the Drug De-addiction and Treatment Centre (DDTC), Department 
of  Psychiatry, Postgraduate Institute of  Medical Education and Research 
(PGIMER), Chandigarh and has been continuing since then on a weekly 
basis. We had formulated initial guidelines in 2013 which laid down both 
the theoretical (ideological) and the practical (logistic) aspects of  our OST 
programme. These initial guidelines have been revised several times since 
then in view of  our growing experience as well as international and national 
scientific literature. This is the current version of  the guidelines. We do not 
claim any superiority of  these guidelines over any others, nor do we intend 
to set these in stone. Indeed, we envisage these guidelines to be a “living 
document” which is likely to undergo several revisions in the future as well. 
The guiding principle is to judiciously balance the many seemingly conflict-
ing aspects of  agonist treatment for opioid dependence, especially to ensure 
a hopefully correct balance of  effectiveness and safety. References are not 
included in these guidelines but may be obtained from the authors.

PREAMBLE

The evidence for efficacy of  OST is undisputed. Results of  numerous stud-
ies on OST from all over the world, including India, not only demonstrate 
a reduction of  illicit opioid use but also show a reduction of  several harms, 
e.g., decrease in blood borne infections, legal complications, and mortality.

CHAPTER–I

Guidelines for ‘recovery oriented 
opioid substitution therapy’ as 
currently practiced in PGIMER, 
Chandigarh

Abhishek Ghosh, Subodh BN, 
Debasish Basu, SK Mattoo
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Among several controversies surrounding OST and its delivery models (not 
the least because opioid agonists are used for therapy, which are themselves 
controlled substances with risk of  diversion and abuse), one particular bone 
of  contention is regarding the duration of  OST. Although the existing lit-
erature mostly suggest that time-limited OST increases the risk of  relapse 
and thus also eliminates most of  the gains achieved in terms of  harm reduc-
tion, it nonetheless creates a huge contingent of  people pharmacologically 
dependent on OST posing a burden on health care resources. At times, it 
has been also claimed that these people are effectively blocked from mak-
ing further progress in the functioning of  their life by remaining physically 
dependent on opioids on an indefinite term. This is known as the ‘Metha-
done Parking’ phenomenon. Moreover, in longitudinal observational stud-
ies it has been seen that only a fraction of  patients could be retained in the 
treatment for one year. The exposure to OST seems to be an episodic phe-
nomenon. Taking cognizance of  all these facts, at many places in the world 
the current policy of  OST is gradually moving towards ‘Recovery Oriented’ 
practice rather than remaining solely as medication dispensing agency. Our 
guidelines endorse such a recovery oriented OST policy and programme.

OUR MOTTO AND GUIDING PRINCIPLES

In this manual, by Recovery oriented OST we mean:

	 Patient’s recovery is the final goal (reintegration of  the person with 
opioid dependence into the family and society and ensuring functional 
independence).

	Objective: Goals would be decided by the patients themselves, in con-
sultation with the therapist.

	OST should not be either time limited or time unlimited; rather, it 
should be ‘goal limited’: Patients would be offered to discontinue OST 
after the predetermined goals (‘recovery’) has been achieved.

	There would be a tentative time target of  one year in which the patient 
is expected to reach the goal of  recovery; however, this will be mutually 
agreed upon, reviewed periodically, and kept flexible with shared deci-
sion making approach.

	Even after the discontinuation of  OST psycho-social interventions will 
still be at place and other medical support would also be provided if  
deemed necessary.

	A post-therapy assessment would be done after 1, 3 and 6 months of  
OST discontinuation, to reconsider starting OST again if  necessary.
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The unique features of  our OST is, this is neither time limited and rigid nor 
is this time unlimited and arbitrary. It would start with definitive long term 
goals in mind and with a tentative deadline to achieve those to keep the 
patient’s motivation alive. The post intervention psycho-social support and 
assessments are also distinctive for our OST programme.

TREATMENT SETTINGS

Outpatient department (OPD) based treatment would be preferred over 
inpatient treatment as presumably reintegration into the community would 
be easier and functional independence would be retained in outpatient treat-
ment programme.

Inpatient treatment may be indicated in the following cases:

•	 Failure of  OPD based detoxification with buprenorphine-naloxone 
(BNX)

•	 Patient requiring very high dose of  BNX for the treatment of  with-
drawal

•	 Patient who has developed serious side effects with BNX (like intracta-
ble constipation, excessive sedation, seizure or other involuntary move-
ments)

•	 With co-morbid alcohol or high dose benzodiazepine dependence (if  
clinically warranted)

•	 With co-morbid serious psychiatric disorders (if  clinically warranted)

•	 With co-morbid physical illness (especially asthma, severe hypothyroid-
ism, seizure)

•	 With serious psycho-social problems (poor social support, no one to 
supervise at home)

•	 Admission might be considered while terminating OST, OPD based 
termination failed

TREATMENT RETENTION
The existing evidences almost unequivocally indicate that retention in treat-
ment is directly proportional to the final recovery, in terms of  complete 
remission, functional independence, reduction of  high risk behaviour, and 
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criminal activities. However, about one in ten patient drops out of  OST 
within first 3 months and treatment retention is around 15% for 5 years. 
Moreover, when retention exceeds one year, the chances of  further reten-
tion and recovery improves. The general pattern of  OST treatment utiliza-
tion is episodic in nature, where the patient has repeated episodes of  drop 
out, relapse, and re-entry in to the programme. This episodic pattern might 
indicate the relapsing-remitting nature of  drug use or it could also be a re-
flection of  treatment barriers and logistic problems.

Hence, this OST program would make an attempt to change the episodic 
pattern of  treatment, which might be largely responsible for the ‘failure’ of  
OST. This could be seen as an essential adjunct for the final outcome, i.e. 
recovery.

How to improve treatment retention?

Following behavioural measures might be considered for the same:

Take away dosage: Usually one week take away dosage is dispensed from 
our clinic. However, if  someone is regular for 3 consecutive months (in 
terms of  medicine adherence, adherence with group sessions, and clinic 
rules) he could be considered for fortnightly dispensing for a month. This 
protocol is to be repeated every 3 months and after 4 such successful at-
tempts (after > 1 year of  adherence) the fortnightly dispensing might be 
considered for more than a month (till there has been evidence of  non-ad-
herence).

Quick dispensing: The adherent sub-group of  patients might be consid-
ered for quick dispensing through a separate channel (different doctor at-
tending such patients so that they don’t have to wait for their turns in the 
usual OST dispensing channel).

Verbal appreciation: The adherent sub-group of  patients could be appre-
ciated in presence of  other patients during or after the group sessions.

Vouchers: We might consider vouchers like mobile recharge coupons/
movie tickets for the adherent group.

TREATMENT DISCONTINUATION/TERMINATION

As already emphasized, evidence for a strictly time limited OST is unequiv-
ocally ‘negative’ and more the duration of  OST more likely the patient is 
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to draw benefit from the programme. Although there is no ‘standard’ min-
imum duration of  OST, in a couple of  studies from the USA, it has been 
seen that more than one year duration is imperative and improves the chanc-
es of  further recovery.

Termination of  OST would be considered in the following situations:

1. Patient is in a ‘recovered’ state for a substantial period of  time (at least 
more than 3 months). ‘Recovered state’ would be defined by-

•	 No illicit opioid use for more than a year

•	 Stable occupation

•	 Stable family relation 

•	 Stable lifestyle (with new interests, or revival of  the past interest/hob-
bies) in compatible with drug use (or other addictive) behaviour

•	 No major psycho-social problem (like ongoing stress etc. which might 
precipitate relapse)

2. Patient and family both have agreed for the same (and motivated for 
complete abstinence). In case of  discordance, patient’s wish is to be 
given priority.

3. Patient has agreed to follow up for at least 3 months (preferably 6 
months) after the termination of  OST.

Termination of  OST would be done over couple of  months with utmost 
regard towards withdrawal symptoms, drug craving, and an intensive psy-
cho-social intervention.

POST OST TERMINATION INTERVENTION

Evidence suggests that the possibility of  relapse and overdose increase sig-
nificantly after discontinuation of  OST. Although the chances of  such oc-
currences could be minimized by mutually agreed and ‘recovery oriented’ 
termination, the patient would still be vulnerable. Hence, a post termination 
medical and or psycho-social intervention is an essential component of  our 
OST programme. This intervention would at least last for 3 months (pref-
erably 6 months) in the same clinic. Following successful completion of  
such intervention patient might be shifted to routine clinical care. In case 
of  relapse, during this phase of  treatment, options other than OST need to 
be considered first, if  needed inpatient treatment might also be considered.
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In the group sessions these patients could be portrayed as ‘model’ in front 
of  others and they would be encouraged to share their experience with oth-
ers in the OST. This would in a way enhance their self-efficacy and they 
would act as a visible example, the ‘recovery champions’.

Appendix-I

Flow diagram of  OST protocol

OST intake
•	 Subjects fulfilling the inclusion criteria
•	 Consent for OST obtained

OST: the induction phase
•	 Usually OPD based
•	 Daily or alternate day follow-up
•	 Active surveillance of  cases
•	 Might require inpatient treatment (if  fulfilled criteria laid down)

OST: the maintenance phase
•	 Usually OPD based, in OST clinic
•	 Weekly dispensing of  BNX
•	 Regular attendance in the group therapy sessions
•	 Might require inpatient treatment (if  fulfilled criteria laid down)

OST: the maintenance phase for more than 3 months
•	 Usually OPD based, in OST clinic
•	 Could be considered for fortnightly dispensing for one month  

(if  conditions laid down already fulfilled)
•	 Active surveillance

OST: the maintenance phase for more than 1 year
•	 Usually OPD based, in OST clinic
•	 Could be considered for fortnightly dispensing for indefinite   

period (till the point of  partial* non-adherence)
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OST: termination
•	 Usually OPD based, in OST clinic
•	 Could be considered if  criteria for terminating OST are satisfied
•	 Weekly (or even more frequent follow-ups)
•	 Active surveillance
•	 Might need inpatient treatment if  failed on OPD

OST: post-termination intervention
•	 Usually OPD based, in OST clinic
•	 Medical management (naltrexone) and/or psycho-social interven-

tion
•	 Weekly or fortnightly follow-ups
•	 Duration: at least 3 months (preferably 6 months)
•	 Active surveillance
•	 Might need inpatient treatment if  relapses or failed to remain absti-

nent on OPD treatment

OST: completed

•	 Usually OPD based, in routine OPDs

•	 Medical management (naltrexone) and/or psycho-social interven-
tion

•	 Follow-up frequency as per clinical need

[*Partial adherence is defined as, failure to show up during the stipulated 
follow-ups or irregular (attending <2 sessions in a month) in group therapy 
sessions or not abiding by clinic rule or showing undesirable behaviour in 
the clinic]

Appendix-II

Some important rules of  our OST clinic (An informed consent is ob-
tained and contract is signed between the patient and the therapist 
prior to starting OST)

•	 The use of  other drugs (such as alcohol, tranquilisers, sleeping pills, 
heroin or other opioids) may be dangerous in combination with bu-
prenorphine, and can lead to overdose, breathing failure and death.
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•	 Patient’s dose of  buprenorphine may be withheld or reduced in the 
event of  presenting intoxicated with alcohol or other drugs.

•	 Patient would be following up in the opioid substitution clinic (OST) 
every Wednesday at 1:30 PM.

•	 Monthly urine testing for both illicit opioids and buprenorphine, 
plus indicated testing on clinical suspicion of  illicit opioid use or 
non-compliance.

•	 Attending group counselling sessions regularly is a mandatory re-
quirement.

•	 Patient should not be insisting on increasing the dose of  BNX, rath-
er he/she would narrate the problems if  any and would let the treat-
ing doctor to take the final decision.

•	 BNX would be normally dispensed for one week and patient has to 
follow-up in person to get the desired number of  tablets.

•	 Patient must bring the empty strips of  BNX to have a fresh supply.

•	 Violence or aggressive behaviour in any form toward the staff  will 
not be tolerated.

Appendix-III 

Some undesirable behaviour

•	 Violence, threatened violence, or verbal abuse towards other patients 
or staff,

•	 Repeated failure to attend medical or counselling appointments

•	 Frequently missing doses

•	 Abusing BNX (using more than the prescribed dose/using BNX 
through any other route than advised)

•	 Unlawful entry onto the premises

•	 Diversion of  buprenorphine doses

•	 Engaging in unlawful activity such as drug dealing around the 
hospital
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Opioid use disorder (opioid use and opioid dependence) are among the 
most difficult to treat disorders in the medical world. In the developed 
countries, the opioid drugs most frequently associated with abuse and 
dependence is heroin. Many synthetic opioids have been manufactured 
including meperidine, methadone, buprenorphine, codeine, proxyphene 
for different medicinal purpose. These synthetic opioids are also being 
increasingly abused by people of  different age group. These drugs are all 
prototypical µ-opioid receptor agonists and all produce similar subjective 
effects of  euphoria.

TREATMENT OF OPIOID USE DISORDER

Medically supervised withdrawal and detoxification

Many opioids have been used for treated heroin withdrawal, but methadone 
and buprenorphine are the medicines approved for treatment of  opioid 
withdrawal and detoxification. Any patient of  heroin dependence is started 
on either methadone or buprenorphine and then dose gradually increased 
till patient becomes free from symptoms of  withdrawal. Then gradually the 
dose of  the substitute medicine is gradually tapered down and regular as-
sessment of  the patient is done. When the patient is completely alright the 
dose of  substitute is gradually tapered down and finally stopped.

HYPERTENSION: 
a boon for opioid dependent patient

Sushil Agarwalla

CHAPTER–II
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OPIOID ANTAGONIST: NALTREXONE

Naltrexone is longest acting opioid antagonist with duration of  action up 
to 72 hours. The theory for using an antagonist for opioid related disorders 
is that blocking opioid agonist effects, particularly euphoria, discourages 
persons with opioid dependence from substance seeking behaviour and 
thus deconditions this behaviour. The only problem is if  the client takes a 
potent opioid while he is on naltrexone, he will experience severe withdrawal 
symptoms that scares the client and he ultimately discontinue naltrexone.

Problem in initiating naltrexone

Methadone and buprenorphine are long acting synthetic opioids use in 
detoxification. So a client who is on this long acting substitute, needs a 
washout period of  at least 7 to 10 days before initiation of  naltrexone 
therapy. But for maximum of  patient it is very difficult to achieve this 
washout period and so naltrexone could not be started.

CLONIDINE: AN ANTIHYPERTENSIVE

Clonidine is a presynthetic alpha-2 adrenergic receptor agonist approved 
for use as antihypertensive agent. Stimulation of  alpha-2-adrenergic 
receptors reduces the firing rate of  noradrenergic neurons and of  plasma 
concentrations of  nor-epinephrine. Clonidine is effective in reducing the 
autonomic symptoms of  rapid opioid withdrawal (hypertension, tachycardia, 
dilated pupils, sweating, lacrimation and rhinorrhea) but not the associated 
subjective sensation. So majority of  the symptoms of  opioid withdrawal 
state can be effectively controlled with sufficient dose of  clonidine. If  we 
can continue clonidine for 7 to 10 days then the detoxification process can 
be carried out smoothly without using much of  substitute medications. 
As a result the wash out period from substitute can be carried out easily 
without much discomfort to the patient and naltrexone can be started. But 
the only problem with clonidine use is the development of  hypotension and 
the protocol suggest clonidine should be stopped if  systolic BP falls below 
90mm of  Hg.

