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Staying ahead of the double helix: on genetic discrimination

The Delhi High Court recently ruled against discrimination in health insurance by United India
Insurance Company involving a person with a heart condition which was perceived to be a genetic
disorder. The court held, “Discrimination in health insurance against individuals based on their
genetic disposition or genetic heritage, in the absence of appropriate genetic testing and laying
down of intelligible differentia, is unconstitutional.”

While the specific features of this case may depend on clauses in the original policy, this is a
critical court decision around the broader question of discrimination on the basis of one’s genetic
predisposition. As technology for genetic testing and tools to gather family history and compile
them in databases become cheaper and more widespread, it becomes imperative that due social
and ethical consideration be given to genetic discrimination as the implications are far-reaching
and can affect everyone.

Questionable assumptions

Genetic discrimination (GD) is understood to be differential treatment of those not showing
symptoms but who are nevertheless treated differently on the basis of any real or assumed
genetic characteristics. We must recognise that GD is nothing new. There were robust policies of
eugenics in the U.S. in the 1900s. These led to laws in many States that made sterilisation
compulsory for those who expressed a range of conditions believed to be inherited. Such
conditions covered those with disability, who were poor, had mental health problems, were
promiscuous, were dwarfs, and so on. Eugenics was also practiced in many countries in Europe,
not just in Nazi Germany. Nordic countries, for example, passed eugenics laws in the 1930s and
some of those stayed in the books until the 1970s.

No discrimination: on health insurance in India

With newer and cheaper methods to sequence entire genomes, the era of expanded genetic
testing is already upon us, although not everyone may associate it with eugenics. Whether specific
genetic tests themselves are scientifically valid, whether they add value to those tested, and
whether they should be generalised for populations or communities raise a separate but linked set
of issues that I will not cover in this article. Rather, I will stay focussed on the issues of insurance
and employment when there is family history of disease, the potential complications of genetic
tests and their implications.

American precedent

In the U.S., researchers working with the Council for Responsible Genetics in Cambridge,
Massachusetts recorded hundreds of cases of misuse of genetic information obtained through
family history, genetic tests, or by employers and insurers accessing personal data.

There are many examples of employers and insurers using genetic information to engage in
discriminatory policies. In 2001, the Burlington Northern Santa Fe Railroad Company settled a
federal lawsuit in the U.S. The company had violated the Americans with Disabilities Act by
threatening to fire a worker who did not give a blood sample to test whether he was predisposed to
developing carpal tunnel syndrome. The company conducted genetic tests on its employees
without their consent as a means of thwarting compensation claims for job-related stress injuries.
A person diagnosed with a condition that causes excessive iron storage, but whose symptoms are
otherwise manageable, lost her health insurance despite clear medical evidence that she was
healthy.



crackIAS.com

crackIAS.com

In the U.S., the Genetic Information Nondiscrimination Act (GINA) was signed into law in 2008.
GINA provides strong protection against access to genetic information and genetic discrimination
in the context of health insurance and employment. It prohibits insurers from “requesting or
requiring” genetic tests from an individual or members of the person’s family, or using genetic
information to determine eligibility or establish premiums. It also prohibits employers from
“requesting or requiring” genetic information for hiring or promotional decisions, or when
determining eligibility for training programmes.

Geneticists are not in agreement on the usefulness of genetic tests or even on their veracity. Most
importantly, very few single-gene health problems exist and the vast array of common diseases is
related to the functioning of networks of genes in the milieu of other central cellular components
and also depend on lifestyle and environment.

Too much miscommunication

Moreover, the popular notion of deoxyribonucleic acid (otherwise known as DNA) being the central
and only player in cellular and genetic information and disease with a mere unfolding of
characteristics is deeply flawed. While there is mounting evidence to oppose this perception of
DNA as a master molecule, there is a lot of miscommunication among scientists and the media on
this topic wherein a gene that codes for a protein associated with the outward expression of a
condition is regarded as its cause. Correcting this perception, even when genetic reductionist
paradigms have shifted, is an uphill battle when commercial interests such as testing have been
unleashed.

The Council of Europe has adopted a set of recommendations on the use of genetic information
for the purpose of insurance. Canada’s recent Genetic Non-Discrimination Act makes it illegal for
insurers or employers to request DNA testing or results. It is reported that insurers in the U.K. are
currently under a voluntary moratorium agreed upon between the Association of British Insurers
and the government until 2019. Based on this agreement, results from genetic tests are not to be
used for health or life insurance except for Huntington’s disease, which is dominantly inherited with
a high penetrance. This simply means that there is a high likelihood that those who have this gene
develop the disease, which is inherited as an autosomal-dominant trait. But it must be noted here
that even with the rare single-gene conditions the genetic expression varies significantly because
of other factors.

India too needs a law that prevents genetic discrimination. In this era of rampant genetic testing,
we need to prevent discrimination and uphold “equal treatment under the law”. Would the court
have ruled the same way if the insurance company had done a genetic test and included a clause
that this particular heart condition would not be covered? Equality under the law cannot have
exceptions.

A complex future

The situation is likely to get worse as people become more accepting of predictive genetic tests
and insurance companies insist on them; at the moment, they generally use family medical history
as the basis for determining premiums. In the medium term, there are also serious concerns
related to the protection and privacy of medical and genetic data. Breaking into databanks, as we
are all familiar by now, is not impossible as even America’s Federal Bureau of Investigations and
other secure firewalls have been breached.

Looking beyond these immediate issues, everyone has genes for some predisposition or the
other, this being the human condition. There should therefore be no discrimination based on
genetic information. Insurance is developed from pooling risks. If companies begin to insist on
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tests for everyone, then potentially no one will be insurable. Only universal health care can
therefore be a viable solution.