So if  a patient is having hypertension clonidine can be used in a higher dose 
easily without the risk of  developing hypotension and the whole withdrawal 
state can be managed by minimum substitute medications and thereafter 
patient can be started with naltrexone. Naltrexone with regular counselling 
session can result in long term benefits especially to the motivated client. 
Hence the author considers hypertension to be a boon for opioid dependent 
patient.
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Drug by definition is any substance or product which is used or intended to 
be used to explore or modify the physiological system or the pathological 
state for the benefit of  the recipient (WHO). The drug addiction is a misno-
mer and it demeans the word drug.  Any substance that is causing benefit is 
drug and on the contrary if  the use is causing harm or do not provide any 
benefit then by definition it is not a drug and rather it is a poison. The media 
and public still use the term drug addiction which need to be objected and 
discouraged. It is now accepted that substance abuse is the term that is to be 
used. The substance abusers are increasing globally. There is a continuous 
shift in the substance that is abused. People have always resorted to seek 
euphoria and happiness. From history it is known that substance of  various 
origin were abused to experience the kick and alcohol is one of  the earliest 
discovery which is still being consumed worldwide. The young generation 
who are the usual victims of  substance abuse is to be sensitized. In schools 
chapters dealing on the topic of  substance abuse and its effects should be 
included to generate an idea of  various substance abused. Preventive mea-
sures are important and workshops are actually conducted by Scouts and 
Guide etc. amongst the young boys and girls. The abused person need to be 
treated scientifically and rehabilitation is vital. Sports, arts, music, physical 
training, yoga, martial arts, swimming, cycling, reading, gardening, stitching, 
cooking etc. need to be encouraged from the young to divert the minds and 
building a healthy attitude towards life. These days people from all ages are 

Substance abuse and 
drug addiction

Pinaki Chakravarty

CHAPTER–III
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hooked to Android phones. It is also a form of  substance abuse which is 
giving rise to various problems affecting health. Many centres are dealing 
with these problems. The substance abusers are also part of  our society 
and a holistic approach can help them to bring back to the mainstream. The 
substance abusers need to realise that there are better things in life to enjoy 
and live happily.
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When I joined the National Institute of  Mental Health and Neuro Sciences 
(NIMHANS), Bangalore as a junior resident, I chose the topic of  addiction 
for my MD Dissertation. When Dr Rajat Ray quizzed me on the reasons 
why, I replied that having recently graduated from my medical training, I 
found the area of  addiction closest to medicine. Dr Ray smiled in his char-
acteristic fashion and said that I had little idea of  how far from the truth that 
was. More than two decades later, I find solace in the impression I had. The 
science and art of  medicine has itself  transformed, its gaze not confined 
only to the biological, but also to the environmental and social determinants 
of  health and disease and the need to develop an integrated view of  health 
and disease. The field of  addiction best illustrates this view point.

In the last few decades, there has been a resurgence of  interest in the biology 
of  addiction, with a renewed interest in the genetics of  addiction, as well as 
other facets of  its neurobiology. Advance in imaging has resulted in a grow-
ing number of  publications of  neuroimaging correlates of  vulnerability and 
consequences of  addiction. While this interest is still very apparent, there 
is also a perceptible shift into recognizing the aggravating and ameliorating 
interactions between innate vulnerability and the external environment.

Meantime, our conceptualization of  the disorder has changed. Years ago, 
particularly in the case of  alcohol abuse, varying patterns were recognized. 
We are now back to recognizing that substance use disorders occur on a 

The addiction gaze
Pratima Murthy

CHAPTER–IV
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spectrum, are associated with varying temperamental attributes and their 
development, course and outcome can indeed be altered, in a positive direc-
tion, by the use of  psychosocial interventions and appropriate medications 
to reduce the risk of  relapse.

Shifting the gaze to opiate addiction, this possibly broadens the gaze beyond 
the medical and psychosocial to legal, economic and political. Strategies that 
seem to work at one time often become the problem at another. As attempts 
to address the use of  illicit opiates strengthen, pharmaceutical opioid misuse 
emerges as a major public health problem. As pain palliative measures incor-
porate the use of  opioid analgesics, their diversion becomes an even bigger 
issue. As evidence for harm minimization accrues in many parts of  the 
world, diversion of  the same substances in a poorly regulated environment 
runs the risk of  newer epidemics and newer challenges.

These are only a few of  the complexities in the world of  chemical addic-
tion. Add to this the range of  behavioural addictions, the complexity and 
challenges become even greater. Perhaps, changes in addiction patterns and 
problems change as rapidly as modern technology does! It is therefore nec-
essary for the present day clinician not only to keep abreast of  the dynamic 
nature of  the problem of  substance use and addiction and be aware of  evi-
dence-based interventions; but to develop the art of  personalized medicine, 
which takes into account the individual’s temperament and biological risk, 
environmental adversities and strengths, pharmacological aids to reduce the 
risk of  relapse and a good therapeutic alliance that helps the patient to de-
velop self-confidence, aid personal growth, pro-social behaviour and learn 
to enjoy life without needing to use substances or indulge in hazardous 
behaviours.

A few years ago, the Indian Psychiatric Society had arranged for a meeting 
where I spoke on Addiction- is there light at the end of  the tunnel? Working 
for several years in the field of  addiction, I realize that every one of  my pa-
tients has strengths and weaknesses. Some are extraordinarily talented, some 
wonderfully compassionate. However, at the same time, they are self-doubt-
ing, helpless and poorly self-reliant. Their biological proneness is evident, as 
their nascent strengths and unavailable or un-utilized psychosocial supports. 
A variety of  interventions, some age-old, some new, and others modified to 
suit the current day are now available to the treating physician. The thera-
peutic nihilism that generally coloured the attitude of  the treating physicians 
towards persons with addiction has given way to greater optimism and cer-
tainly more enthusiasm, but perhaps exclusive reliance on pharmacotherapy. 
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Pharmacological agents can create wonderful breakthroughs when used well 
and coupled with helpful physician attitudes. Their responsible use, both 
by us, the physicians and our patients in the context of  a therapeutic rela-
tionship, as well as other psychosocial interventions involving professional 
colleagues can go a long way in reducing harm, personal empowerment, 
productivity and happiness.
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INTRODUCTION

Today, a cell phone/mobile phone isn’t just a rich man’s fashion accessory 
in the world. It’s transforming the way millions of  people do business in a 
country where even landlines were a luxury barely a decade ago. Across the 
country people with low incomes are now adopting cellular phones as tools 
for enhancing their business.

According to Oxford English Dictionary one of  the earliest uses of  word 
‘mobile’ was in association with the Latin phrase ‘mobile vulgus’, i.e. excit-
able crowd. Today’s mobile phones live up to these origins. Invention of  
fixed telephone in 19th century was no more a wonder in 21st century when 
human brain invented portable “mobile phone”. Mobile phone technology 
has experienced a tremendous growth. In 1946, Swedish mobile used the 
first official mobile phone. In 1983, Motorola presented 1st truly portable 
cell phone (www.tech-faq.com).

Since the appearance of  the cell phone, the anomalous use of  this device 
has called into question whether the abuse of  its use could lead to addiction. 
This problem is identical to the one regarding the existence of  behavior-
al addictions as opposed to substance addictions.(1) The existence of  cell-
phone addiction, as opposed to it being the manifestation of  an impulsivity 
disorder, has been questioned without necessarily considering the concept 
of  addiction.(2,3,4) To date, the DSM-5 has only recognized compulsive gam-

Mobile phone addiction: 
an Overview

P.J. Chakma

CHAPTER–V
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bling as a behavioural addiction, considering the rest of  these types of  abuse 
as impulse disorders, and the clinical world has not done much more than 
proclaims that many of  them are true addictions that affect patients’ lives.(16)

WHAT IS MOBILE PHONE ADDICTION?

Mobile-phone addiction is a dependence syndrome seen among certain mo-
bile phone users. Some mobile phone users exhibit problematic behaviours 
related to substance use disorders.(5)

Mobile phone addiction can be defined as problematic, dysfunctional use of  
the mobile phone, which has the following characteristics and symptoms:(6)

•	 A strong desire to use the mobile phone, make phone calls or send text 
messages, expressed as constant preoccupation with those activities. 

•	 The need to increase the frequency and time of  making phone calls and 
sending text messages. 

•	 Repeated unsuccessful efforts to cease or reduce the number of  phone 
calls made and text messages sent. 

•	 Withdrawal symptoms such as restlessness, anxiety and depression 
associated with attempts to cease or reduce the number and time of  
phone calls and the number of  text messages sent; 

•	 Making longer phone calls and sending a larger number of  text messag-
es than originally intended. 

•	 Financial, career, family and social problems caused by mobile phone 
use. 

•	 Lying to family and friends to conceal the costs of  and the time devoted 
to making phone calls and sending text messages. 

•	 Use of  the mobile phone as a way of  escaping from real problems or 
as a mood enhancer (to relieve loneliness, anxiety, depression or guilt)(6)

The cell phone enables behavioural problems and disorders, particularly in 
adolescents. This fact has become more and more evident in communica-
tions media, inspiring new pathologies, such as “Nomophobia” (No-Mobile 
Phobia), “FOMO” (Fear Of  Missing Out) – the fear of  being without a cell 
phone, disconnected or off  the Internet, “Textaphrenia” and “Ringxiety” 
– the false sensation of  having received a text message or call that leads to 
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constantly checking the device, and “Textiety” – the anxiety of  receiving 
and responding immediately to text messages.(7)

Physical and psychological problems have reportedly resulted from cell-
phone abuse, including rigidity and muscle pain, ocular afflictions resulting 
from Computer Vision Syndrome reflected in fatigue, dryness, blurry vision, 
irritation, or ocular redness,(8) auditory and tactile illusions – the sensation 
of  having heard a ring or felt a vibration of  a cell phone(9,10), and pain and 
weakness in the thumbs and wrists leading to an increased number of  cases 
of  de Quervain’s tenosynovitis.(11)

PREVALENCE

The prevalence among British adolescents aged 11-14 was 10%.(12) In India, 
addiction is stated at 39-44% for this age group.(13) Under different diagnos-
tic criteria, the estimated prevalence ranges from 0 to 38%, with self-attri-
bution of  mobile phone addiction exceeding the prevalence estimated in the 
studies themselves.(14) Women are more likely to develop addictive mobile 
phone behaviour than men. Men experience less social stress than women 
and use their mobile phones less for social purposes. Older people are less 
likely to develop addictive mobile phone behaviour because of  different 
social usage, stress and greater self-regulation.(15)

Table 1: Symptomatology of  problematic cell-phone use vs. DSM-5 
criteria for compulsive gambling and substance use(5,16)

Symptomatology of  
problematic cell-phone use(5)

DSM-5 criteria for substance 
use disorder(16)

DSM-5 criteria for gambling 
disorder(16)

1. Problems and conscious use 
in dangerous situations or in 
prohibited contexts

1. Dangerous use
2. Social, interpersonal 
problems related to use

A. Persistent and recurrent 
problematic gambling behavioir 
leading to clinically significant 
impairment or distress, as 
indicated by the individual 
exhibiting four (or more) of  
the following in a 12-month 
period:

2. Social and family conflicts 
and confrontations, as well 
as loss of  interest in other 
activities

3. Continues using the 
substance despite being 
conscious of  recurring or 
persistent psychological or 
physical problems, which 
appear to be caused or 
exacerbated by substance use

3. Continuing behaviour 
despite the negative effects 
and/or personal malaise it 
causes

4. Repeated attempts to quit, to 
stop using

2. Is restless or irritable when 
attempting to cut down or stop 
gambling.

4. Difficulty of  controlling 5. Spends a lot of  time getting 
the substance, using it, or 
recovering from its effects

3. Has made repeated 
unsuccessful efforts to control, 
cut back, or stop gambling.
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5. Frequent and constant 
checking of  phone in 
very brief  periods of  time 
with insomnia and sleep 
disturbances

6. Tolerance 4. Is often preoccupied 
with gambling (e.g., having 
persistent thoughts of  reliving 
past gambling experiences, 
handicapping or planning the 
next venture, thinking of  ways 
to get money with which to 
gamble).

6. Tolerance 7. Progressive increase in use 5. Often gambles when feeling 
distressed (e.g., helpless, guilty, 
anxious, depressed).

7. Excessive use, urgency, need 
to be connected

8. Abstinence syndrome 6. After losing money 
gambling, often returns another 
day to get even (“chasing” 
one’s losses).

8. Abstinence, dependence, 
craving. Anxiety, irritability if  
cell phone is not accessible, 
feelings of  unease when unable 
to use.

7. Lies to conceal the extent of  
involvement with gambling.

9. Increase in use to achieve 
satisfaction or relaxation or to 
counteract a dysphoric mood.

8. Has jeopardized or lost 
a significant relationship, 
job, or educational or career 
opportunity because of  
gambling.

9. Relies on others to provide 
money to relieve desperate 
financial situations caused by 
gambling.
B. The gambling behaviour is 
not better explained by a manic 
episode.

PSYCHOLOGICAL PROBLEMS AND PSYCHIATRIC CO MOR-
BIDITIES

With respect to the psychological problems derived from cell- phone abuse 
mostly interfere with healthy activities and habits, specifically affecting sleep 
time and quality. In particular, Sahin et al.(18) observed that the higher stu-
dents’ points are for problematic use on the Mobile Phone Problem Use 
Scale (MPPUS),(2) the greater the deterioration in their sleep quality, mea-
sured using the Pittsburgh Sleep Quality scale.(17) Personality problems and 
psychiatric symptoms coexist with substance and behavioural abuse. In a 
study with students, Sanchez Martinez and Otero(19) found a significant re-
lationship between cell-phone abuse, school failure, depressive symptom-
atology, smoking and consuming cannabis, and other drugs. Similarly, Toda 
et al.(20) also observed a relationship between cell-phone use and smoking, 
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solely in males, without alcohol consumption, likely due to its lower pene-
tration in their Japanese sample. Social networks have also been shown to 
coexist with substance use.(21) Augner and Hacker(22) discovered significant 
relationships between cell-phone abuse, chronic stress, emotional stability, 
and depression in young women. Tavakolizadeh et al.(23) also observed a co-
existence relationship between one’s mental health state – the tendency to-
ward somatization, anxiety, and depression due to excessive cell-phone use.

CONCLUSION

Undoubtedly, the greatest roadblock to research in cell-phone abuse is the 
diversity of  terms, criteria, and constructs available in the field. Some re-
searchers are convinced that we are facing an addiction unlike any other. 
In addition, a prudent attitude exists toward the classification of  addiction. 
In effect, whether or not it is an addiction, cell phones give rise to prob-
lems that increasingly affect daily life, for the most part without the risk of  
uncontrolled spending with the establishment of  flat rates or free Wi-Fi 
access and unlimited use. With respect to the psychological and psychiatric 
problems associated with problematic cell-phone use, there is an inverse 
relationship between mental health, healthy habits, and cell-phone addic-
tion. Co-morbidities reported include sleep affectations, anxiety, stress (and 
depression, to a lesser extent), and consumption of  substances, such as al-
cohol or tobacco, particularly in adolescents. In addition, coexistence with 
certain psychiatric pathologies, in which lack of  impulse control is shared, is 
also evident. In summary, there is still much work to be done in this field in 
light of  the limitation of  its concepts & criteria.(4)
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INTRODUCTION

Drug abuse is a social evil. It destroys the vitals of  the society and adversely 
affects the economic growth of  the country. Illicit drugs have multiple con-
sequences to

- Health: accidents, absenteeism, family disintegration, prostitution, 
organized crime etc.

- Society: accidents, absenteeism, family disintegration, prostitution, 
organized crime etc.

- Economy: finances spent on developing services, drain on national 
resources, loss of  productivity etc.

Drug trafficking activities have sharply increased over the years. Drugs and 
drug trafficking is rampant in all the countries of  the world and India is no 
exception to that. Geographical location of  India makes it a good transit for 
drug trafficking and its large population attract traders for it to act as a final 
destination. There is massive inflow of  heroin and hashis (concentrated res-
in from cannabis plant) from across the Indo-Pak border originating from:

	“Golden Crescent” (Iran, Afghanistan and Pakistan) and

	“Golden Triangle” (Burma, Loas and Thailand).   
(Charles M, 2005; Sabharwal YK, 2006)

Narcotic Drugs and Psychotropic 
Substances Act (NDPSA)

Sanjay Singh, Priyam Sharma

CHAPTER–VI
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HISTORICAL ASPECTS

Before 1985 the statutory control over narcotic drugs was exercised in India 
through a number of  Central and State enactments. 

The principal Central Acts were-

- The Opium Act, 1857

- The Opium Act, 1878 - dealt exclusively with opium

- The Dangerous Drugs Act 1930 - dealt with other drugs like cannabis 
and cocaine

- Drugs and Cosmetics Act 1940 - psychotropic substances were par-
tially covered

As the drug situation in India worsened rapidly in the early 1980s due to in-
flux of  heroin, a new legislation was necessary to cope up with the situation. 
Realizing the gravity of  the problem there was a need to enact a law for the 
control of  the drugs. This led to the formulation of  The Narcotic Drugs and 
Psychotropic Substances Act, 1985.

The Narcotic Drugs and Psychotropic Substances Act or the NDPS act 
1985 was passed by Indian Parliament. It came into effect from the 14th 
November, 1985. The act consists of  six chapters and eighty-three sections. 
Chapter II and Chapter V are further subdivided into II A and V A (Includ-
ed after 1989 amendment). Responsibility of  drug abuse control, which is 
a central function, is carried out through Ministry of  Finance and Depart-
ment of  Revenue.

LEGISLATIVE POLICY OF INDIAN PARLIAMENT ON DRUG 
ABUSE

India’s approach towards Narcotic Drugs and Psychotropic Substances en-
shrined in Article 47 of  the Constitution of  India which mandates that the 
“State shall endeavour to bring about prohibition of  the consumption ex-
cept for medicinal purposes of  intoxicating drinks and of  drugs which are 
injurious to health”.

NDPS act is an act to consolidate and amend the law relating to narcotic 
drugs to:

1.  Make stringent provisions for the control and regulation of  operations 
relating to narcotic drugs and psychotropic substances.