Sujatha Byravan was president and executive director of the Council for Responsible Genetics,
Cambridge, Massachusetts
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Cabinet approves MoU between India and Macedonia on cooperation in the field of Health
Cabinet

Cabinet approves MoU between India and Macedonia on
cooperation in the field of Health

Posted On: 28 FEB 2018 6:28PM by PIB Delhi

          The Union Cabinet chaired by Prime Minister Shri Narendra Modi has approved
signing of a Memorandum of Understanding (MoU) between India and Macedonia on
cooperation in the field of Health.

 

The MoU covers the following areas of cooperation:-

 

Capacity building and short term training of human resources in health;i.
Exchange & training of medical doctors, officials, other health professionals
andexperts;

ii.

Assistance in development of human resources and setting up of health care
facilities;

iii.

Any other area of cooperation as may be mutually decided upon.iv.
 

A Working Group will be set up to further elaborate the details of cooperation and to
oversee the implementation.

****

AKT/VBA
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Cabinet approves signing of MoU between India and Jordan on Cooperation in Health Sector
Cabinet

Cabinet approves signing of MoU between India and Jordan
on Cooperation in Health Sector

Posted On: 28 FEB 2018 6:27PM by PIB Delhi

      The Union Cabinet chaired by the Prime Minister Shri Narendra Modi has approved
the proposal for signing of a Memorandum of Understanding (MoU) between India and
Jordan on cooperation in the field of Health & Medical Science.

 

      The MoU covers the following areas of cooperation:

 

        (i)                    Universal Health Coverage (UHC);

        (ii)          Health System Governance;

        (iii)         Services and Information Technology in Health;

        (iv)         Health Research;

        (v)         National Health Statistics;

        (vi)         Health Finance and Health Economy;

        (vii)        Chronic Disease Control;

        (viii)       Tobacco Control;

        (ix)         Diagnosis, Treatment and Medication in Tuberculosis;

        (x)         Regulation of Pharmaceuticals and Medical Devices; and

(xi)         Any other area of cooperation as may be mutually decided

upon.

 

  A Working Group will be set up to further elaborate the details of cooperation and to
oversee the implementation of this Memorandum of Understanding (MoU).



crackIAS.com

crackIAS.com

 

****

AKT/VBA

(Release ID: 1522082) Visitor Counter : 429

Read this release in: Urdu , Urdu , Gujarati , Tamil

END

Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

www.pib.nic.in 2018-03-03

Cabinet approves signing of MoU between India and Jordan on Cooperation in the Field of
Manpower
Cabinet

Cabinet approves signing of MoU between India and Jordan
on Cooperation in the Field of Manpower

Posted On: 28 FEB 2018 6:26PM by PIB Delhi

      The Union Cabinet chaired by the Prime Minister Shri Narendra Modi has approved
the proposal for signing of a Memorandum of Understanding (MoU) between India and
Jordan on Cooperation in the Field of Manpower.

 

      The MoU aims at enhancing collaboration between the two sides in promoting best
practices in the administration of contractual employment, reflects the latest reforms in
recruitment processes and enhances the protection and welfare of Indian workers in
Jordan. Collaboration between the two sides in use of online portal for recruitment of
Indian manpower is expected to usher in greater transparency and curb malpractices in
the recruitment process.

 

      The MoU will be valid for a period of five years, incorporates provision of automatic
renewal and a monitoring mechanism through a Joint Technical Committee.

 

****
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(Release ID: 1522080) Visitor Counter : 369

Read this release in: Urdu , Gujarati , Tamil

END

Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



crackIAS.com
cr

ac
kIA

S.co
m

www.thehindu.com 2018-03-03

Halving the syllabus, squaring knowledge: the flaws in India's school syllabus

 

There’s a scene in the film Amadeus where Austrian Emperor Joseph II, looking to stall a
promotion for Wolfgang Mozart, commends him on the beautiful music he’d composed for a play.
The piece was “brilliant and strikingly original”, except that there were “too many notes” and
therefore needed to be cut, according to the emperor. “Which ones, your Majesty?” Mozart
demanded to know leaving the emperor fumbling. Hopefully Human Resource Development
Minister Prakash Javadekar will have planned out portions of the curriculum that need surgical
strikes when he implements his plan of “halving” the school syllabus and know precisely what
parts of the history, mathematics, science, Hindi syllabi need to be done away with.

The magic wand?

In a television interview last week, he claimed that the syllabus needed trimming as it had become
as weighty as that for an undergraduate arts or commerce degree, and it was leaving children with
no time for extra-curricular activities.

In the same interview, Mr. Javadekar said he’d bring back the system of “detention and
examinations” in lower classes that the previous United Progressive Alliance government had
done away with, under the impression that the sight of lighter school bags and an exam-free
childhood would miraculously output happier children (and the votes of their grateful parents).

That an information-overload is stunting our children’s all-round development draws rare
consensus among political parties. Even the judiciary seems to concur.

Delhi’s Education Minister, Manish Sisodia said in 2015 that schools’ syllabus for the 9th to
12th standards would be cut by a quarter and eschew “outdated material” and leave more time
for music, theatre and leisure. The Bombay High Court, last June, suggested that mathematics
be made an optional for 10th standard students as lots of students were failing them and those
in arts programmes didn’t need maths in their programmes.

The common thread in these palliatives is that an enormous work load is the cause of stress
among schoolchildren and halving the syllabus would translate into fewer hours of course work
and cramming. This fails to acknowledge that the culprit is a system that encourages mindless
cramming as the dominant indicator of ‘learning’.