2.  Provide for the forfeiture of  property derived from, or used in illicit 
trafficking of  narcotic drugs and psychotropic substances.
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3.  Implement the provisions of  the International Conventions on Narcot-
ic Drugs and Psychotropic Substance and for matters connected there-
with.

NEED FOR CHANGE

Before 2014, the Act was amended in 1989 and subsequently in 2001. Cer-
tain shortcomings noticed were-

1. Confusion related to the quantities of  seized drugs and differentiating 
between drug traffickers who traffic in significant quantities and addicts 
who commit less serious offence.

2. Earlier only pure drug content was being taken cognizance of  but need 
was felt to take entire quantity of  the drug seized in a case for determin-
ing the quantum of  punishment.

3. Need felt to expand scope of  provisions for tracing and seizing of  il-
legally acquired properties pursuant to drug trafficking activity, so that 
it becomes more difficult for drug traffickers to enjoy fruits of  drug 
trafficking activity.

4. Need was felt to introduce an alternate method of  obtaining alkaloids 
of  opium through production of  concentrate of  poppy straw instead 
of  production and processing of  opium in the country.

Narcotic Drug and Psychotropic Substance (Amendment) Bill was drafted 
in 2011 and the act came into force from 7th of  March 2014. This Act may 
be called the Narcotic Drugs and Psychotropic Substances (Amendment) 
Act, 2014.

CHAPTERS IN THE ACT

CHAPTER I-Preliminary deals with definition of  various terms

CHAPTER II-Authorities and officers

CHAPTER IIA- National Fund for Control of  Drug Abuse

CHAPTER III- Prohibition, Control and Regulation

CHAPTER IV- Offences and Penalties

CHAPTER V- Procedure related to this Act,
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CHAPTER V-A-Forfeiture of  property derived from, or used in illicit traf-
fic, changed to FORFEITURE OF ILLEGALLY ACQUIRED PROPER-
TY

CHAPTER VI-Miscellaneous issues.

CHAPTER I: PRELIMINARY (SECTIONS 1-3)

Definitions

Addict- means a person who has dependence on any narcotic drug or psy-
chotropic substance.

Narcotic drug- means coca leaf, cannabis (hemp), opium, poppy straw and 
includes all manufactured drugs.

Psychotropic substance- means any substance, natural or synthetic, or any 
natural material or any salt or preparation of  such substance or material 
included in the list of  psychotropic substances specified in the Schedule; 
(n=110)

Manufactured drugs- All coca derivatives, medicinal cannabis, opium deriv-
atives and poppy straw concentrate.

Controlled substance- Any substance which the Central Government may, 
having regard to the available information as to its possible use in the pro-
duction or manufacture of  narcotic drugs or psychotropic substances or 
to the provisions of  any International Convention, by notification in the 
Official Gazette, declare to be a controlled substance.

Conveyance- means a conveyance of  any description whatsoever and in-
cludes any aircraft, vessel.

Board- means the Central Board of  Excise and Customs constituted under 
the Central Boards of  Revenue Act, 1963.

Cannabis (hemp)- Charas, Ganja, any mixture, with or without any neu-
tral material of  any of  the above forms of  cannabis or any drink prepared 
therefrom.

Opium- Coagulated juice of  opium, any mixture or preparation containing 
morphine less than 0.2%.

Opium derivatives- medicinal opium, prepared opium, morphine, codeine 
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and their salts, diacetyl morphine and all preparations containing more than 
0.2% morphine.

Poppy straw- means all parts (except the seeds) of  the opium poppy after 
harvesting whether in their original form or cut, crushed or powdered and 
whether or not juice has been extracted therefrom.

Poppy straw concentrate- means the material arising when poppy straw has 
entered into a process for the concentration of  its alkaloids.

Coca derivative means-

(a) Crude cocaine, that is any extract of  coca leaf  which can be used, di-
rectly or indirectly, for the manufacture of  cocaine.

(b) Ecgonine and derivatives.

(c) Cocaine and its salts.

(d) Preparations containing more that 0.1 percent of  cocaine.

Coca leaf  means-

Leaf  of  coca plant except a leaf  from which all ecgonine, cocaine and any 
other ecgonine alkaloids have been removed; any reparation containing less 
than 0.1% of  cocaine.

Commercial quantity- Any quantity greater than the quantity specified by 
the Central Government in the official gazette.

Small quantity- Any quantity lesser than the quantity specified by the Central 
Government in the official gazette.

Included after 2001 amendment in Section 2 clause iv, a “Central Govern-
ment factories” means factories owned by the Central Government or fac-
tories owned by any company in which the Central Government holds at 
least fifty-one percent of  the paid-up share capital, and “Essential narcotic 
drug” means a narcotic drug notified by the Central Government for med-
ical and scientific use.

Controlled substance

The “controlled substance list” mentions the names of  all substances banned 
or controlled in India under the NDPS Act. The list uses the International 
Non-proprietary Name (INN) of  the drugs but in some cases mentions 
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drugs by their chemical name. Widely known drugs such as ganja, cocaine, 
heroin etc. are mentioned by those names.

Cultivation/production/manufacture, possession, sale, purchase, transport, 
storage, consumption or distribution of  any of  the following substances, 
except for medical and scientific purposes and as per the rules or orders and 
conditions of  licences that may be issued, is illegal:

Alprazolam, Cannabis and cannabis resin (includes Hashish and Charas), 
Coca leaf, Cocaine, Codeine, Concentrate of  poppy straw, Dextropropoxy-
phene, Fentanyl, Ganja, Heroin, Methadone, Morphine, Opium & Opium 
derivatives, Pethidine, Poppy straw, Sufentanil, Phencyclidine, Flunitraze-
pam, Pentazocine, Chlordiazepoxide, Clobazam, Clonazepam, Diazepam, 
Lorazepam, Meprobamate, Nitrazepam, Oxazepam, Phenobarbital, Temaz-
epam, Zolpidem.

CHAPTER II AUTHORITIES AND OFFICERS (SECTIONS 4-7)

Sec 4- Central Government to take measures for preventing and combating 
abuse of  and illicit traffic narcotic drugs, etc.

(1) Subject to the provisions of  this Act, the Central Government shall take 
all such measures as it deems necessary or expedient for the purpose of  
preventing and combating abuse of  narcotic drugs and psychotropic sub-
stances and the illicit traffic therein.

-after the words “the illicit traffic therein’’, the words “and for ensuring their 
medical and scientific use” shall be inserted.

(2) In particular and without prejudice to the generality of  the provisions 
of  sub-section (1), the measures which the Central Government may take 
under that sub-section include measures with respect to all or any of  the 
following matters, namely (d) identification, treatment, education, after care, 
rehabilitation and social reintegration of  addicts;

In sub-section (2), after clause (d), the following clause shall be inserted, 
availability of  narcotic drugs and psychotropic substances for medical and 
scientific use.

There is provision for appointment of  Narcotics Commissioner and a Nar-
cotic Drugs and Psychotropic Substance Consultative Committee by the 
Central Government. A number of  agencies have been empowered to en-



EUPHORIA 31

force the provisions of  the act. These include:

	The Department of  Customs and Central Excise

	The Directorate of  Revenue Intelligence

	The Central Bureau of  Narcotics

	The Central Bureau of  Investigation

	The Border Security Force at the Central level and 

	State Police and Excise Departments at the State level

The Narcotics Control Bureau (NCB)

NCB was set up by the Central Government in 1986. It co-ordinates en-
forcement efforts of  the various agencies in the country and for carrying 
out the obligations under the different international conventions. It also 
co-ordinates the actions taken by the other concerned ministries, depart-
ments and organizations in respect of  matters relating to drug abuse. Its 
head is the Director General who is an officer of  the Indian Police Service 
(IPS) or the Indian Revenue Service (IRS). The Headquarters of  NCB is in 
New Delhi. Five zonal offices are in Bombay, Calcutta, Delhi, Madras and 
Varanasi.

CHAPTER II A (NATIONAL FUND FOR CONTROL OF DRUG 
ABUSE)

“National fund” was included after 1989 amendment. It helps in

1. Combating illicit traffic, abuse of  drugs, preventing drug abuse.

2. Identifying, treating, rehabilitating addicts.

3. Educating public against drug abuse.

4. Supplying drugs to addicts where such supply is a medical necessity.

Section 7 A- Central government may by notification constitutes a Fund to 
be called the National Fund for Control of  Drug.

Section 7 B- After the end of  each financial year it makes an annual report 
of  activities financed under the act.
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CHAPTER III (PROHIBITIONS, CONTROL AND REGULA-
TIONS), (SECTION 8-14)

Section 8- Prohibition of  certain operations.

No person shall cultivate, produce, manufacture, possess, sell purchase, 
transport, warehouse, use, consume, import, export any narcotic drug or 
psychotropic substance except for medical or scientific purposes.

Section 9- Power of  Central Government to permit, control and regulate.

It permits and regulate the cultivation or gathering of  any portion of  coca 
plant, opium poppy, production and manufacture of  opium and production 
of  poppy straw, sale of  opium and derivatives.

CHAPTER IV (OFFENCES AND PENALTIES), (SECTION 15-40)

Sections 15 to 21- Deals with punishment of  various Narcotic Drugs.

Section 22- Deals with the punishment for contravention of  psychotropic 
substances.

Section 35- Accused has the intent, motive and desire to commit the offence 
and it is his responsibility to prove his innocence.

SECTION 31 A- DEATH PENALTIES AFTER PREVIOUS CON-
VICTION (Included after 1989 amendment)

Applies to any person who has been

- Convicted of  the commission or

- Attempt to commit or

- Abetment of  or

- Criminal conspiracy to commit

- Any of  the offences involving commercial quantity of  any narcotic 
drug or psychotropic substance.

Amendment of  Section 31A- for the words “shall be punishable with 
death”, the words and figures “shall be punished with punishment which 
shall not be less than the punishment specified in section 31 or with death” 
shall be substituted.



EUPHORIA 33

CHAPTER V (PROCEDURE) (SECTION 41-68)

It defines the powers and the procedures to investigate offences under the 
act. Amendments have been made in

- Section 52A-. Disposal of  seized narcotic drugs and psychotropic 
substances. 

- Section 57-Report of  arrest and seizure.

CHAPTER V (A FORFEITURE OF ILLEGALLY ACQUIRED 
PROPERTY), (SECTION 68A-68Z)

Chapter V A- Introduced into the act in May 1989 to provide for the

- Investigation

- Freezing

- Seizure and Forfeiture of  property derived from or acquired through 
illicit trafficking in Narcotic Drugs and Psychotropic Substances.

CHAPTER VI (MISCELLANEOUS), (SECTION 69-83)

Section 69- Officers acting in discharge of  their duties in good faith under 
the act are immune from suits, prosecution and other legal proceedings.

Section 70- central and state governments should have regard to interna-
tional conventions while making rules.

Section 71- Power of  Government to establish centres for identification, 
treatment, etc. of  addicts and for supply of  narcotic drugs and psychotropic 
substances.

Offenders- Central or state governments can tender immunity to an offend-
er in order to obtain his evidence in the case.

Minors- An offences committed under any law by persons under the age of  
18 will be covered by the Juvenile Persons (care and protection) Act.

HIGHLIGHTS

1. Addition of  new definitions like “Central Government factories”.

2. Broadening the definition of  ‘illegally acquired property’ to include

	property derived from income out of  an illegal act,
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	equivalent value of  such property,

	any property acquired out of  earnings whose source cannot be 
proved.

3. Act prohibits any person from

	possessing or

	transferring any property or

	concealing the nature and location of  property derived from of-
fence

	Act provides for penalizing such an offence with rigorous impris-
onment between 3 to 10 years + fine.

4.  Enhancement of  penalty for offences committed after previous con-
victions to one and one-half  (1½) times the term, convicted for in 
terms of  time and amount of  fine.

5.  Transfer of  power to regulate ‘poppy straw concentrate’ from the State 
to the Central Government.

6.  Drugs, psychotropic substances or controlled substances shall be dis-
posed of  in the manner to be prescribed.

7.  Whenever an officer (notified either by the central or state government) 
makes an arrest or seizes goods under this Act, he shall report to the ju-
risdictional competent authority within 90 days of  the arrest or seizure.

8.  Competent authorities under this Act include the Collector of  Customs 
or Central Excise. Act changes this to Commissioner of  Customs or 
Central Excise.

9.  Act provides for an Appellate Tribunal headed by a Chairman.

Amendment- In case the Chairman’s position is vacant due to absence, res-
ignation or death, the central government can nominate any member to act 
as the Chairman till he resumes his duties or a new chairman is appointed.

POSITIVE ASPECTS

- An attempt to overcome the shortcomings of  the original NDPS Bill.
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- Definitions have been modified and explanations and clarifications 
have been introduced to make the bill as clear as possible.

- Restrictions on the use of  narcotic drugs like morphine for medicinal 
purposes, especially for pain management, are set to be eased.

- Licensing power has been transferred to a single authority, the state 
food and drug administration, and the power to regulate and frame 
rules will be vested with the Drug Controller General of  India. Thus, 
procedural delays are likely to be reduced.

- Need for treatment and management of  patients dependent on sub-
stances of  abuse has been acknowledged by laying emphasis on the 
same.

SHORTCOMINGS AND CONCERNS

- Definitions of  ‘commercial quantity’ and ‘small quantity’ continue to 
be vague even in the amendment.

- Parliamentary committee recommended that prescribing deterrent 
punishment for the consumption of  morphine, cocaine, and heroine 
should not be reduced. Instead punishment for trafficking in small 
quantities should be increased to 1 year.

- Recommended by the stakeholders that mandatory death penalty as 
provisioned in the bill in crimes involving large quantity of  drugs be 
changed to ‘may be punishable with death’.

- Several stakeholders have suggested that the Act should be amended 
to enable compounding of  unintended or procedural lapses and to 
address undue harassment of  legally authorized manufacturers, deal-
ers and traders during investigation.

UNITED KINGDOM

Drugs considered addictive or dangerous in the United Kingdom (with the 
exception of  tobacco and alcohol) are called “controlled substances” and 
regulated by law. Until 1964 the medical treatment of  dependent drug users 
was separated from the punishment of  unregulated use and supply. Under 
this policy drug use remained low; there was relatively little recreational use 
and few dependent users, who were prescribed drugs by their doctors as 
part of  their treatment. From 1964 drug use was increasingly criminalised, 
with the framework still in place.
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THE NETHERLANDS

Drug policy in the Netherlands is based on the two principles that drug use 
is a health issue, not a criminal issue, and that there is a distinction between 
hard and soft drugs. The reported number of  deaths linked to the use of  
drugs in the Netherlands, as a proportion of  the entire population, is one of  
the lowest of  the EU. The Netherlands is currently the only country to have 
implemented a wide scale, but still regulated, decriminalisation of  marijua-
na. It was also one of  the first countries to introduce heroin-assisted treat-
ment and safe injection sites. However, Drugs Policy in the Netherlands, notes 
that large-scale production and trafficking are dealt with severely under the 
criminal law, in accordance with the UN Single Convention.

THE UNITED STATES

Since 2009 death from legally prescribed narcotics has led auto accident 
deaths as the number one cause of  accidental death in the United States. 
Modern US drug policy has still roots in the war on drugs started by President 
Richard Nixon in 1971. In the United States, illegal drugs fall into different 
categories and punishment for possession and dealing varies on amount 
and type. Punishment for marijuana possession is light in most states, but 
punishment for dealing and possession of  hard drugs can be severe, and 
has contributed to the growth of  the prison population. Cannabis is Illegal 
at the federal level but legal at the state level in Colorado, Washington, Or-
egon and Alaska and the cities of  Portland and South Portland, Maine and 
in Washington, D.C , decriminalized in 18 states, medicinal legal in 25 states 
and Guam. All Indian Reservations are allowed to regulate cannabis laws.

CONCLUSION

The last 28 years have seen rapid growth in the combat against drug depen-
dence especially the areas of  policy formulation and growth of  infrastruc-
ture. While amendment has made some changes in Act, important short-
comings still remain. It is imperative to have evaluation and subsequent 
modifications of  plans and policies based on effective research.