Thus, Mr. Javadekar only seems to be the latest in the line of establishment figures signalling that
the government will not work towards fixing the blood-sport that examinations are, where the loss
or gain of a mark can mean children are forced into careers they have no inclination or aptitude
for, and at its worst drive young people to suicide.

There’s already research to show that academic anxiety, the attendant stress and the volume of
course load are disconnected. Some years ago 100 8th standard students in Chandigarh and
Mohali were asked to report their states of mind when studying, playing, watching television, etc
for a week. The researchers reported that while schoolwork induced “negative subjective states”,
those who spent more time in leisure activities noted feeling happier but also registered “higher
academic anxiety and lower scholastic achievement.” Worries about performance were thus never
far from the students’ minds, says the 2002 study (‘School Stress in India: Effects on time and
daily emotions’, International Journal of Behavioral Development).
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Given that the global economy is geared towards knowledge production, children’s syllabi are
unlikely to ever contract simply because new discoveries and the re-interpretation of old
knowledge continuously filter their way from research papers to graduate level dissertations to
undergraduate curricula and eventually school textbooks. Two decades ago, it was possible to
graduate from elite urban English-medium schools without knowing a programming language and
while Darwinian evolution has long been high-school stuff, man-made climate change is already
creeping into middle school examinations.

The checklist

So when policy-makers sit to decide on the portions of syllabi that need junking, where would they
begin? Logarithms? Because who needs a log-table to multiply big numbers, but then it’s the
concept of logarithms that helps conveniently illustrate a 10,000-year history of warming trends in
the globe. Or maybe they would chop out redundant historical bits of the events leading up to
India’s freedom movement? The recent controversy over the theory of evolution shows that
even at the highest level of government, there are influential people who haven’t quite understood
why biological evolution is a necessary part of making sense of the world.

In the meantime, with the entire ecosystem of exam-oriented guide books and coaching classes
that require entrance examinations just to get into them, we will continue to churn out a highly
educated workforce, which Apple co-founder Steve Wozniak recently described as extremely hard
working, ambitious and desirous of the “great life” but lacking in creativity.

In the age of the Web, the ability to memorise facts is a vestigial skill. However, given that
knowledge is so much more contested and multi-faceted, it stands to reason that school students
need to be trained to apply facts to real-world problems and be evaluated in their abilities to
critique, seek out information and produce knowledge of their own. This requires educators to re-
imagine testing — everywhere, from kindergarten to management and encourage new Mozarts
who’re confident of their creativity.

jacob.koshy@thehindu.co.in
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Extreme TB: No licence to heal

On September 19, 2017, a panel chaired by Dr. Soumya Swaminathan, then Director-General of
the Indian Council of Medical Research and currently the Deputy Director-General of the World
Health Organisation (WHO) recommended, among other steps, that the Health Ministry consider
issuing a compulsory licence (CL) for the two TB drugs.

Dr. Swaminathan said recently that India should consider the CL option for the two drugs, if the
country runs out of options. “We need better access to new TB drugs. We need to think of some
feasible strategies,” she said. “One particular strategy would be to think about compulsory
licensingWe have enough companies in India that can manufacture and market these drugs and
cost can be brought down, and at the same time, the innovator company will get their royalties,”
she said.

A CL can be issued by the government under the World Trade Organization’s trade-related
intellectual property regime, in case of ‘extreme urgency’ and ‘national emergency,’ without waiting
for voluntary licensing.

Union Health Ministry sources said it had requested Janssen and Otsuka, to grant Voluntary
Licenses.

A VL would allow them to pay a royalty to the innovators and manufacture affordable generic
versions. The Hindu found that both companies turned down the Health Ministry’s request. While
Janssen said it will increase its donations, Otsuka did not respond to a query. Otsuka has
appointed Mylan India, subsidiary of a US pharma company, as a distributor (not manufacturer).

A Janssen spokesperson said, Bedaquiline is manufactured in India and exported. This has upset
domestic TB patients, who would have face rationing or uncertainty after donations are phased out
in 2019. “Only 1,000 Indians have access to this medicine. What will they do after the donations
run out,” asks Ketholelie Angami, an activist.

Active transmission

An estimated 1,300 Indians die due to TB everyday. India is home to the largest number of TB
patients, at 2.8 million. Around 1,30,000 have become resistant to medicines.

The Health Ministry has made little progress on Dr. Swaminathan’s recommendations. The
compulsory licensing committee has not met since 2014 and senior Ministry officials said they
would not consider a CL due to pressure from the US government. The Joint Secretary, Health
Ministry, Sudhir Kumar, said the government was unable to issue a CL because “no company has
come forward to apply for compulsory licence for the drugs before the competent authority.”

India used the CL option first in 2012, and the Supreme Court upheld manufacturer Natco’s move
to make a generic version of Bayer’s cancer drug Nexavar. The move cut the price by 97%, from
Rs. 2.8 lakh to Rs. 8,800. D.G. Shah, Secretary-General, Indian Pharmaceutical Alliance, said no
generics company wanted to apply for a CL after the “harassment” that Natco faced since it sought
a CL.

Health Ministry sources said Bedaquiline could cost $900 for a 6-month course and Delaminid,
$1,700.

END
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Rethinking public health

Curative medicine or health care for medical conditions where a cure is considered achievable
involves therapeutics, surgery and rehabilitation. Disease treatment is individual-centric, which
involves an interaction between care-givers and patients. Hospitals and clinics are designed for
the time-and-cost efficiency of care-givers and not for the convenience of patients. What then is
health care?