Meow-meow drug included in NDPS Act, after PIL for its ban. The meow-me-
ow drug, originally named as ‘mephedrone’, also known as M-CAT has finally 
been included in the Narcotic Drugs and Psychotropic Substances (NDPS) 
Act, 1985.The easily accessible drug was being widely used by school and 
college students as revealed by Dr. Yusuf  Merchant. The president of  Drug 
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Abuse Information Rehabilitation and Research Centre (DAIRRC), Dr 
Merchant had filed a Public Interest Litigation (PIL) asking for a ban on 
the drug.
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The smokes of  peril refuses to quietened down as the gush of  monstrous 
atrocities blows through the human society day after day. The incessant 
roots of  drug abuse have gripped the core of  the society in a way making it 
nearly impossible to sneak out of  its strangling claws. The many faced de-
vourer has wrecked the jurisprudence all over the globe. The illicit drug mar-
ket has always found ways to circumvent the law for the easy flow of  drugs 
and has perpetually tried to increase the abuse for fast illegal money. The 
new notorious substances in the market are the SYNTHETIC DRUGS, 
also known “Designer Drugs”, “Legal Highs” or “Herbal Highs” or “Bath Salts”. 
These synthetic drugs have gained quick popularity among the youth be-
cause of  its easy availability through internet or head shops. The assured 
huge flow of  these drugs is due to the constant alterations in the chemical 
structures of  the ingredients causing a problem in the ban on these drugs. 
The recreational use and the sale of  these drugs, in pure form or prepara-
tion, pose a serious threat to the laboratories and the legal system as they 
are covered under neither the 1961 Single Convention on Narcotic drugs 
nor the 1971 Convention on Psychotropic Drugs. Though the manufacture 
of  the NPS (New Psychoactive Substances) began around 40 years back, it 
the “new” emergence in the global market that is raising concern amongst 
clinicians, law enforcement authorities and policy makers.

The novel psychoactive substances, sometimes sold under the label of  “not 
for human consumption” are on the rise in unprecedented rate. These range 
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of  drugs are designed to mimic the illicit drugs such as cocaine, cannabis, 
LSD and ecstasy. December 2015 witnessed the emergence of  643 new 
substances as per registered in United Nations Office of  Drugs and Crime 
(UNODC) Early Warning Advisory on NPS. The NPS groups are classified 
as Aminoindane, Phencyclidine-type substances, Phenethylamines, Plant 
based substances, Piperazines, Synthetic Cannabinoids, Synthetic Cathi-
nones and Tryptamines.

The classification is not exclusive due to the immutable changes in the 
chemical structures.

The party pills have effects similar to amphetamines or ecstasy and are 
marketed under the pretext of  safe natural supplements that boost ener-
gy without proper mention of  its ingredients. The herbal highs with man-
made chemicals (piperazines) are now replaced by new chemical free Herbal 
Highs which commonly lists their ingredients as caffeine, geranium extract 
and citrus aurantium extract. Street names include Legal X, Social Tonic, Hy-
perDrive.

Synthetic cannabis are powdered chemicals mixed with solvents and added 
to dried herbs. These colourful packets are smoked and sometimes drunk as 
tea. The abusers report subjective alterations in mood, anxious and paranoid 
reactions, hangover like states.

Fashionably popular as “MDAI-Gold” and “Pink Champagne”, the aminoin-
danes have potent effects on release and reuptake of  serotonin. They pos-
sess significant effects of  bronchodilation and analgesia.  In the recent years 
there has been an increase in number of  reports to the UNODC EWA of  
new psychoactive substances. The various NPS are manufactured by N-al-
kylation of  the prototype 2-aminoindane (2-AI) which is a cyclic analogue 
of  amphetamine.

On the other hand, Research Chemicals (Ivory Wave, Dr. Death, Mephedrone 
etc.) are marketed as pure psychoactive drugs in the form of  crystals, white 
powder or capsules under the names of  bath salts or plant food.  These 
substances belong to the group of  cathinones, phenethylamines and trypt-
amines.

Plant based substances dates back to 18th century but the plague spread of  
the abuse has been reported to the UNODC in 2009. The social custom of  
chewing leaves of  khat shrub (celastraceae family) have always been popular 
amongst people in the horns of  African and Arabian Peninsula. The psy-
choactive effects are due to release of  cathinone and cathine alkaloids. Street 
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names of  khat include ‘gat’, ‘qat’, ‘miraa’ ‘Arabian or Abyssian Tea’. The long 
term effects range from psychosis to depression though less reported.

The trees of  Kratom (Rubiaceae family) are found in the tropical and 
sub-tropical regions of  South East Asia. The alkaloids of  Kratom are mi-
tragynine, miyraphylline, 7-hydroxymitragynine. Traditionally, the farmers 
of  Malayasia and Thailand used it as a substitute to opium and in traditional 
medicine due to its morphine like pharmacological effects. Recently, prod-
ucts containing kratom are being sold as ‘incense’ for their psychoactive 
effects. Street names include ‘thang’, ‘kakuam’, ‘ketum’, ‘biak’. The fresh leaves 
are chewed whereas the powdered form is often swallowed or brewed into 
tea. Nine fatal cases have been reported with the use of  ‘Krypton’ (a mixture 
of  mitragynine and O-desmethyltramadol) in scientific literature.

The third most widely abused is a psychoactive plant indigenous to the for-
est areas of  Oxaca, Mexico. Salvia divinorum (of  the mint family Lamiaceae) 
had been traditionally used by the Mazatec Indians for religious and medical 
purposes. Neoclerodane diterpene (salvinorin A) is the active ingredient. 
The leaves are chewed or sucked from a cigar- like roll. They may also be 
crushed to make an infusion drink. Many users inhale vaporised salvinorin 
A extract or smoke the dried leaves. Smoking of  the dried leaves produces 
intense short hallucinations, comparable to the effects of  LSD.

Street names are popular as ‘Maria Pastora’, ‘Sage of  the Seers’, ‘Salvia’, ‘Magic 
Mint’, ‘Shepherdess’s Herb’ etc. ‘The fresh man selection or the ‘Starter Pack’ is a 
liquid extract containing combination of  salvinorin A and dried leaves.

The extent of  sale and use of  NPS is difficult to assess as they do not follow 
the conventions of  non-NPS. With the rampant rise of  NPS, heath hazards 
related to NPS have come in major limelight. Amongst all, most serious 
effects can be attributed to Mephedrone which causes seizures, myocarditis, 
severe agitation and chest pain.

Online anonymous surveys, computer assisted interviews, bio-samples like 
hair and other indirect forms of  data have been collected so far to note the 
prevalence and effects of  these notorious substances. India is also reported 
to be a major producer of  NPS along with China. Presently, those found 
in rave parties are covered under Section 27 of  the Narcotic Drugs and 
Psychotropic Substances Act of  1985 or under Section 294 of  the Indian 
Penal Code. However, the government has also recently placed ketamine 
under Schedule X of  Drug and Cosmetics Act, 1940. The legal challenges 
faced are that these drugs do not fall under international UN conventions. 
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Hence a ban on these drugs cannot be drafted due to their constant chang-
ing chemical structures. A ban on NPS can also close possible future doors 
for medical research. NPS acted as a boon in case of  discovery of  Bupropi-
on which is a cathinone derivative and is being used as antidepressant.

Queensland, New South Wales and South Australia have announced a ‘Blan-
ket Ban’ on possession and sale of  any substance producing psychoactive 
affects other than alcohol, tobacco and food.

A Global SMART (Synthetics Monitoring: Analyses, Reporting and Trends) 
programme was launched in September 2008, Bangkok consisting of  11 
countries of  East and South East Asia. In January 2011 it extended to Latin 
America. The programme helps to generate, manage, analyse, report and 
use synthetic drug information and the emerging trends to design effective 
policy and programme interventions.

The pandemic of  NPS has converted the foundation of  drug related laws 
into loose soil. Millions of  youth and their energy and productivity are get-
ting wasted in the ‘high’. It is the need of  the hour to draw attention into 
the growing problem of  NPS and conduct research and draft out carefully 
planned policies. One of  the solutions could be to bring out sustainable al-
ternative measures amongst the farmers growing the precursors. A very suc-
cessful example was displayed by South Shan, Myanmar. Over 1000 farmers 
converted the opium plantation into high quality coffee plantations with the 
help of  UNODC and a French coffee company, MALONGO.

Proper extensive planning could run a long way in curbing the menace of  
new psychoactive substances.

It is a play of  wit and will.
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It was a cold December night near the desert dunes of  the Thar. The village 
of  Bagnau had witnessed a beautiful sunset a couple of  hours back behind 
the arid but magnificent horizon and the wind was now whistling silently, 
grooving its way through the movement of  the sands, sprayed into the 
air like a whirlpool of  majestic particles rising from the earth. Harish, a 
twelve year old rag-picker boy, was returning home with his day’s exploits 
when he was invited by one of  his senior companions for a smoke in the 
neighbourhood. The mercury levels were dipping with the hour and a warm 
smoke with a brief  high seemed routine and harmless to Harish. On most 
days, after wandering through the village and occasionally drifting to the 
nearby towns in pursuit of  plastic disposables and the like, Harish would 
visit the local slum, where a narrow passage-way littered with poverty and 
illicit physical longings, led to a small place they called the Den, dimly lit with 
a complexion of  red everywhere and fogged by the smoke from all forms, 
where mostly the young gathered to detach themselves from the miseries 
of  reality and reach a space of  surreal tenderness and supreme pleasure. 
Usually, a couple of  joints of  marijuana or an occasional tobacco roll mixed 
with a tincture of  opium salt was all Harish would consume to experience 
this hynagogic beatitude. But this was the night his older and dark, lanky 
companion would introduce Harish to something far stronger, something 
that would make straight contact with his blood stream and deliver him into 
a state of  transcendental bliss. Before he could know, the quarter gram of  
an alien powder diluted in a syringe had made its way through his body. His 
head went into an unreal spin and his eyes rolled back in an extravagant 

The Afeem Shastra: 
a brief  history of  opium

Amlanjyoti Deb

CHAPTER–VIII



EUPHORIA 43

frenzy, pushing him back to the wall where he lay still, engaged in the allure 
of  mystical solitude.

This is not the story of  any one Harish in particular, but of  the millions 
who are stranded today in this fatal web of  substance addiction. This is the 
story of  this splendid narcotic which has challenged the integrity of  the 
modern world by its universality and omnipresence, consuming generations 
and pushing them into the abyss of  inescapable suffering. Called once upon 
a time as God’s Own Medicine, these chemicals obtained from natural 
sources were meant to heal pain and soothe sufferings of  mankind. But 
over the last century, they have been condemned as a scourge to humanity 
and has inflicted an ongoing war on drugs. This is the story of  this Dark 
Minister called Opium and its mistresses, and of  how it became what it is 
in the present day.

Known in modern times mostly as an agent of  addiction, opium and its 
derivatives used to be of  colossal significance in the past when analgesics had 
not yet been introduced into the market. Since ancient times, the pain-killing 
property of  opium was well-known and hence, it was a product of  constant 
research for chemists and pharmacists of  the 19th century to yield a labeled 
chemical from it that could be utilized as a potent pain-relieving agent. The 
first breakthrough was made in 1804 by a German chemist named Friedrich 
Wilhelm Serturner when he succeeded in isolating a product from opium, 
which he claimed had compelling properties. He called it Morphine and it 
was supposed to be ten times more potent than opium itself. But little did he 
know that while it would so efficaciously ameliorate pain and suffering, the 
use of  morphine would soon propel the world into the worst global drug 
epidemic that had ever been witnessed.

Although it became popular more from the early 19th century, the use of  
opium is documented way back to the Neolithic age around 6000 years ago, 
mostly in the Mediterraneans, where the seeds were crushed to yield juice 
and the sap of  the plant was eaten as a whole to relieve pain. The most 
primitive evidence of  opium cultivation dates back to approximately 3500 
BC by the ancient Sumerians, Babylonians and Mesopotamians who used it 
to enhance pleasure during an act of  sexual intercourse and hence, called 
it the hul gil or the Joy plant. Opium has also been known to bear ritualistic 
significances as it was speculated by ancient priests and magicians to have 
supernatural and healing powers. Pre-historic Egyptian legends claimed 
that opium was given by Isis to Ra as a treatment for severe headache. 
Subsequently, from around 1500-1000 BC, various tablets and papyrus have 
been recovered which have consolidated the association of  opium to Gods 
and Goddesses. For instance, an idol of  a Minoan goddess was recovered 
which was adorned with a crown depicting three pillars of  poppies, as well as 
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the Greek Gods Hypnos (sleep), Nyx (Night) and Thanatos (death) depicted 
as holding them. Centuries later, Alexander gave it to his army who suffered 
from mostly foot sores and were unable to sleep, so that with the relief  of  
pain, they could fight fearlessly and if  mortally wounded, die painlessly. He 
carried the poppy plant during his quest to India and allowed it to grow 
there. In the sub-tropical climate, the harvest flourished and it gradually 
became a potent cultivation in the Indian subcontinent. The use of  the 
opium as an analgesic and a miracle drug to end misery gained popularity 
over the next few centuries as its trade and cultivation expanded from the 
Mediterranean towards the Middle-East and Europe. Till the mid-15th 
century, the source of  opium exportation throughout the world was mostly 
from the Middle East. But towards the end of  the century, it had fallen 
out from the trade map due to conflicts with Spain and other regions of  
Europe. Desperate for an alternate source of  the treasured painkiller, it was 
decided by Queen Isabella and King Ferdinand to send a sailor and explorer 
to India to bring back opium and propagate cultivation, themselves. But 
little did they know that this was going to be one of  the most revolutionary 
voyages ever taken. The sailor they had called for was Columbus, and in 
1492, he made his way towards India in quest for opium. Columbus, as we 
now know, never reached India. But on his journey that eventually found the 
shores of  America, he stumbled upon a virgin substance in the new world. 
This substance that he came across was tobacco, a commodity that would 
change forever the way opium was to be used in the future.

By the middle of  the 19th century, a couple of  more derivatives of  opium 
had been isolated. However, morphine continued to be the prime opioid 
substance that was being used for medicinal purpose across the world. The 
use of  morphine was gaining vast popularity, particularly at a time with 
physicians having limited clinical support and knowledge. Pain itself  was 
considered a disease by many and hence, having treated the pain was to have 
treated the disease. Morphine was now gradually becoming the Hercules of  
the common man and it was just ready to offer its services in one of  the 
most savage battles of  history, The American Civil War.

The American Civil war went to on to witness a huge magnitude of  violence 
and wounded soldiers and men were not a rare sight in the fields and streets. 
More than a million lives were lost and nearly 60,000 limbs damaged. While 
drastic surgical measures like amputation were the only treatment modalities 
available at that time, the only form of  anesthesia available was other 
soldiers pressing down on the body of  the wounded while the physician 
would make a cut of  the limb, as soon as possible. The screams of  such 
soldiers operated on travelled miles and it soon sought the ears of  morphine 
which came as a wonder chemical for the doctors and the wounded. A new 
era had heralded as doctors could now sedate the patient and reduce pain 
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while a proper surgical procedure could be completed in a much longer 
time than before. However, the mode of  delivery of  the morphine was an 
issue. It was initially used as a superficial paint on the wound which provided 
relief  only for a short interval of  time. Moprhine given orally again took 
longer to act and showed increased craving later. This dilemma gave way 
to one of  the most prolific inventions of  the century, an invention that 
would sure gift the world an entirely nascent way of  delivering a drug at 
the highest possible bio-availability and hence, yield its greatest potency, 
while also dragging man to the fangs of  addiction. This invention was the 
Hypodermic needle. The hypodermic needle delivered the drug straight into the 
bloodstream, had immediate onset of  action, kept the patient sedated and 
painless for a much prolonged time and recruited the drug in the system 
at its highest potency. The use of  the drug came as a miracle cure from 
Mother Nature, as the soldiers would later claim. But with its uninhibited 
use, morphine had started to reflect its dependence potential. In fact, even 
when peace had been attained at the end of  the Civil War, many soldiers and 
veterans continued to use the drug by the intravenous route to acquire the 
ecstasy and intense high that it provided. So prevalent was this scenario that 
it came to be known as “the Army’s disease.” The American Civil War had 
ended in harmony but it left the world crippled with a capacious population 
suspended on the vicious branches of  drug abuse. These were the addicts, 
or the so called Junkies. The burden of  drug addiction was escalating but 
no law, prohibiting the use of  these chemicals, had yet been drafted. More 
so, because there was nothing called the safe analgesic yet in the market and 
the Constitution imparted freedom to its citizens to use any drug in their 
own body that they wanted. These laws were however soon going to change.

During this time, opium cultivation continued in many other parts of  the 
world like India, China, Middle-East and certain parts of  Europe. But it 
was mostly used for trading purposes with the occasional recreational use 
by adding opium to smoke. The Chinese had first started using opium with 
tobacco around the 1590s and it was a culture that had gradually consumed 
the socio-moral fabric of  their society. In 1875, with the onset of  the 
Industrial Revolution, America saw a huge influx of  foreign immigrants. 
These people were not the mainstream drug addicts like the Americans and 
were still habituated to smoking their opium. With increase in density of  the 
population came diseases like pneumonia and tuberculosis, and it became 
an urgency for the chemists of  the era to prepare a drug to abate the prime 
symptom of  these diseases, the cough. And soon enough, the world would 
come to see the introduction of  the most menacing mistress of  opium 
that would go on to plague the global population in boundless addiction in 
modern times.  This substance was the Heroin.