Those who believe that diseases are caused by forces beyond human control can only react to
disease by seeking treatment. Ayurveda and scientific medicine say that illnesses either have
causes that pertain to behaviours (lifestyle) or are due to intrusions from the environment.

Knowledge about the origins of diseases can help prevent many of them, thus protecting health
both in individuals and among people at large. Health in this way can be managed by preventing
what we can and treating what we can’t. Therefore, managing health at an individual level is health
care and at the community level, public health.

For the individual

Health care includes health protection and disease prevention in advance and disease treatment
after falling ill. Health care, like disease treatment, is individual-centric. Here, regular checks to
detect early signs of aberration are essential and ought to be conducted routinely through
antenatal care and immunisation. For adults, check-ups are needed to screen for diabetes,
hypertension, breast and uterine cervix cancers. Early detection and interventions can protect
health and save lives.

In this light, a proposal by the NITI Aayog, to transform rural health sub-centres into ‘wellness
clinics’ and take health care to rural people is a great idea.

Health management

Community-level disease prevention and health protection, however, is a different ballgame.
Interrupting transmission channels of disease-causing microbes is the most widely-used disease-
prevention intervention by public health authorities. In this way, environmentally-transmitted
infectious diseases are prevented en masse. For instance, iodised common salt prevents thyroid
disease and consequent mental retardation in vulnerable women and children. Public health
interventions are without interpersonal transactions and thus, not individual-centric.

Public health is a term used for both the organisation or agency and its functions to prevent
diseases, and to promote/protect the health of people. Health care is triggered by an individual’s
initiative in seeking care in the public or private sectors whereas public health is initiated by the
government, with everyone being duty-bound to cooperate.

India does not have a ministry of public health or even a full-fledged division of public health in the
health ministry. Patients seek only curative medicine, which suits the interests of medical
professionals. Public health interventions are both environment- and population-centric; fields out
of bounds for medical professionals whose clients are in clinics/hospitals. In covering up this
systemic deficiency, a myth is perpetuated that public health is curative medicine through the
public sector.

The National Health Protection Scheme (NHPS) — called the world’s largest health-care
programme — offers medical insurance to eligible families for financing curative medicine. It
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cannot address health protection and disease prevention. Conflating funding of disease treatment
with health protection shows the government’s lack of clarity on the principles of health
management.

‘More’ for ‘less’

What India needs urgently is preventing disease through public health. This includes addressing
brucellosis, cancers due to viral infections, chickenpox, chikungunya, cholera, dengue, dysentery,
influenza, leptospirosis, malaria, measles, rubella, scrub typhus, tuberculosis, typhoid fever, viral
encephalitis, viral hepatitis, etc. The more we prevent, the less we will need to treat. Public health
will “unclutter” clinics and hospitals, improve quality and efficiency of curative medicine, reduce
household expenditure for treatments, improve productivity and promote economic development.

The wolf of lifestyle diseases is already at the door and without public health infrastructure it
cannot be driven away. A country that cannot control tuberculosis and typhoid cannot control
diabetes and hypertension.

The government must translate its good intentions to promote health into a true NHPS by
establishing a health protection agency, which is another name for public health infrastructure.

Dr. T. Jacob John is retired Professor of Clinical Virology, Christian Medical College, Vellore
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Indians are shorter, and that’s a problem

We take pride in India’s economic growth. Our social development indicators, however, especially
in health, fall far behind. This is an issue of both rights and development. No major country has
achieved economic take-off without addressing health and education. In all this, a vital but
neglected issue is stunting, a manifestation of malnutrition. This article examines this issue.

Malnutrition affects a child’s cognitive development and physical growth. Her system devotes its
limited energy to functioning of essential organs, leaving little for growth, social interaction and
learning. The World Bank estimates that a 1% national shortfall in height can translate into a 1.4%
loss in economic productivity. McGregor and Cheung of the International Child Development
Steering Group found stunted children earn 20% less as adults.

Malnutrition is variously measured. “Underweight” means low weight for age. Stunting is low height
for age. “Wasting”, their composite measure, is low weight for height. Underweight is
straightforward and commonly used. Low birth weight is more common among South Asian
children than their global peers (28% versus 16%). However, with exclusive breastfeeding for the
first six months, right complementary feeding till two and consistently adequate diets thereafter,
weight can be restored.

The challenge with stunting is that it is difficult to reverse. As many as 46.8 million—29% of the
world’s stunted children under the age of five—live in India. A low birth-length baby fed properly
can gain some height. A child too short at age one can also, but it is practically impossible to
reverse after age two. Therefore, prevention of stunting is key. The problem has remained invisible
partly because, practically, height is difficult to measure in the field for large numbers of children.

Stunting is caused by a combination of factors—nutrition (mother and child), sanitation and other
environmental factors. A gene mutation possibly causing stunted growth has also been identified
by Eric Vilain of UCLA. Given this mix, some experts feel that only broader economic development
can address stunting.

But poorer countries, not prominent at world economic forums, do better than India. Consider
Bangladesh: it has emerged as a major success story in combating stunting. In 1992, Bangladesh
had an under-five stunting percentage of 74.5% versus India’s 57.1%. By 2014, their rate of
stunting was lower—36.4% compared to India’s 38.7%. This nation has performed strongly on
nutrition-sensitive growth through pro-people investments in women’s empowerment, education,
health access and nutrition. Peru is not an economic powerhouse but it dramatically reduced
stunting from 37.2% in 1990 to 14.6% in 2014. That country turned the corner when they moved
beyond traditional feeding-based interventions to broader inter-sectoral interventions across
nutrition, food security, water, sanitation and health. On the other hand China, a frequent
benchmark for fast economic growth, reduced stunting from 38% in 1992 to 9.4% in 2010. India
has reduced stunting, but slowly. (Source: The World Health Organization)

Under-five stunting in India’s wealthiest quintile is as high as 26.7% according to the Rapid Survey
of Children, 2013-14. In this case, resource availability wasn’t the issue. Dietary diversity and
quality were. These examples suggest that economic development is a necessary but insufficient
condition to counter stunting. What is crucial is that development must be woman and child
friendly and sustained over generations.