Heroin was first isolated by CR Alder Wright in 1874 when he was boiling 
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morphine to prepare something more potent. Wright understood that a new 
chemical had been formed and he called it heroin, after the Greek word 
heros, which meant heroic. He believed this chemical would have potent and 
heroic impacts in the times to come. It was only later in the 1890s when 
Heroin was taken out from the laboratory shelves and formally marketed by 
the Bayer Pharmaceutical Company as an acetylated form of  morphine. It 
soon started replacing morphine as the prime pain-relieving agent. People 
once given heroin would decline the administration of  morphine to them. 
And soon enough, Bayer realized that the people were now getting hooked 
on to the addiction of  heroin. They even realized its dangerous potential 
as heroin started to exhibit tolerance, a property that had so far eluded the 
other opium derivatives. Word was sent out by the company itself  regarding 
the side-effects of  the drug use, but it fell into deaf  ears. With no legislation 
to forbid purchase, the use of  the substance continued and grew. And before 
they would know, people were becoming addicted to Heroin.

The opium products found expansive use during the First World War as 
well. But the Fathers of  Modern America had realized the necessity to halt 
further propagation of  this addiction through the American population. 
In 1914, the first legislation, by the name of  Harrison Narcotics Tax Act, 
prohibiting the rampant sale of  diacetylmorphine was passed under the 
supervision of  the then President of  United States, Theodore Roosevelt. It 
allowed the use of  the drug for only medicinal purposes. The drafters made 
reference to the derogatory impacts that drugs had on the society and how 
it hampered the socio-economic fabric of  the society. To reinforce positive 
habits in the population and infuse a sense of  unity and patriotism to the 
Bill, they talked about the drug-crazed, sex-seeking Negroes, the violent and 
the degenerate Mexicans killing the white people, and the oblique Chinamen 
seducing the white women. And that, it was the responsibility of  the citizens 
alone to bear the burden of  the Nation’s well-being and that, on them, the 
prolific future of  the country depended. With stringent legislations now 
enacted, the sale of  opioids and other drugs gradually declined. But this 
was a period that saw widespread hospitalization of  the addicted population 
with symptoms of  drug withdrawal. Taking on to the US, similar legislations 
were framed across other parts of  the world as well to ban the sale of  these 
narcotic substances. But with legal censorship, the demand for drugs in the 
global market heightened and underground groups arose, mostly across 
Europe and South America, that maintained the illicit activities related to 
drug trafficking. These were the stylishly infamous Drug Cartels.

The current burden of  opioid dependence and addiction across the world 
is still latitudinous despite the prevalent bans and prohibitions. The world 
is in fact in face with the greatest drug epidemic of  the modern time with 
statistics reflecting more than 5 million deaths in the year 2014 due to drug 
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overdose and other drug-related complications. Despite being known as a 
universal illegal substance, opium is still cultivated widely in various parts 
of  the world from where trading and marketing is controlled by the Drug 
Cartel groups. Afghanistan currently accounts for the highest yield of  opium 
cultivation and trade in the world, owing primarily to its political instability, 
corruption and the favourable climate and condition of  the terrain. It forms 
the infamous Golden Crescent together with Iran and Pakistan where the 
drug cultivation, processing and marketing are controlled and then flooded 
into the world underground market, primarily through China and India. 
As a result of  the rule, the transit points become popular consumers as 
well, and India has been no exception. With growing trading links from 
the Crescent as well as due to its proximity to the Golden Triangle of  the 
South-East Asia, comprising of  Myanmar, Laos and Thailand, Heroin and 
other illegal drug use has amplified largely in the Indian soil. Today, there 
are certain parts in the central and north-east India where illegal plantations 
are cultivated and marketed. The problem is especially magnanimous in the 
state of  Punjab where approximately 70 per cent of  young Punjabi men are 
alleged victims of  drug addiction. The proximity of  these states like Punjab 
and Rajasthan to the Pakistan border make them easy prey to the web of  
drugs. Also, northeastern states like Manipur and Arunachal Pradesh being 
bordered by the neighbouring Myanmar, the drug problem has forever been 
on the high. While a major part of  the blame is inflicted upon the drug users, 
it is salient to understand that they are mere victims of  a much bigger thing 
that is the drug racket, and this racket is nothing but a trade maintained by 
the powerful and the corrupt.

Laws and legislations have been framed, Bills have been enacted and passed. 
But the absolute remedy to the drug problem is far from seeing the light 
of  day. There are thousands of  Harish-es now on the streets, with sleeves 
uprolled, smirking their way on the streets, picking rags during the day and 
implementing the day’s income to procure a high at the end of  the night. 
With greater pleasure comes greater need for the substance. A quarter gram 
soon hails into one, or even more. Unable to provide with the meager avails, 
they soon take on to crime and violence and get trapped in the vicious web 
of  drugs, crime and poverty.

The purple smoke rises from the aqueducts and the chalky pulverulence 
makes its Hectorian journey through his veins. The world is a different 
place now. He is no longer poor here because poverty is not something 
this fantasy knows. The mind is at peace as it is detached from reality, 
hanging on to a distant quarantine. He feels at equilibrium. A few blocks 
away, a female figurine casts a lonesome shadow at the hut’s threshold, her 
long glances awaiting her son’s return. But only the whistling of  the wind, 
muzzling through the sands like the air through a flute, beckons to her call. 
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A draught of  wind rattles through the windows and the darkness of  the 
horizon engulfs.
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“We have drunk Soma and become immortal; we have attained the light, the Gods discov-
ered. Now what may foeman’s malice do to harm us? What, O Immortal, mortal man’s 
deception?”  -The Rigveda Samhita (8.48.3)

“Hinduism” has many religious and cultural traditions which gets its origin 
from the Vedas and Vedanta, the ancient Sanskrit scriptures of  India. The 
tradition, as accepted, has no clear cut beginning, but innumerous beliefs 
and practices are widely accepted.

“Moksha” or the way to escape the cycle of  birth and death remains, for 
most of  the Hindus, the aim of  life, through union with the supreme “Brah-
man”, who is omnipotent. Every Hindu has “Purusharthas” or life goal, and 
believe that leading a pure life through purity of  mind, body and soul is of  
extreme importance. To attain that goal, one must pursue good “karma” 
through control over immediate need and pleasure of  the senses: sensual, 
sexual and mental enjoyment, as also cited by Lord Manu in his verses about 
a perfect man as

“He who has perfect 3 fold control : that is over speech, thought and actions”.

Being a “Sanatan Dharma” of  non-violence and non-harming, Hinduism, 
therefore doesn’t entertain use of  substance or drugs and alcohol and be-
lieves these can harm the body leading to the breach of  “Ahimsa”. Karmic 
energy is a must for the Hindus to get to the ultimate goal or “Moksha”, and 
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hence any sort of  drugs and substances are viewed as a solid hindrance on 
its path. Meditation and control of  mind, from time eternal, has been prac-
ticed in Hinduism for total well-being for this purpose. Substances, especial-
ly hallucinogens, do the opposite of  the meditation and break the chain of  
mind control. Hence drugs and alcohol abuse is not usually allowed stating 
that it will lead to bad “Karma” and bad “rebirth”.

As per Hindu law the Brahmin priests are not allowed to drink alcohol as 
it affects the nervous system, leading to do things which a person normally 
wouldn’t, leading to slurred speech and goes against usual norms. Similarly, 
hallucinogens can also lead to do things out of  the ordinary and at time 
disastrous.

“For liquor is the defiling dirt excreted from rice, therefore a priest, a ruler or commoner 
should not drink liquor” (Verse 11:94)

Contrary to that, many Hindus like Hindus in Britain and Krishna con-
sciousness believe in occasional substance use depending on another guide-
line given by Lord Manu stating that

“Meat eating is not wrong, nor alcohol, nor sex. These are natural actions of  living being: 
but abstinence from such actions is highly rewarded” (M 5:56).

Hinduism is perhaps is the only religion to have some experience of  drugs, 
dating back to the history. Certain unclear lines within the Hindu tradition 
are there which depicts use of  non-medicinal plant like Cannabis includ-
ing Bhang, Ganja, Charas or Hashish. Many Sadhus use those to bring on 
trances and visions. Smoking Ganja or Marijuana can help Sadhus deal with 
the cold and bodily discomforts perusing life at higher altitudes. Ayurveda 
also uses traces of  cannabis in its formulas for its pain relieving properties. 
However, many Hindu sects do not accept the use of  any type of  drug, 
including marijuana.

Drugs also had importance in rituals in the past. In the Vedas a drug called 
“Soma” was used as an offering and then drunk by the priests. The Ve-
dic god Soma was the ‘master of  plants’ and the ‘healer of  disease’, finally 
bringing prosperity. In later Hinduism, Soma was identified with the moon 
which waxes and wanes when the drug is drunk by the Gods.

Again views about alcohol vary from time to time, caste to caste, region to 
region as well. Specially “Tantriks” who aim to get freedom from all materi-
alistic things of  the world, use cannabis and alcohol as regular part of  their 
rituals. Overall, it is better to avoid alcohol or drug as laid down by Load 
Manu against willful addiction, as
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“He (man) must not get willfully addicted to any object or substance of  self  gratification; 
he must try to overcome such dependence through will”

From the perspective of  Lord Shiva who is also known as the “God of  the 
Gods”, substance and drugs also have a different light to through upon. He 
is regarded as “cool dude” by the modern youth considering his appearance 
and lifestyle, way of  living alone and smoking his “Chillum” (Ganja, from 
flowers of  female cannabis plant), or drinking Bhang (a milder drink from 
leaves of  cannabis plant). In Shiva temples, he accepts the venomous and 
hallucinogenic flowers and fruit of  dhatura. He receives alcohol as offering 
in the name of  Kala-Vairaba. Is that why the Puranas tell us why king Dak-
sha does not allow Shiva to enter his yagna-shala?

Argument that drugs may be part of  Shaiva culture and not that of  Vaish-
nava culture also doesn’t stand upon rightly, as Bhang is also an important 
part of  ritual in Vishnu temples, viz, in Jagannath temple of  Puri, Odisha 
and Nathdvara, Rajasthan. Bhang is offered to Lord Balarama, who is also 
identified as Lord Shiva often in his worship. So ultimately what message do 
the Gods try to give us?

Exploring this mystery, Hinduism can be looked upon into two distinct 
pathways, the world outside and inside, or, the home and the wilderness, 
the spectrum of  the householder and hermit. Both Shiva and Balaram are 
reluctant householders. Hence, the drugs are meant to withdraw from the 
world and all sensory pleasure. So they are tools for “Yoga” and strictly not 
“Bhoga”.

Majority of  the people looks upon substances for bhoga and pleasure. Being 
unable to handle social responsibilities and pressures, overburdened by the 
demands of  modern family and society, feeling misunderstood, desolated 
and unloved, many young people indulge into drugs to escape from harsh 
reality and thereby helping them construct a more compliant reality. This 
drug-taking is more a balm to ease the tensions of  life and sorrowness of  
failure. The drug takers no way want to be yogis.

Shiva is yogi who withdraws. However he also participates with the Goddess 
relating with the world as Shankara and protecting the world from all bads. 
This dual aspect of  withdrawal and engagement makes Shiva, Shiva. Until 
one can become this Shiva, who helps the world, and does not fear it, it is 
best to stay away from drugs.

Thus, concluding the brief  discussion, the Hindus realize the problem and 
burden of  drug abuse and needs to be dealt with. Seen as a “trendy” for up-
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per class and a way to escape the harsh reality of  needs for the lower ones, 
ultimately lead to all sort of  unpleasant bane to both of  them. Thus, Hindus 
believe that people who suffers for their bad karmic action and own stupid-
ity should be helped and not to judge them for their substance abuse, which 
is also modern way taught in the drug de-addiction clinic, for leading them 
to pursue their responsibilities for family, social and mankind. The modern 
world prohibits drug for maintain purity of  the body which is also against 
Hindu religion which aims to bring mind under control and then control 
of  the body through mind. Ultimately, drugs may not always appear to be 
considered inappropriate, but the question of  limit comes in, and this, as is 
often the case in Hinduism.
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INTRODUCTION

As we understand or it is assumed that drug abuse is predominant in the male 
sex but the current data’s do suggest that women are no less involved, in fact 
it is coming to be similar in both the sexes. Though it is seen that women 
get involved at a later age or get involved iatrogenically their dependence 
occurs rapidly and so are the risks associated are more like psychological or 
physical.[1]

Psychoactive substance use, until recently, has largely been perceived as a 
male problem and research, as a result, has been largely androcentric and 
insensitive to gender variations.[1] Psychological comorbidities are more 
strongly associated in women with substance use disorders no matter what 
the substance is.[3,4]

A traumatic childhood may lead to the initiation of  substance abuse in the 
later part of  life and studies report the lifetime prevalence of  substance use 
to be 4 times higher in women with a history of  sexual assault.[5] It has been 
seen that co-occurrence of  substance abuse and major depression is very 
significant in women.[6] Even suicide attempt rates are also significantly 
higher in drug-dependent women.[7]

Studies have even revealed that drug using women do often have other 
comorbid conditions like mood and anxiety disorders even eating disorders 
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also commonly exist.[8-10] A review of  clinical populations reported that 
about 40% women reported comorbid lifetime eating disorders.[11]

Social perception of  women who use alcohol can be understood within the 
context of  the relational model.[12] In a society women are expected to be 
ideal in all sense, in multiple roles like from perfect daughter to wife ,mother, 
caretaker, etc. A little deviation from the expected roles make her face a lot of  
troubles in the society, she is discriminated, insulted and has to face stigma. 
Thus, alcohol use in women is linked with sexual misconduct, promiscuity, 
and neglect of  children and significant others, a set of  conditions that cause 
stigma and social discrimination.[13]

In contrast to males, where substance use may affect occupation, women 
report more problems in family and social domains. Moreover, factors like 
poor education status, lack of  job, young age at work, early marriage, and 
lack of  social support increased vulnerability of  such females.[14]

A high amount of  alcohol intake in women may be associated with 
increased risk of  menstrual disturbances, infertility and breast cancer. 
In women, alcohol intake is also found to be associated with higher risk 
for hypertension, overall cardiovascular mortality,[15] and subarachnoid 
hemorrhage.[16] Prolonged heavy drinking can also lead to many diseases 
of  the gastrointestinal, neuromuscular, cardiovascular, and other body 
systems,[17] which women may develop more rapidly than men.

CASE

A  53 years old Hindu married female with a history of  alcohol intake for 
the last 15 years, with history of  hypertension for the last 2 years on irregular 
medication was referred from the Medicine Department to the Psychiatry 
Department of  Gauhati Medical College and Hospital, Guwahati with history 
of   tremulousness of  hands, sleep disturbance and headache for the last 10 
days after she had to stop taking alcohol for having two episodes of  passage 
of  black stools for which she was admitted in the Medicine department. 
She was also suffering from low mood, decreased interest in activities, easily 
irritable, shortness of  breath, inner restlessness since the last 5 months. She 
had a dependence on alcohol since the last 5 years and excessive intake since 
the last 5 months. She consumed about 500 ml to 1 litre of  country made 
liquor since the last 15 years. Though she was brought up in a family where 
liquor was prepared at home and her mother was an alcoholic she never 
consumed until and unless after marriage she started consuming as advised 
by her local female friends to avoid mosquito biting while working in fields. 
And gradually she started overcoming loneliness with due use of  alcohol. 
There was no history of  other psychiatric illness in the past as well as in the 
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family. There was no history of  other substance abuse but strong family 
history of  alcohol abuse in parents and brothers. Current local and systemic 
examination revealed mild tremors of  hand with mental state examination 
with intact consciousness, alertness, cooperativeness with feelings of  
helplessness, hopelessness and death wish was present. Detailed physical 
and neurological examination were normal and laboratory investigations 
revealed mild rise of  liver enzymes. Even Hamilton’s Depression Scale gave 
a score of  severe depression.

The patient was diagnosed as a case of  “alcohol dependence syndrome, 
currently on a clinically supervised maintenance or replacement regime 
with severe depression” as per the tenth revision of  International Statistical 
Classification of  Disease and Related Health Problems (ICD -10) criteria.

DISCUSSION

In India, the North Eastern part of  the country holds the population of  
large number of  tribes with different rites and rituals. But many have do one 
thing in common and that is the traditional way of  consuming home-made 
alcohol in festive occasions. But due to this availability of  liquor at home 
and the people dealing in making it at home itself  do make such people not 
only males, but women and adolescents too to be vulnerable to abuse and 
dependant on alcohol. And this is not very uncommon. Here many patients 
with alcohol dependence do have history of  making liquor at home. So we 
do need to probe and enquire more in this part of  the country regarding 
substance abuse related health issues and for the better understanding and 
awareness of  the degrading effects of  liquor in these communities.

When women do come forward for treatment, they are faced with the lack of  
gender-sensitive treatment programs and flexible treatment delivery systems 
that account for their limitations and increased home responsibilities and 
also lack of  social support system. So they are left with no choice but to 
continue drug use. Thus, there is an urgent need for treatment and prevention 
approaches to consider the problem of  drug abuse impact on women from 
all these angles, as well as from the context of  empowerment, support, and 
de-stigmatization of  women. It is thus imperative to evolve a focused policy 
to address gender issues in relation to drug abuse and to develop treatment 
modalities that are gender-responsive or sensitive to needs of  women, such 
as counselling, family therapy.[1]

The singular theme that cuts across any substance use in women in any 
country, however, is the intense stigma suffered by these women, which acts 
as a significant barrier to treatment and encourages the victimization of  
drug using women.[2] 
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‘World is Yours’ (WY) is the catchy street name for the methamphetamine 
containing tablets whose abuse was reported beautifully, somewhat poeti-
cally in the scientific paper of  Mohit Saini and his team from the Region-
al Institute of  Medical Sciences (RIMS), Imphal and was published in the 
Open Journal of  Psychiatry & Allied Sciences (OJPAS®).[1] We are yet to 
deal successfully with the commonly abused substances like tobacco, canna-
bis, alcohol; now, add to that substances like opioids, cocaine, methamphet-
amine. And the ‘challenge of  rising addiction’ increases manifold.[2]

But, are ‘substances’ the only ‘addiction’? In fact, it is only the ‘tip’ of  the 
‘iceberg’! Those of  us who love music, must have heard this Def  Leppard 
number, “Have you ever needed someone so bad”.[3] Way back in 1991, 
they compared ‘love’ with ‘drug’! In a review article published in Dysphre-
nia, the earlier name of  OJPAS®, authors stated that apart from drug and 
alcohol abuse, addictive behaviours also include eating disorders, gambling, 
sexual and intemperate behaviours.[4] A person can become addicted, de-
pendent, or compulsively obsessed with anything. Some researchers implied 
that there are similarities between physical addiction to various chemicals, such 
as alcohol and heroin, and psychological dependence to activities such as com-
pulsive gambling, sex, work, running, shopping, or eating disorders.[4] It 
is thought that these behavioural activities may produce beta-endorphins 
in the brain, which makes the person feel “high”. When we look into the 
underlying pathophysiology, it is the same hyperdopaminergic state in the 
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mesolimbic pathway from ventral tegmental area to nucleus accumbens, i.e. 
the so-called ‘reward circuit’.[5]

Few pertinent works carried out in the Northeastern part of  India deserves 
mention here. Inhalant use, an important, yet under-recognised form of  
substance abuse has been reported commonly among adolescents in In-
dia but the true extent of  the problem is not known due to paucity of  
data. To assess the prevalence and determinants of  inhalant substance use 
amongst the adolescents in Manipur, a cross-sectional study was conducted 
among 1671 adolescents studying in eighth to 12th standard in schools of  
Imphal-East District during March to June 2013.[6] Mean (SD) age of  the 
students was 14.5 (1.32) years, with males constituting 923 (55.2%). Preva-
lence of  ever users was 186 (11.1%) and glue/ dendrite was the commonest 
substance abused 98 (52.7%). Being male, belonging to joint family, and 
increase in age were found to have significant higher risk of  being a user, 
whereas higher level of  parental education shows a protective effect.

Another cross-sectional study was conducted in six states of  the Northeast 
region of  India.[7] School children between eighth and 11th standards from 
the capital areas of  the states were included in the study. Of  the 4074 en-
rolled students, data from 3943 students who responded to the inhalant use 
question were analysed. Mean age was 14.8±1.2 years and 51.2% of  partic-
ipants were male. The proportion of  students who had ever used inhalants 
(ever user) was 18.8% and adhesive/glue was the inhalant misused by most 
of  the students. A higher proportion of  males than females were ever users 
(p≤0.001) and the most common place of  use was at home (33.1%). Being 
in the presence of  an older person using an inhalant or tobacco was found 
to be associated with use of  inhalants among students. Nearly one-fifth of  
the students had used inhalants and nearly half  used inhalants in the past 
month.

In Guwahati, we interviewed 680 participants from six schools in a study 
of  cross-sectional exploratory research design with the use of  questionnaire 
in 2009.[8] One hundred and fifty one (22.2%) subjects have ever had alco-
holic beverages like beer, wine, or liquor. Seven per cent of  alcohol users 
had been absent from school, five per cent had done poorly in school, four 
per cent had family problems, and three per cent had been arrested because 
they used alcohol; three per cent had driven under the influence of  alcohol 
and 13% had been passengers in a vehicle in which the driver was under the 
influence of  alcohol; two per cent had been drunk and 29% had been drunk 
at a party. 80.1% of  alcohol users had not been ever asked about their age 
while obtaining alcohol. 21.2% had successfully faked their age to obtain 
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alcohol. 13.2% had ever obtained alcohol by misrepresenting their age. Bar/
restaurant (52.98%) was the primary source from where people under the 
age of  18 obtain alcohol, followed by friend/relatives (32.45%), liquor store 
(24.50%), parents’ cabinet (5.30%), and other (1.32%).

“In the absence of  reliable direct indicators and to supplement them, in-
direct indicators have been used to estimate the magnitude of  the sub-
stance-related problems. Indirect indicators are elicited from the data al-
ready available at some source and require no specific resources except for 
secondary analysis. The Drug Abuse Warning Network (DAWN) and Drug 
Abuse Reporting Program (DARP) in USA, and Home Office Addicts No-
tification Index and Regional Drug Misuse Database in the UK are well 
known examples of  reporting systems based on the principle that the data 
about persons presenting at the treatment centres can provide useful indi-
rect information about the magnitude of  the drug abuse population in the 
community. In India, pilot testing of  a reporting system was carried out in a 
research project funded by the Indian Council of  Medical Research (ICMR) 
from 1989 to 1992 at Delhi, Lucknow, and Jodhpur. The Drug Abuse Mon-
itoring System (DAMS) developed for this research project has been report-
ed to be feasible. In the developing countries, with the inadequacy of  direct 
indicators persisting, these indirect indicators may be the only or one of  the 
few sources of  information on the epidemiology and must be utilised.”[9]

With this background information on substance use, we carried out a work 
in this line at the Silchar Medical College Hospital, Silchar.[10] Similar line 
of  work was also conducted in the Gauhati Medical College Hospital, Gu-
wahati.[11] Here, I would like to draw attention to the concepts of  ‘life 
course epidemiology’ and ‘intergenerational epidemiology’[12] that has re-
cently been highlighted in a research paper by us:[13] “Life course epidemi-
ology is the study of  long-term effects on chronic disease risk, of  physical 
and social exposures, during gestation, childhood, adolescence, young adult-
hood, and later adult life. It includes studies of  the biological, behavioural, 
and psychosocial pathways that operate across an individual’s life course, as 
well as across generations, to influence the development of  chronic diseases.

Life course epidemiology has developed a special concern with ‘the “em-
bodiment” of  social phenomena into the biological’ encapsulated in the 
concept of  ‘health inequalities’. This concern arose historically from work 
showing that mortality from many diseases is spread unequally across the 
population and that these differences in risk can be linked to social inequal-
ities that often go back to infancy or even to the parental gestation. This 
body of  work has had enormous significance for international thinking 
about social policy and is having a direct effect on the allocation of  public 
resources in the United Kingdom and elsewhere.
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A life course approach to epidemiology intertwines biological and social 
transmission of  risk across generations, recognising that geographical and 
secular characteristics may be unique to one cohort of  individuals. Expe-
riences of  the previous generation can operate at many different levels of  
generality. They may be specific to the mother-child dyad (e.g. the effect 
of  drug use during pregnancy), or may affect everyone living in a certain 
neighbourhood (e.g. poverty, or exposure to an environmental toxin). All 
mothers and children may be affected by a particular event, such as a period 
of  famine or disease, or children may be affected by their mother’s devel-
opmental stage (e.g. children of  teen mothers or elderly mothers). Models 
of  intergenerational research have recently appeared and statistical methods 
have become more tractable.”

A related concept in relation to addiction is ‘Children of  alcoholics (COAs)’. 
“COAs is a general term used to describe children or individuals with one 
or more parents with alcoholism. In Assam, there was no study done ear-
lier on COAs, and on parents of  alcohol dependence, though prevalence 
rate of  alcohol is reported to be high.” Therefore, Dr. Mythili Hazarika 
and Prof. Dipesh Bhagabati[14] from the Department of  Psychiatry of  the 
Gauhati Medical College Hospital, Guwahati carried out a study with the 
objectives “to examine the personality variables of  the alcohol dependent 
fathers (ADF) and their sons (SADF), as well as the alcohol nondependent 
fathers (NADF) and their sons (SNADF). ADF were found to be high on 
neuroticism and extraversion, in comparison to NADF. SADF were higher 
on extraversion in comparison to SNADF, but there was no significant dif-
ference found in neuroticism in both the groups.”

Of  the other addictions, there was a report of  a patient with the so-called 
transvestic fetishism being successfully treated with behaviour therapy.[15] 
But, in light of  the strong lesbian, gay, bisexual, transgender (LGBT) move-
ment, such approaches merit rethinking! Well, that is for discussion in a 
different platform, of  course![16-18]

Continuing with other addictions apart from substance, there is a report on 
Internet addiction from the Silchar Medical College Hospital.[19] Of  the 
188 medical students, 46.8% were at increased risk of  Internet addiction. 
Those who were found to be at increased risk had longer years of  Internet 
exposure (p=0.046) and always online status (p=0.033). Also, among this 
group, the men were more prone to develop an online relationship. Exces-
sive Internet usage also led to poor performance in college (p<0.0001) and 
feeling moody, anxious, and depressed (p<0.0001).
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After the Internet, to move one step ahead, now there is concern about 
selfie addiction. If  the ‘prevalence’ data is making us feel low, then there are 
work on ‘intervention’ as well from our part of  the globe! Following approv-
al from the Institutional Ethical Committee of  the Gauhati Medcial College 
Hospital, Dr. Bobby Hmar and her team[20] is working on the comparative 
effectiveness of  acamprosate, baclofen, and naltrexone in alcohol ‘addic-
tion’. Thus, ‘psychopharmacology’ is the ‘first armamentarium’ that we have 
in our fight against ‘addiction’!

Mary Anthony Angami and her co-investigators[21] successfully applied 
‘motivational intervention’ in alcohol ‘addiction’. So, ‘psychotherapy’ can be 
our ‘second armamentarium’!

“If  you have a cardiovascular problem, I would prefer to be a citizen in Los 
Angeles than in India,” said Benedetto Saraceno, then Director of  the De-
partment of  Mental Health and Substance Abuse at the World Health Orga-
nization’s (WHO) headquarters in Geneva. “If  I had cancer, I would prefer 
to be treated in New York than in Iran. But if  you have schizophrenia, I 
am not sure I would prefer to be treated in Los Angeles than in India.”[22]

“The better prognosis of  schizophrenia spectrum disorders in India is tra-
ditionally linked to the strong supporting system in the forms of  family 
and friends; thus, implying the role played by the psychosocial factors.”[23] 
Therefore, ‘psychosocial intervention’ can be our ‘third armamentarium’!

We all have watched the popular Hindi movie, ‘Sharaabi’ and we all have 
heard the famous dialogue of  Amitabh Bachchan in that movie, “Apni zin-
degi ki tamboo tin bamboo pe khara he: sharaab, saayeri, aur Munchi ji”.[24] 
Now, if  that represents an unhealthy structure of  ‘addiction’, let us try to 
tackle the situation. Sharaab, i.e. alcohol is a drug by itself  having different 
receptor binding properties. To counter that, we have molecules like naltrex-
one and acamprosate. Thus, psychopharmacology, our first armamentarium 
can counter this ill effect. Saayeri is related to one’s psychology. There are 
immature and neurotic defense mechanisms, and we can try to imbibe ma-
ture defense mechanisms. The same is the case in case of  coping strategies. 
The unhealthy coping strategies can be turned to healthy ones. And, this is 
achievable through our second armamentarium, i.e. psychotherapy. Finally, 
Munchi ji is the face of  family and friends. If  they are unfavourable then 
they should be educated, taught about the ‘addiction medicine’ model of  ill-
ness and integrated in the treatment team. This can be done by our third ar-
mamentarium, ‘psychosocial intervention’. With these three new bamboos 
of  psychosocial intervention, psychotherapy, and psychopharmacology, we 
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can reconstruct the tamboo of  zindegi into a healthy one. So that, our ‘re-
ward circuit’ is not stimulated by addiction, but instead activated by ‘wining 
the race’.[5]
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The International Harm Reduction Network defines harm reduction as: 
Policies, programmes and practices that aim primarily to reduce the adverse 
health, social and economic consequences of  the use of  legal and illegal 
psychoactive drugs without necessarily reducing drug consumption. Harm 
reduction benefits people who use drugs, their families and the community 
[1]. Similarly, The ASAM defines harm reduction as: A treatment and 
prevention approach that encompasses individual and public health needs, 
aiming to decrease the health and socioeconomic costs and consequences 
of  addiction-related problems, especially medical complications and 
transmission of  infectious diseases, without necessarily requiring 
abstinence. Abstinence-based treatment approaches are themselves a part 
of  comprehensive harm reduction strategies. A range of  recovery activities 
may be included in every harm reduction strategy [2].

Harm reduction is thus aimed at lessening (reducing, minimizing) the amount of  
harm risked and, ultimately, caused by certain practices [3]. Substance dependence 
treatment has traditionally focused on reducing or eliminating drug use (the 
abstinence model), neglecting the prevention of  the adverse consequences 
of  drug use (harm reduction). 

Harm reduction has become, unnecessarily, a controversial issue. According 
to the UNODC, there is no contradiction between prevention, treatment, 
and harm reduction strategies. They are complementary (UNODC, 2008) 
[4]. While we will not delve into the controversies surrounding Harm 
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reduction, it would be appropriate to go into the principles underlying harm 
reduction.

WHY SHOULD WE IMPLEMENT HARM REDUCTION 
APPROACHES? [4]

The main reason that harm reduction approaches should be implemented 
is that these strategies save lives and diminish the drug use adverse 
consequences for the individual, their families, and the community including 
substantial saving of  costs.

The type of  harms could be:

•  Drug acquisition harms may be related to the risks of  being exposed 
to high-risk situations, such as criminal behaviour (either exposed to or 
conducting criminal acts such as drug dealing, robbery, etc.).

•  Drug use harms are related to the drug used, the amount consumed, 
and the method of  administration. Each drug and method has different 
pharmacological effects and consequences on the individual’s health. 
For example, injection drug use may lead to open wounds, abscesses, 
skin breakdown, HIV and other infectious diseases when sharing 
needles and paraphernalia, and, of  course, the risk of  overdose.

•  Drug withdrawal harms are related to the effects of  reducing or 
eliminating drug use that may impair the individual’s work and social 
functioning. Withdrawal can also be related to a variety of  problems 
such as physical and psychological issues, and high-risk activities.

The subjects of  harm may be one or more of  these: (i) specified or general 
harm to the individual who is engaged in the risky or harmful activity; (ii) 
harm to others who may be affected (directly or indirectly, imminently or 
more distantly) by those who engage in that activity; and (iii) social cost – 
whether loss of  productivity on the part of  those harmed and/or social 
expenditures involved in treating those whose harms have been exacerbated 
by the activity. Harm reduction can become ethically problematic when the 
focus is disproportionately on one of  these to the neglect of  others. As 
well, people can differ significantly in what they count as relevant harms. 
(Kleinig, 2008).

OUTLINING THE PRINCIPLES OF HARM REDUCTION [5]

Harm reduction approaches are often developed and applied outside of  
the exclusive control of  the more powerful institutions that typically 
shape mainstream beliefs about high-risk behaviours (Denning, 2000; 
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Marlatt, 1996; Moskalewicz et al., 2007), including religious organizations, 
biomedical/academic institutions, and legislative bodies. There has been, 
however, a move toward increasing integration of  the grassroots advocacy 
and global public health arms of  the harm reduction movement.

On 5 June 1981, the Centers for Disease Control announced the detection 
of  a new epidemic, later termed ‘AIDS’.  AIDS was later attributed to the 
spread of  a virus, now called ‘HIV’. HIV/AIDS is the greatest threat to 
global public health. In the last two decades of  the 20th century, in response 
to the critical role of  injecting drug users in the spread of  HIV, drug policy 
began increasingly to be influenced by ‘harm reduction’. There are some 
basic principles outlining harm reduction:

“HIGH-RISK BEHAVIOURS” ARE A SOCIAL CONSTRUCTION

How we think about high-risk behaviours, what we choose to call high-
risk behaviours, and, obviously, how we refer to these behaviours (e.g., as 
“high risk”) is, like many socially constructed belief  systems (Berger & 
Luckmann, 1966; Burr, 2003), neither absolute nor stable (Goode & Ben-
Yehuda, 2009), that our belief  systems surrounding high-risk behaviours are 
products of  a given time and culture and their associated values, norms, and 
beliefs (Denning, 2000).