There is no one simple solution. The nation has the tools for success—programs like the National
Health Mission, the new National Nutrition Mission (NNM) and the Swachh Bharat Mission. These
are certainly woman and child friendly in stated intent. The NNM aims to reduce under-five
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stunting by 2% per annum and ultimately decrease prevalence to 25% by 2022.

The problem, however, is not lack of policy or programs, but in India’s public health
implementation. Doing must match grand declarations of intent. If frontline workers can work with
good data, program design is informed by ground realities, communities are better informed and
empowered and facilities are adequate, entrenched issues like stunting can be tackled.

As this column has been emphasizing, implementation at the grassroots is key.

Ashok Alexander is founder-director of Antara Foundation. His Twitter handle is
@alexander_ashok.
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WHO launches plan for cheaper TB drugs

India has nearly 1.3 lakh DR-TB patients.  

The World Health Organization (WHO), on Tuesday, invited pharmaceutical companies around the
world to submit proposals to manufacture affordable versions of newer medicines for treatment of
drug resistant tuberculosis.

A WHO spokesman said the aim was to replicate the success of addressing the HIV epidemic.
Competition among Indian drug producers had then brought down the price of HIV medicines by
99% from $15,000 per patient per year to less than a dollar a day.

WHO has now requested drug makers to submit an Expression of Interest (EoI) for Bedaquiline
and Delaminid, two new-generation drugs, recommended for drug resistant-TB. Under WHO
norms, drugs submitted upon such requests and complying with its standards are included in a list
for procurement by the UN and other organisations.

India has nearly 1.3 lakh DR-TB patients, the most in the world, but the Health Ministry gets only
10,000 doses of Bedaquiline and 400 doses of Delaminid. The medicines are obtained as
donations from Janssen (US) and Otsuka Pharmaceuticals (Japan), the respective manufacturers.

“One of the aims of pre qualification is to ensure that a greater number of manufacturers are
supplying quality medicines, which, in turn, means a more competitive market and more affordable
prices. We have seen this with HIV, where the pre-qualification of many predominantly Indian
manufactured products brought the price down of many anti-retrovirals. Inclusion within the scope
of PQ has also incentivised the development of fixed dose combinations, which have yielded much
better results for patients,” said Daniela Bagozzi, communication manager, WHO.

In the case of HIV, one company, Cipla, came up with a ‘AIDS cocktail’ combination of Stavudine,
Lamivudine and Nevirapine, enabling effective treatment.

Cheaper drugs to treat HIV became possible at the time as the Indian Patents Act did not provide
for product patents on pharmaceutical products, until required by the Trade Related Intellectual
Property Rights (TRIPS) framework of the World Trade Organization (WTO). India became TRIPS
compliant with pharma product patents in 2005.

Open to generics

“The whole world looks to India to provide access to affordable drugs because of our capabilities.
With WHO’s backing, we will be able to accelerate introduction of generics,” said D.G. Shah,
secretary general, Indian Pharmaceutical Alliance (IPA).

Inclusion of the two new drugs, Bedaquiline and Delaminid, in the pre-qualification call is being
interpreted by aid agency Médecins Sans Frontières (MSF) as WHO’s backing for generics.

Christophe Perrin, pharmacist at MSF, said, “It is clear from the EoI that WHO considers the two
drugs key compounds to address challenges of drug-resistant TB. It also means that they want to
encourage generic competition to start finding ways to make these medicines available in
countries where they are not yet registered. The EoI allows generics manufacturers interested in
producing these two drugs, and currently facing technical challenges, to address their questions to
WHO’s pre-qualification team.”
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Arun Kumar Jha, Economic Advisor, Union Health Ministry, said, “We are not wasting a single
moment in ensuring affordable versions of these medicines are scaled up.”

Indian alliance sees brighter prospects of generics makers taking up Bedaquiline and
Delaminid after WHO’s call
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Is the National Health Protection Scheme good public policy?

India recently announced an ambitious plan called the National Health Protection Scheme (NHPS)
to provide government-sponsored insurance to roughly 500 million people or nearly 40% of India’s
population. Since the announcement, there has been much debate about two issues. First, does
this plan make sense? Second, if it is a good idea, what should the design of NHPS look like? In
this op-ed we use insights from our prior studies and those of other experts to inform the debate
on both of these questions.

So, is the NHPS a good idea? Definitely yes. There are several reasons. First, India under-invests
in the healthcare of its citizens and this is affecting the health and financial well-being of Indians.
Out-of-pocket payments for healthcare services are very high in our country (about 70%,
according to the National Sample Survey Office, 2014), which causes impoverishment to nearly
7% of our population. Health-financing policy directly affects the financial protection of people
when direct payments that are made to obtain health services do not threaten their living
standards. So the NHPS should be considered a significant move towards universal health
coverage.