HIGH-RISK BEHAVIOURS MAY BE BOTH ADAPTIVE AND 
MALADAPTIVE

Harm reduction adherents acknowledge not only the fact that high-risk 
behaviours occur, but that they occur for a reason (Denning, 2000). Harm 
reduction adherents, therefore, take care to acknowledge and openly explore 
individuals’ perceptions of  both the pros and the cons of  their behaviours. It 
is, however, also important to note that harm reduction does not undervalue 
or ignore the real harms associated with high-risk behaviours (Denning, 2000; 
Harm Reduction Coalition, 2010). Instead, harm reduction encourages open, 
non-judgmental assessment of  both pros and cons to promote a thorough 
understanding of  high-risk behaviours, their interconnectedness with other 
lifestyle factors, and their meaning and contexts (Denning, 2000b).

HARM REDUCTION DOES NOT SEEK TO PATHOLOGIZE 
HIGH-RISK BEHAVIOURS

Harm reduction principles reflect a differentiated view of  potential harm 
associated with substance use and other high-risk behaviours.
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HARM AND HARM REDUCTION EXIST ON A SPECTRUM

Harm reduction principles recognize that some ways of  engaging in high-
risk behaviours are less risky than others and that levels of  risk may be 
considered on various spectrums (Harm Reduction Coalition, 2010). Within 
this model, harm reduction advocates seek to educate, support and empower 
individuals and communities to explore and understand various options for 
reducing harm.

INDIVIDUAL BEHAVIOUR IS EMBEDDED IN THE LARGER 
SOCIAL CONTEXT

It is also acknowledged, however, that high-risk behaviours are influenced 
by multiple underlying, precipitating, and maintaining variables (Rhodes, 
2009; Strathdee et al., 2010).

HARM REDUCTION IS FUNDAMENTALLY PRAGMATIC, 
NOT THEORY DRIVEN

It is recognized that traditional ideological or theoretical explanations of  the 
aetiology of  high-risk behaviours and associated interventions are not always 
generalizable and may impede development and application of  effective, 
tailored harm reduction interventions. Thus, harm reduction proponents 
seek out acceptable, feasible, and effective solutions that are applicable to 
specific situations.

ADVANTAGES OF USING A HARM REDUCTION APPROACH [5]

Harm reduction does not threaten abstinence-based goals

Harm reduction neither precludes nor discourages abstinence-based goals, 
as long as they are generated by and acceptable to the affected individual 
and do not impose additional harm (Denning, 2000; Riley & O’Hare, 2000). 
Far from threatening an individual’s interest in abstinence, harm reduction 
techniques can be used to support abstinence as it would any positive step 
toward harm reduction and quality of  life improvement.

Harm reduction supports human rights

Harm reduction activists have fought for the basic human rights of  affected 
individuals who have been marginalized and/or disenfranchised because of  
their high-risk behaviours and associated consequences. Currently, the harm 
reduction movement is expanding beyond its grassroots beginnings and has 
more fully engaged with the biomedical sciences, public health, and human 
rights fields resulting in an expansion of  its reach and effectiveness (Beyrer 
et al., 2010; Moskalewicz et al., 2007).
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Harm reduction allows for flexible, tailored, and culturally competent 
approaches

Because harm reduction may be easily tailored to the specific needs of  
communities, it may be more flexible across cultures, target behaviours, 
area, and level of  impact than other preformed, theory-based approaches. 
Harm reduction goals may be tailored on an individual level in the case of  
one-on-one interventions.

Harm reduction can be empowering

Research findings to date indicate that prevention, intervention, policy, 
education, and advocacy that is more client driven may be more acceptable, 
feasible, and empowering than approaches that involve predetermined goals 
based on researchers, and treatment providers’ own values, norms, and 
interests (Israel et al., 2010; Morisky et al., 2010).

Harm reduction approaches can be efficacious

Harm reduction is positioned to have positive effects across levels of  
outcomes (e.g., individual, community-wide, population-based levels) and 
types of  outcomes (e.g., behavioural, biomedical, economic) in diverse 
cultures.

CRITICISMS OF HARM REDUCTION [6]

Harm reduction is not without its critics. Despite the fact that it is an approach 
grounded within public health, for which a considerable evidence base now 
exists, there remain people with reservations about a) its effectiveness, b) its 
effects and c) its intentions.

The major criticisms include: Harm reduction does not work; harm 
reduction keeps addicts stuck; it encourages drug use; and harm 
reduction is a backdoor entry for drug law reform including 
legalisation.

ETHICAL CHALLENGES FOR HARM REDUCTION POLICIES [3]

Harm reduction confronts as many ethical issues in the matter of  its delivery 
as in the determination of  whether to support it.

(1) Focusing on the “bottom line.” The overlying concern with taxpayer’s money and 
how their expenditure might be minimized or optimized, not with the human plight 
of  those whose situation, coupled with social policies concerning drug use, in many 
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cases forced them to engage in high-risk behaviour highlights the fact that such 
policies are placed with an extra burden in providing evidence in contrast to other 
abstinence based policies.

(2) Voluntary vs. Compulsory? A further major ethical question concerns the nature 
of  participation in harm reduction programs. Should it be voluntary or compulsory? 
Whenever harm reduction strategies are enforced there will be ethical questions 
about the encroachment on people’s liberties – whether with respect to decisions 
about their own well-being (the paternalism issue) or the well-being of  others – and 
risk to whom may need to be weighed against the liberty of  those wish to act in 
certain ways. The debate over voluntary vs. compulsory harm reduction schemes 
also presses us to consider the kind of  community of  which we wish to be a part 
as well as the ways in which we may legitimately treat those on the margins of  our 
communities. When we look at how harmful behaviour is caused – who it is caused 
by and who it is caused to – and consider strategies for dealing with it, an important 
ingredient in developing those strategies should be some conception of  the social 
environment we wish to foster, whether and how different strategies will contribute to 
that, and what the consequences will be for those who deviate from such expectations. 
Whether we compel, what we compel, and how we compel are critical to what and 
who we are and what and who we are not as well as what and who we may become.

(3) Permissible Strategies: Obviously harm reduction strategies need to be evidence-
based – that is, we need to have good reason to believe that they will be effective 
enough to make them worth implementing.

(4) Delivery conditions. Harm reduction is not merely about policies in a broad 
sense. It is also about:  the day-to-day implementation of  those policies, issues of  
confidentiality, referral, and transparency; the siting and amenities of  the facilities 
within which the harm reductive services are delivered; the social and legal risks 
faced by those who should avail themselves of  the harm reduction measures; and the 
risk to workers who in some places may find themselves at legal risk.

The prolonged scientific debate about harm reduction is over. Harm 
reduction is now accepted to be effective in reducing new HIV infections, 
free of  any serious adverse effects (especially increasing illicit or injecting 
drug use) and is cost-effective. This evidence is overwhelming for needle 
syringe programmes and methadone or buprenorphine treatment. The 
earlier and more vigorously harm reduction is implemented, the better the 
results. No country which has started harm reduction programmes has ever 
regretted that decision and then reversed their commitment.

Harm reduction is now accepted by most major UN agencies including 
WHO, UNAIDS, UNICEF, the World Bank and an increasing majority 
of  UNODC staff. The International Committee of  the Red Cross (ICRC) 
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and an increasing number of  diverse countries in Europe, Asia, Oceania 
and other regions have officially endorsed harm reduction. The number of  
organizations and countries accepting harm reduction is growing steadily 
[7].

CONCLUSIONS

While the international community had adopted an increasingly enforcement 
based approach to illicit drugs during the 20th century, drug use spread 
extensively and health, social and economic outcomes worsened dramatically. 
Reliance on drug law enforcement to control drug problems became even 
more excessive after a War on Drugs was propounded in the USA in 1971 
and was adopted by many other countries. The recognition of  the HIV 
pandemic and the serious health, social, economic and national security 
threat this posed has caused many countries to assume a more humane 
approach. Increasing awareness of  the high costs, limited effectiveness 
and serious collateral damage from drug law enforcement has also resulted 
in growing support for more   evidence-based approaches emphasizing 
effectiveness, safety and cost-effectiveness and most importantly respect for 
human life and dignity (Wodak, 2007).

Harm reduction can be visualised as a ‘combination intervention’, made 
up of  interventions tailored to local setting and need, with emphasis 
on reducing the harms of  drug use. The continuum of  ‘combination 
interventions’ available to harm reduction thus extends from drug 
treatment, to policy and legal reform, and the removal of  structural 
barriers to protecting and providing the rights of  all to health.
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Human history is a tale of  the `Clash of  Civilization'. The material and 
territorial underpinnings of  feuds, battles and wars, throughout human 
history, in no small measure, were triggered by epochal value systems and 
sub-systems of  the sense of  the self  and community, what we in the post 
modern era are reformulating as the 'problematique', the inward looking 
quicksand of  identities in the context of  a globalizing world. People love 
themselves more than they love the `other', grudgingly admire others and 
sometimes imitate, emulate or assimilate them, consciously, unconsciously 
or by sheer necessity, but deep in the subterranean recesses of  their darker 
beings, people love to hate the other, only to be temporally tempered by 
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the cold fluid of  rationality and civilization. This dark side of  an individual 
or community consciousness, arouses in all humanity, the basal instincts 
of  destruction, preservation and creation and these in turn are the 
fountainheads of  human creativity and progress. Culture for culture's sake 
and culture against cultures have their own historical place in the journey of  
human civilization, the dialectics has to continue.

All forms of  games and sports are products of  cultural technologies, born in 
the wombs of  varying climes and ecologies of  Mother Nature. Cultures are 
created not only to bond a people but also to refine, to enrich and to extend 
the horizons of  human welfare, in a given ecological setting, at a given point 
of  time. That is why cultures and cultural technologies are also destroyed 
by a despot, to break old bonds and create new ones, for the imagined 
or real political needs, by the people themselves, as rational choices under 
compelling circumstances and so on. Cultures are also refined and enriched 
not only by the people’s own sense of  aesthetics and deepening knowledge 
base but also by the inevitable cultural cross currents that bombard a people 
in the process of  increasing human contacts and interactions. Cultures 
however are never entirely destroyed, either by the people themselves or 
by others, because cultural artefacts relics, symbols or rituals, howsoever 
redundant, are the snapshots of  our past, that are umbilicaly linked in a 
timeless chain to our .present and defines our sense of  the self, our sense of  
being. People love to constantly remember their past and hold on to their 
cultural heritages that characterise the cores of  their culture, around which 
changes have taken shape through time.

All sports carry within, facets of  the material and non-material cosmologies 
of  the people amongst whom those sports were born. And when a sport 
catches the fancy of  the world and crosses oceans and continents, it speaks 
volumes about the people and their culture that nurtured it. Modern polo is 
an apt gift to the world from the people of  Manipur, who have throughout 
their history, evolved universal and humane values, ingrained in the 
mythologies surrounding the game and in the very structure of  the game 
itself, as they have known it since time immemorial. The common people of  
Manipur have held on to polo because the cultural cores associated with the 
game are too precious to be allowed to die or simply go extinct because of  
modern demands and costs that are way beyond their means.

The association of  the Manipuries with Polo and the Polo Pony, is woven in 
their mythologies and folklores of  creation itself. The ancient text ‘Ougri’ 
allegorically narrates the Manipuri story of  creation. The Almighty God, 
‘Atiya Sidaba’ had two sons ‘Asiba’ and ‘Apanba’. Asiba created the Earth 
and the Almighty ordained the other son ‘Apanba’ to create human beings to 
inhabit the Earth. Apanba and his wife also started planting beans. The other 
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brother Ashiba became jealous, created 
the winged pony Shamaton Ayangba and 
started the destruction of  human beings 
and their agricultural works. The Winged 
Horse was captured by Apanba, its wings, 
mane and fur cut off  and domesticated for 
human use. Thus the Manipuri Pony is in 
many ways, central to the life experiences 
of  the Manipuri through time and their 
historico-mythical consciousness of  
creation, destruction and preservation. In 
fact the Manipuri name ‘Sagol’ meaning 
horse, literarily means `close companion’ 
and was associated with many traditional 
deities. No wonder the Manipuri Pony 
is traditionally deified as the abode of  many a powerful God. The Gods 
Lamaba and Tumaba reside in its forelimbs while the Gods Leishemba and 
Tushemba reside in its hind limbs. The Almighty God Atiya resides in its 
eyes, Khamlangba in the mouth, Wangbren in the ears, Yaibiren Pakhangba 
Taoroina in the trunk, and Thangjing in the tail.

The Manipuri Ponies bred as domesticates, wild in the swampy plains or 
in the hill river valleys. The oblong valley region of  Manipur was virtually 
a swampy water body during the monsoon in the ancient past. But when 
the monsoon receded and the valley was drained out by the web of  rivers, 
the valley suddenly transformed into an emerald green grassland, doted by 
protruding hillocks and mirroring lakes and lakelets all around. In these 
soft and swampy soils with their luxuriant vegetations, the Manipuri Pony 
bred in the wild acquiring the genetic and physical characteristic, akin to 
this unique breed. The Manipuri kings had a tradition of  releasing the studs 
(Yaisa) after due rituals, in the wild, to preserve and propagate the pony 
population in the country. This ritualistic release of  the stud also represented 
the invoking of  the Gods for the general prosperity of  the Kingdom. The 
common Manipuries also performed such rituals when fired to achieve the 
extraordinary.

Such close associations of  the Manipuri ethnos with the pony are the 
unmistakable pointer to the ancient and enduring heritage of  Polo as a strategic 
and cultural pastime. Tradition and mythologies attribute the origins of  ‘Sagol 
Kangjei’ or Polo to king Kangba. Indigenous and Sanskrit scholars estimate 
the date at 3100 B.C., the date quoted by the Guinness Book of  World Records 
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1991, far distant than 525 B.C., as the date when the Persians played their 
version of  Polo. However a more interesting and meaningful account of  the 
role of  the Manipuri Pony and Manipuri Polo in Nation building, sociology 
and economy of  the Manipuris are indelibly embedded in the story of  a match 
in 48 A.D. during the reign of  ‘Nongda Lairen Pakhangba’ as recorded in the 
ancient text Kangjeirol Puya (Book of  Polo).

King Pakhangba ascended the throne of  Manipur in 33 A.D. and at that time, 
another leader/ chieftain by the name Poireiton was roaming the river valleys 
of  the Irrawady and the Chindwin in search of  land to settle, where there 
was no scarcity, death or illness and where happiness could be found. When 
he entered Manipur through the Kabaw Valley and clashed with Pakhangba, 
he was defeated. In the call for truce, Poireiton’s sister Laisana was married to 
Pakhangba. This event of  the strategic alliance of  these two powerful lords 
subsequently led to the subjugation of  other tribes and the completion of  
state formation of  the Manipuries. More importantly, Poireiton brought with 
him many agricultural and industrial technologies that led to the flourishing 
of  the Manipuri Nation.

On the occasion of  the marriage of  Pakhangba and Poireiton’s sister 
Laisana, the lord Marjing suggested that a Polo match be played to mark 
the occasion. The teams consisted of  seven players a side and the names 
of  the players on both sides, as given in the ancient text, are the names of  
some of  the most revered deities of  an animistic and Sylvain world. These 
deities symbolised the natural barriers of  the hills and the rivers and cultural 
heroes, the significance of  which can hardly be underemphasised in the 
early Militaristic Cosmology of  the Manipuris.

The first team was led by Marjing who symbolized the Pony, war, war games, 
plots and the consecration of  chieftainship. Khamlangba, the second player 
was the deity of  the metallurgical traditions that spread and deepened 
military technology. Irum Ningthou was the water God associated with the 
iron smelters of  Kakching. Ikop Ningthou was the water God associated 
with lakes and pisciculture. Irong Ningthou was also a water deity and 
the Nongshaba represented production and fecundity. The seventh player 
Panthoiba was the deity of  heat and light.

The second team was led by Thangjing, lord of  the Thangjing hills, a strategic 
hill in the south west corner of  the valley, a horse riding conqueror. The 
Thanjing deity also represents the protector and the south west monsoons, 
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a life source. Koriphaba was a cultural hero symbolizing the tragedy of  a 
people in conflict. Wangbren was the deity of  the strategic hills, lakes and 
rivers of  the south east portion of  the valley through which migration flows 
from south east Asia had to be controlled. Yangoi Ningthou was a river 
deity, the controller of  the strategic old Cachar Road to mainland India and 
protector of  migrant settlements. Nambul Lakpa and Oknarel were river 
deities. The seventh player Loyarakpa or the protector of  the distant lands, 
was a deity of  the Sugnu hills.