Second, while not all insurance programmes are successful, there is sufficient evidence that if
implemented well, insurance can save lives and improve financial well-being. For example, one
study conducted a rigorous evaluation of the government health insurance scheme in Karnataka
called Vajpayee Arogyashree Scheme (VAS). In February 2010, the state government offered
VAS to below poverty line (BPL) residents only in the northern part of the state, the scheme was
later implemented statewide. Researchers took advantage of the arbitrary boundary in early
implementation of coverage to compare outcomes in neighboring villages on either side of the line.
In particular, they conducted surveys and compared outcomes in neighbouring villages on either
side of the boundary drawn between the communities chosen for early versus late implementation.
Since the eligibility boundary is arbitrary, early and late implementation villages located just above
or below the eligibility threshold are likely to be similar and differences in outcomes across these
villages are likely due to differential access to VAS. The study found that VAS lowered mortality for
covered conditions for BPL families and erased rich-poor disparities in mortality rates. Most of this
reduction was due to fewer deaths from cancer and cardiac conditions, which account for the bulk
of VAS claims. They found that people covered by insurance were more likely to seek healthcare
for their health issues and symptoms (such as chest pain), had better access to tertiary care
hospitals, and had better post-operative outcomes likely due to seeking care at higher quality
hospitals. They also found that insurance lowered out-of-pocket medical costs and lowered the
chances of having catastrophic expenditures that are likely to push people into poverty.

Third, existing evidence shows that providing insurance to the poor not only saves lives but is also
“cost-effective”. That is, it provides good value for money as the benefits of insurance far outweigh
the costs. However, cost-effective health coverage must cover primary care. This is where the
second feature of Ayushman Bharat Programme—creation of 150,000 wellness centres across the
country—is a very significant and welcome announcement. Sub-centres (and primary health
centres) are the first line of contact of citizens to the public health system in India. Strong primary
care is fundamental to keeping overall access to healthcare equitable and affordable in the
country. Our biggest constraint to making this happen is not shortage of capital or infrastructure,
but an acute shortage of human resources. Most public healthcare facilities (primary, secondary
and tertiary) have significant shortage of doctors, nurses and other health workers, often higher
than 50%.

Now that we have established that NHPS is likely a step in the right direction, how do we ensure
that the programme is a success? The devil is in the detail: we need to pay attention to both the
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design of NHPS and its implementation. We offer some guiding principles.

Make insurance easy to use

Insurance that is difficult to use will not be used. Therefore, we need to streamline both the
enrollment process and access to care once enrolled. The number of forms people face to enrol in
NHPS must be minimized. Aadhaar makes it easy to verify eligibility and enrol. Maybe all you
need is Aadhaar and no other forms or hassles to enrol. For this, Aadhaar should be made readily
available to demographics where it does not exist. This would require continuous and active
collaboration between ministry of health and family welfare and Unique Identification Authority of
India (UIDAI). In the case of children, the UIDAI authorities should take a more proactive approach
and increase their coverage—as of today, data shows that of all the Aadhaar numbers issued so
far, less than 5% are for those under five years of age, which is a gross undercounting of children.

Once enrolled, access to care should be provided where people live. This is a challenge in rural
India but can be addressed with innovative models. For example, In Karnataka, health camps
organized by super specialty hospitals were successful in improving access to care. Hospitals in
Bengaluru would send cardiologists and other specialist to camps in villages. Patients identified as
needing additional care were offered free transportation for patient and companion in Bengaluru.
Other models are also being piloted, such as telemedicine in Uttar Pradesh where patients at
primary health centre are connected to specialist doctors in Andhra Pradesh for virtual OPD care.

Target low-income populations

A programme financed by public money needs to conserve resources. Therefore, we should
provide government sponsored insurance only to those who cannot afford insurance on their own.
Existing coverage data shows that while private health insurance is largely concentrated among
the urban richest quintile in India, public health insurance is more equitable, covering bottom
quintiles of urban and rural population of the country. “Mission creep” or mis-targeting, however, is
a significant threat as we witnessed in the case of Aarogyasri, where nearly 80% of Andhra
Pradesh‘s population reported having coverage while the scheme was exclusively aimed at
population below poverty line. This is why the Aadhaar platform becomes fundamental to
enrolment to the NHPS. Also evidence from prior studies suggests that insurance has much larger
effects on health and financial well-being for the poor compared to the rich. In addition to targeting
the poor, insurance should target health conditions where disease burden is high and effective
interventions are available but underused.

Contract with private hospitals and clinics

Nearly 75% of out-patient department care and 55% of in-patient department care in India is
exclusively from the private sector. Therefore, private hospitals and clinics provide care to a large
fraction of the population and they need to be part of NHPS. Yes, private hospitals will try to
exploit NHPS. But the solution is not to exclude them but to monitor them and create the right
incentives for them. There are several options. First, not all hospitals should be eligible for NHPS.
Only hospitals that meet certain quality standards should be allowed to serve NHPS beneficiaries.
Quality should be measured not only by the infrastructure available at the hospital but also by
actual patient outcomes achieved. Second, NHPS should institute prior authorization for expensive
medical procedures and surgeries. NHPS doctors should review the medical records of NHPS
beneficiaries to make sure that the surgery in medically warranted and meets evidence-based
guidelines. Third, NHPS should reimburse hospitals using “bundled payment” so that the hospital
receives a fixed amount per episode of care that covers all services provided by the hospital. This
lowers incentives for the hospital to provide care just to make more money. The bundled payment
can also be tied to quality metrics, creating further incentives to improve quality of care.
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Use data to learn and evolve

The NHPS will have access to health information of 500 million people. This is an unprecedented
amount of data and if curated well, it can have far-reaching applications. It can be used for
comparative effectiveness research or understanding which treatments work in the real world
rather than just in clinical trials. Treatments and interventions can be highly contextualized to local
conditions. It can be used to advance personalized or precision medicine. That is, tailoring
treatment based on individual genetic or other characteristics. It can be used to improve the health
system and understand how different delivery and financing designs affect care outcomes and
costs. It can be used to improve transparency by providing information on quality of care provided
by different hospitals or clinics in India.

Tracking the NHPS will be extremely important to set priorities and shape future health policies in
India. In a large and diversified country, health needs differ from state to state, and, within a state,
can vary greatly from one district to another. Good disaggregated measures of health outcomes
will become the basis of framing and assessing future health policy. In spite of the best efforts of
previous governments, there is little or no evidence on whether past health policies have had the
intended effects. There is little political pressure on elected representatives to address health
issues, largely abetted by lack of good local health data. Of course, this disproportionately affects
the weaker and vulnerable sections of society – women and children – far more. A well run NHPS
has the potential to become the cornerstone of India’s healthcare needs for several future
generations.

Shamika Ravi and Neeraj Sood are, respectively, research director of Brookings India and a
member of the prime minister’s economic advisory council; and a professor of public policy at the
Sol Price School of Public Policy and Schaeffer Center for Health Policy & Economics, University
of Southern California.

Comments are welcome at views@livemint.com
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PM addresses inaugural session of “END TB” Summit
Prime Minister's Office

PM addresses inaugural session of “END TB” Summit

Posted On: 13 MAR 2018 1:10PM by PIB Delhi

The Prime Minister, Shri Narendra Modi, today addressed the inaugural session of the “END TB”
summit in New Delhi.

He expressed confidence that the Delhi End TB Summit would be a landmark event towards the
complete elimination of TB. He said every step taken towards the eradication of this disease, is
also linked to the betterment of the lives of the poor.

The Prime Minister announced that India has set a target for complete elimination of TB by 2025,
as against the global target date of 2030. He said the Government is working comprehensively
towards this goal. He said State Governments have a key role to play in this regard, and he has
personally written to all Chief Ministers to join in this campaign.

The Prime Minister said frontline TB physicians and workers are a crucial part of the drive to
eliminate TB. He said those patients who overcome this disease also inspire others.

The Prime Minister gave examples of Mission Indradhanush and Swachh Bharat, to show how the
Union Government is speeding up progress towards desired targets.

 

*****
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Unhealthy Binaries

As India moves towards creating structures for universal healthcare with the National Health
Protection Scheme, we need to get rid of some bugaboos that have kept important providers of
healthcare out of the purview of public good in India. The first, most deep-rooted misleading belief,
is that private practitioners are less suited to deliver healthcare services than public healthcare
professionals. This is based on the baseless presumption that private practitioners are committed
to profit while government doctors exist to serve the public. The second is that health outcomes of
patients are immaterial, that there is no need to track patients or maintain records, spending more
money on healthcare is enough. Consequently, it is believed that all that is needed is ideological
goodness and commitment. That there is no need to create institutional systems to either rope in
private practitioners into the public health system or to keep track of patient outcomes anywhere.

One result that we see is in the barrage of criticism that is designed to create fears that the
National Health Protection Scheme (NHPS) will promote corporate hospitals and put healthcare
out of reach of the people. Whether it does or not will depend on the institutional systems that are
put in place to regulate the NHPS.

An institutional infrastructure that tracks health outcomes is not difficult to set up. All that tracking
health status really means is that patient outcomes like disease, death, infection and so on, be
regularly ascertained, reported and monitored. In some countries, it is routine to set up such
reporting systems. They even set up disease-specific registers in which a variety of hospitals and
physicians participate. In India, till date, there has been no institutional framework fixing such key
indicators, nor is there any general rule mandating that these should be reported regularly,
whether in the public or private sector. Since India already had enough IT professionals for setting
up such systems, we conclude that the need to track patient status is not given the importance it
deserves.

Doctors, like all professionals, whether in the public or private sector, respond to institutional
signals. If there is an institutional requirement to report patient-related indicators by the
government, that in turn would pressurise the managements of private institutions to set up
systems for tracking health status. Currently, this is not the case. In the absence of system-wide
requirements, it is merely ideology and individual conscience that determines the quality of care
available to patients. Systems that are driven only by ideology and individual conscience can
hardly perform optimally.

It is counterproductive to insist that private practitioners should not be an integral part of the
overall government effort to provide good healthcare to people. Such an insistence makes the
notion of maintaining disease-specific countrywide registers in which individual doctors and
hospitals participate almost impossible.

The fact remains that a truly universal healthcare system is driven by protocols that care for the
patient and integrate all practitioners. Once such a system is put in place along with regular
reporting, the distinction between private and public becomes meaningless.

Today, it is even more simple to operationalise patient tracking. This is merely a matter of setting
up a simple user-friendly software application. This could be used to record patient data on a few
key parameters. Many state governments like Maharashtra, Andhra Pradesh and Tamil Nadu use
such software applications for secondary and tertiary care programmes. These applications could
be modified for patient tracking.

To successfully put care and quality back into healthcare, it is important to set up this kind of
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system to track the health status of patients. Whether we spend one rupee or one thousand
rupees, whether we use public healthcare professionals or private practitioners, will matter far
less. Tracking health status will. The effectiveness of resource use has little to do with the size of
resources made available.
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The cost of education

Regulating school fees is one of the most significant legal and political challenges policymakers in
India face. The issue of fee regulation finds itself at the intersection of constitutionally protected
freedoms enjoyed by private schools and the need for making quality education affordable and
accessible. Over the years, the issue of skyrocketing tuition fees has confronted parents. Adding
to their burden is the annual and steep hike in tuition fees along with additional costs such as fees
for transport, extra-curricular activities and sports. Every academic year sees the media reporting
instances of unhappy parents expressing their anger against what they perceive to be unjust
hikes. The managements of such schools claim that these hikes are reasonable and justified as
the costs of maintaining a fully functional private school with quality teaching and world-class
infrastructure are quite steep. In this context, balancing the autonomy of private schools and their
public welfare function becomes a contentious issue.