The symbolic clash of  two powerful deities/ warlords, enshrines the Manipuri 
political history of  tribal and clan amalgamation in search of  a Nation State 
and polity and the essence of  their state craft. The strategic hills and rivers 
were deified as a network of  offensive and defensive sites. The deities 
representing the natural resources, technologies and production, svmbolises 
how the economic and social ethnos of  the ancient Manipuris were intractably 
enmeshed in the totality of  a Military Cosmology. The deity, Koriphaba was 
a tragic cultural hero who typified the tragic side of  war, social dynamics and 
nation building.

Koriphaba’s mother came from a lower tribal stratum and was married to 
his father who belonged to a higher tribal stratum, after resistance from 
both tribes. Dis-owned by both tribes and caught in the bitter inter tribal 
confrontation; he died as a hero in search of  himself. Indeed the Manipuri 
Pony and the game of  Polo have many tales to tell.

Polo as a game in Manipur has been patronised and looked after by the 
state throughout history. Even the British colonizers felt it fit to introduce 
a budgetary major head entitled “Polo Establishment” to maintain a select 
team of  polo players of  the state. In fact the polo players were the first 
salaried sports persons in the state ! In the post independence era, ironically 
polo as an organised game nearly vanished and with its decline the pony 
population also dipped. Polo however was surviving in the village green, in 
its pristine form and it took the power of  the youths and the sense of  self  
preservation of  the people that the traditional Sagol Kangjei re-incarnated 
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into an organised tournament and 
club based sports, in the late 1970s 
and 1980s. In fact, the game of  Polo 
is today the official “State Game” of  
Manipur. The wheel has turned full 
circle.

In a way, Sagol kangjei or Polo, is 
the Manipuri world view of  war. 
The present day Manipuris are an 
amalgam of  seven basic clans of  the 
past and so once on horseback you 

symbolise one of  the ancestral fountainheads, a deity, a God. The zeal, the 
commitment and the duty of  the lord is with you on horseback with mallet. 
You have to protect, preserve and conquer. It is war of  the Gods.

The legend is dead but the spirit lives on. To the Manipuris, Polo is the game 
of  the Gods. It must be fair, it must be just but you must also conquer.

Game of the Gods
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INTRODUCTION

Methadone is a long-acting opioid analgesic with well-understood phar-
macological characteristics which make it suitable for stabilising opioid de-
pendent patients in a maintenance treatment approach. Methadone may be 
substituted for other opioids because tolerance to one opioid, such as meth-
adone, also blocks the effects of  other opioids. This phenomenon is known 
as cross-tolerance. Cross-tolerance develops between substances that act on 
the same types of  receptors in the brain. For example, people who have built 
up tolerance to morphine are also tolerant to other opioid agonist drugs.

Methadone is taken orally and dispensed in about 100 millilitres of  liquid 
that does not lend itself  to injection (usually an orange drink, such as Tang). 
Once the client is stabilized at the right dose, methadone will:

•	 suppress opioid withdrawal symptoms

•	 reduce cravings for opioids

•	 not induce intoxication (e.g., sedation or euphoria)

•	 reduce the euphoric effects of  other opioids, such as heroin.

METHADONE MAINTENANCE TREATMENT

Methadone Maintenance 
Treatment (MMT) in Manipur: 
The RIMS experience

RK Lenin Singh, S Gojendra Singh, Sahana 
Nagaraj, N Heramani Singh

CHAPTER–XIV



EUPHORIA 81

Methadone Maintenance Treatment (MMT) is a comprehensive treatment 
programme that involves the long-term prescribing of  methadone as an al-
ternative to the opioid on which the client was dependent. Central to MMT 
is the provision of  counselling, case management and other medical and 
psychosocial services.

MMT in Manipur first started in the Department of  Psychiatry, Region-
al Institute of  Medical Sciences (RIMS), Imphal on 14th April 2014 as a 
part of  multi-centric study called “A feasibility and effectiveness study of  
methadone in India”. The MMT programme was implemented by the Na-
tional Drug Dependence Treatment Centre (NDDTC), AIIMS, New Delhi 
and supported by the United Nations Office on Drug and Crime, Regional 
Office for South Asia (UNODC, ROSA) in five centres in India as a pilot 
project. The MMT project was wind up on 30th October 2014 and was 
considered an efficient and successful undertaking in the management of  
opioid dependence. MMT  was has been continued in the form of  estab-
lishing Drug Treatment Centre (DTC) under the   scheme, “Enhancing the 
functioning of  Drug De-addiction Centres”  supported by the Ministry of  
Health and Family Welfare, G.O.I. under DDAP and coordinated by ND-
DTC, AIIMS, New Delhi since December 2014.

DTC in RIMS has been fully functional since 15th March 2015 with a staff  
comprising of  a medical officer, a nurse and a counsellor. Department of  
Psychiatry, RIMS, Imphal became the Regional Resource Coordinating 
Centre (RRCC) on 29th June 2015 and further established 3 new DTCs in 
three districts of  Manipur, namely Thoubal, Bishnupur, and Churachand-
pur. DTCs provide drug treatment services for various substance users in 
keeping with the established standards of  care and treatment.

Integrated Opioid Substitution Therapy (OST) Centre, RIMS Imphal was 
launched under the NACO, supported by Manipur AIDS Control Society 
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(MACS) on 7th September 2016. It is equipped with two medical officers, 
two counsellors, two nurses and one data manager.

OUR OST CENTRE AT A GLANCE

So far, the total number of  clients registered under OST is 124, out of  these 
118 are males and 6 are females. The number of  clients currently receiving 
methadone is 67 and buprenorphine is 9. The youngest client receiving OST 
is 19 years old and oldest client is aged 55 years. The minimum dose of  bu-
prenorphine and methadone being dispensed is 2 mg/day and 40 mg/day 
(8 ml) respectively. The maximum dose of  buprenorphine and methadone 
being dispensed is 6 mg/day and 135 mg/day (27 ml) respectively.

BENEFITS OBSERVED IN OUR CLIENTS

Increased health seeking behaviour and adherence to Anti Retroviral Thera-
py (ART) was observed after receiving methadone therapy. We also observed 
decreased risk behaviour among our clients. Clients who were on adequate 
dose of  methadone have reported of  mixing with other central nervous 
system depressants thereby reducing risk of  overdose. There is improved 
social and occupational functioning – as evidenced by stable employment 
following initiation of  MMT and improved interpersonal relationships. 86% 
of  the family members report positive changes in physical health and be-
haviour of  the clients.

CHALLENGES FACED

•	 If  the dose of  methadone is not optimum, clients usually mix heroin, 
benzodiazepines and other substances of  abuse along with methadone.

•	 Clients require higher initiation dose. The initial dose of  methadone for 
majority of  our clients is 30 mg.

•	 Side effects like sleep disturbance, constipation, drowsiness, nausea, and 
itching are common during the initial stage of  MMT.

CONCLUSION

MMT has been found to be an effective harm reduction treatment for opi-
oid use disorder. It has shown effectiveness in reducing heroin use, injecting 
practices, decreased mixing of  other substances with methadone (cocktail). 
Clients who are on MMT for longer periods have shown improvement in 
social functioning, physical symptoms and had a significantly better quality 
of  life at follow-up than at entry to MMT. They are more likely to adhere to 
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ART regimes. Methadone maintenance may well be even more effective if  
higher, blocking doses are used and if  it is well-supported by psychosocial 
intervention and counselling.

REFERENCES

https://www.porticonetwork.ca/web/knowledgex-archive/amh-special-
ists/overview-mmt
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We are all aware that because of  the various opioid receptor binding 
properties in the brain, opioids have various effects in our body. It can act 
as an analgesic simply or it may cause central nervous system depressant 
leading to overdose and death. But the ability to cause EUPHORIA is the 
most wonderful but also the potential gateway for dependence.

In developed countries, the opioid drug most frequently associated with 
abuse and dependence is heroin. However there is growing public health 
concern about prescription opioids which are widely available1. Rising rates 
of  opioid use among teenagers and young adults are a public health concern. 
Despite short durations of  opioid use compared with those of  adults, youth 
with opioid dependence have a host of  co-occurring conditions, including 
polysubstance abuse, psychiatric disorders, hepatitis C infection, HIV risk, 
and high-risk sexual and criminal behaviours2.

Substance use disorder not only interferes with normal brain maturation, it 
also affects key developmental and social transitions in an adolescent which 
may lead to hazardous consequences if  not attended timely. Therefore 
identifying the risk factors is of  utmost important as its management.

RISK FACTORS FOR DRUG DEPENDENCE IN ADOLESCENTS

We should routinely screen adolescents and young adults for substance use 
since they are at a high risk and since early intervention can significantly 
reduce health problems and costs associated with serious drug problems3.

Adolescence and 
opioid use

Athokpam Ranita Devi

CHAPTER–XV
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Look for these risk factors of  substance abuse among adolescent patients

•  substance abuse by a parent

•  physical or sexual abuse

•  smoking tobacco

•  a dysfunctional family

•  peers involved with drugs or alcohol (SAMHSA, 1997)

HOW CAN OPIOID ABUSE BE PREVENTED IN 
ADOLESCENTS?

Some teens get exposed to opioids and abuse them as recreational drugs. 
One way that teens may initially try opioids is by finding them in their own 
home. If  family members have taken any opioid medications in the past, 
they should make sure they have properly disposed of  any remaining pills 
so that children and teens cannot access them. If  they are currently taking 
these medications, they should keep them in a locked cabinet.

Parents should talk with their children about their family's views on drugs 
and why it is important to avoid all recreational drugs. This is a conversation 
that should ideally take place early in the teenage years and on multiple 
occasions. Parents can use scenes from media, such as television, music, or 
movies that show drug use, as a time to touch base with their child about 
their current views or questions about drugs. Parents should also talk to 
their doctor if  they are concerned that their child may have a drug abuse 
problem4.

MANAGEMENT

Three medications are currently indicated for treating severe opioid use 
disorder: methadone, naltrexone, and buprenorphine. Methadone, a full 
opioid agonist with a long half-life, has long been established as an effective 
treatment of  opioid addiction, although various regulations prohibit most 
methadone programmes from admitting patients younger than 18 years. 

Naltrexone, an opioid antagonist with high affinity for the opioid receptor, 
has also proven to be an effective treatment of  opioid addiction. Unlike 
opioid agonists, naltrexone has a very limited potential for misuse or 
diversion. Although there is not yet rigorous research support for efficacy 
in adolescents, growing experience and anecdotal reports support it as a 
promising practice. Naltrexone, which also reduces alcohol cravings, may 
be a good therapeutic option for adolescents and young adults with co-
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occurring alcohol use disorder, as well as those living in unstable or 
unsupervised housing5.

In 2002, the US Food and Drug Administration approved the use of  
buprenorphine for patients 16 years and older6. Buprenorphine is a partial 
opioid agonist with high affinity for the opioid receptor. Buprenorphine 
binding results in gentle stimulation of  the opioid system, which, like 
methadone, can ameliorate the highs and lows associated with full agonists 
with short and moderate half-lives. An expansive body of  research has 
shown the effectiveness of  buprenorphine for treating adults with opioid use 
disorders7 and 2 randomized controlled trials have examined the therapeutic 
efficacy of  buprenorphine combined with substance use counselling in 
adolescents and young adults. Marsch et al8 found that adolescents 13 to 
18 years of  age who received 2 weeks of  buprenorphine treatment were 
more likely to continue medical care compared with those who received 
clonidine for the same period of  time. A trial conducted by Woody et al9 
compared 2 detoxification regimens among adolescents and young adults 
15 to 21 years of  age. One group received 8 weeks of  buprenorphine 
before tapering, and the second group received 2 weeks. Adolescents 
who received 8 weeks had lower rates of  illicit opioid use while they were 
taking buprenorphine, and the differences quickly disappeared once the 
medication was discontinued. The findings led the authors to conclude that 
there is no obvious reason to stop medications in adolescent patients who 
are doing well on buprenorphine5. Matson et al10 found that continued 
buprenorphine compliance is associated with an increase in treatment and 
can help adolescents achieve longterm sobriety.

Buprenorphine has the potential for misuse and diversion because of  its 
opioid agonist activity, although its “addiction potential” is thought to be 
much lower than that of  full opioid agonists, such as oxycodone or heroin. 
Extensive experience with adults has established the evidence supporting 
the efficacy of  buprenorphine, and although not as well studied among 
youth so far, research and clinical experience to date have not identified any 
age-specific safety concerns. Nonetheless, confusion, stigma, and limited 
resources severely restrict access to buprenorphine for both adolescents and 
adults. Policies, attitudes, and messages that serve to prevent patients from 
accessing a medication that can effectively treat a lifethreatening condition 
may be harmful to adolescent health5.

The American Academy of  Pediatrics (AAP) advocates for increasing 
resources to improve access to medication assisted treatment of  opioid 
addicted adolescents and young adults. This recommendation includes 
both increasing resources for medicationassisted treatment within primary 
care and access to developmentally appropriate substance use disorder 
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counseling in community settings. The AAP supports further research focus 
on developmentally appropriate treatment of  substance use disorders in 
adolescents and young adults, including primary and secondary prevention, 
behavioral interventions, and medication treatment5.

CONCLUSIONS

While public policy and social attitudes have begun to catch up with science, 
treatment for teens lags far behind. We need more research in this sector 
and need to fill the emerging treatment gap for the drug dependent youths.
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 ONE DAY NATIONAL CME on
“OPIOID SUBSTITUTION THERAPY”

Under the banner of  ‘Indian Psychiatric Society, Addictive Disorders - Speciality 
Section ’

on 6th January 2018 at Classic Grande, Imphal, Manipur.

08.30am REGISTRATION
TIME TOPIC SPEAKER
09.00am Opioids and Opioid Use Depen-

dence: An Overview
Dr. Arun K
Associate Prof. of  Psychiatry
Centre for Addiction Medicine, 
NIMHANS, Bangalore

09.30am Harm Reduction- Current trends 
&Future prospects

Dr. Pratima Murthy
Professor of  Psychiatry 
Centre for Addiction Medicine 
NIMHANS,Bangalore

10.00am TEA BREAK  
10.15am Effectiveness of  Opioid Substitu-

tion Treatment: What works and 
what doesn’t.

Dr. Ravindra Rao
Assoc.Prof. of  Psychiatry (ND-
DTC)
AIIMS, New Delhi

10.45am Practice Guidelines for OST 
using Buprenorphine

Dr. Rana Ranbir Singh
In-charge, De-addiction Centre,
District Hospital, Tarn Taran, 
Punjab 

11.15am Practice Guidelines for OST 
using Methadone

Dr. Shubhangi R. Parkar, M.D.
Prof.& Head, Psychiatry Deptt.
KEM Hospital, Mumbai

11.45am OST programme of  NACO: 
Experience and the road ahead

Ms. Sophia Khumukcham
Program Officer (IDU)
National AIDS Control Or-
ganisation
(NACO)

12.15 pm TEA BREAK  
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12.30pm Panel  Discussion - 1
Experience of   running first 
Methadone Clinic in India 
AIIMS, New Delhi 
KEM, Mumbai; 
Punjab 
RIMS, Imphal

Moderator – Dr. Shubhangi R.    
                     Parkar
Panellist: 
- Dr. Ravindra Rao (AIIMS, 
New Delhi)- - Dr. Kranti 
(KEM, Mumbai)
- Dr. Sandeep Bhola (Punjab)
- Dr. R. K. Lenin Singh 
(RIMS, Imphal)

01.30pm LUNCH  
02.30pm INAUGURATION
03.30pm Panel  Discussion - 2

OST: Perspective of  the Civil 
Society

Moderator- Dr. Pratima Murthy
Panellist: 
-Mr.Charan S. (HIV Alliance)
-Mr. Abu Merae (Kripa, Kohi-
ma) 
-R.K. Tiken (SASO, Imphal)
-Female OST Client

04.15pm OST: Asian Perspective Mr. Anand Chabungbam
Regional Coordinator, ANPUD,
Bangkok

04.45pm Legal and Policy challenges in 
OST

Dr. Ashwin Mohan
Senior Consultant Psychiatrist, 
Punjab

05.15pm

OST: Clinical Rounds (Programme 
for PG Students)
         

Dr. Pratima Murthy
Professor of  Psychiatry 
Centre for Addiction Medicine 
NIMHANS,Bangalore

06.00pm PGTs Quiz Competition Quiz Master- 
Dr. S. Gojendra Singh/Dr. 
R.Rao

07.00pm Valedictory function  
07.15pm Cultural Programme and Dinner
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