So can private schools arbitrarily hike fees? In T.M.A. Pai Foundation v. State of Karnataka
(2002), the Supreme Court held that regulatory measures imposed on unaided private educational
institutions must, in general, ensure the maintenance of proper academic standards, atmosphere
and infrastructure and the prevention of mal-administration by the school management.
Subsequently, in Islamic Academy of Education and Anr. v. State of Karnataka and Ors (2003), a
Constitution Bench of the Supreme Court held that these institutions have the autonomy to
generate “surplus” which must be used for their betterment and growth. While private schools are
‘entitled to a reasonable surplus for development of education and expansion of the institution,
there has to be a balance between autonomy of such institutions and the measures taken to
prevent commercialisation of education’. However, there is not much clarity on what the terms
“surplus”, “reasonable surplus” or “commercialisation of education” entail.

Weak laws

In order to prevent private schools from charging unreasonably high fees and to prevent misuse of
funds, several State governments have either enacted fee regulation laws or are in the process of
framing them. States such as Tamil Nadu follow the fee fixation model whereby a government
committee is empowered to verify and approve fee structures proposed by private schools.
Karnataka is for a formula that caps fees for schools by way of framing rules under its school
education legislation. Maharashtra has a weakly enforced legislation to regulate fees and has
multiple government bodies to approve school fees. Recently, the Maharashtra government’s
decision to cap proposed fee hikes at 15% was widely criticised by schools. A recent order of the
Gujarat High Court upholding the validity of the Gujarat Self Financed Schools (Regulation of
Fees) Act, 2017 is now being reconsidered by the Supreme Court. The Court has directed the
Government to not take any coercive steps against schools in the interim period.

As of now, these models are affected by the challenges of weak implementation, a lack of capacity
and constant legal challenges posed by private school associations. There is a larger irritant which
is entrenched in the way private schools operate. In 2010, the Comptroller and Auditor General
slammed 25 well-known private schools in Delhi for arbitrary fee hikes. According to the report,
money was being collected from parents under false heads, while at the same time, teachers were
being underpaid, and accounts misrepresented. Existing legislative efforts have made an
incomplete assessment of the deeper problems with financial management and accounting
practices adopted by private schools.

 

Accounting standards
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The new wave of fee regulation laws being debated and enforced in States has the potential to
address the problems Indian parents face. However, there is still a lack of jurisprudential clarity on
what private schools can or cannot do, how much “surplus” they can make, or what
“commercialisation” actually means. In order to make these laws more effective, the solution would
be to address the disease of financial mismanagement and misreporting, and not the symptoms.
In Modern School v. Union of India (2004), the Supreme Court recommended accounting
standards for private schools. Further, measures such as regular government supervised audits,
generating capacity in State-level Departments of Education, regular inspections, and stricter
sanctions for fraudulent reporting could be considered. Legislative and executive efforts must
weigh in on all of the above.

Akriti Gaur is a Research Fellow with the Vidhi Centre for Legal Policy, New Delhi

Do secularist parties deal better with religious violence?
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School dropout rate among Muslim girls down from 70% to about 40%, want to make it 0%:
Minority Affairs Minister
Ministry of Minority Affairs

School dropout rate among Muslim girls down from 70% to
about 40%, want to make it 0%: Minority Affairs Minister

Focus of the Ministry this year will be on better education
and employment-oriented skill development of girls: Minority
Affairs Minister

Record increase of Rs. 505 crore in the Budget of Ministry of
Minority Affairs proves that inclusive growth is the priority of
Government led by PM Shri Narendra Modi: Shri Mukhtar
Abbas Naqvi

Posted On: 10 MAR 2018 3:21PM by PIB Mumbai

The Union Minister for Minority Affairs, Shri Mukhtar Abbas Naqvi has said that education is the
golden key to guarantee of constitutional and social security of girls; he said that we should take it
as a mission to make education our first priority.

 

Addressing “Taleem-o-Tarbiyat” programme at Anjuman-a-Islam Girls High School at Bandra,
Mumbai, Shri Naqvi said that education is a very strong tool for development and that the
Government of India, led by PM Shri Narendra Modi, has been working towards educational
empowerment of minorities, especially girls, on priority basis.

 

Shri Naqvi said that due to efforts of the Government of India, the school dropout rate among
Muslim girls, which was earlier more than 70 per cent, has now been reduced to about 40 per
cent. He said that the goal of the Government is to bring it down to zero per cent.

 

The Minister said that the focus of the Ministry of Minority Affairs this year will be on better
education and employment-oriented skill development of girls. He said that the Central
Government will provide financial assistance to those institutes being established and being run on
Waqf properties and are engaged in educational activities, especially educational empowerment of
girls. The Central Government will award those “Mutawallis” who perform well in management of
Waqf properties to ensure utilization of these properties for betterment of the society, especially
educational empowerment of girls.
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Shri Naqvi said that the record increase of Rs. 505 crore in the Budget of Ministry of Minority
Affairs for the year 2018-19 proves that inclusive growth is the priority of the Government led by
Prime Minister Shri Narendra Modi. Last year, the ministry's budget was Rs. 4,195 crore, which
has now been increased to Rs 4,700 crore. The Minister said that this increase will be helpful in
socio-economic-educational empowerment of minorities, especially in effective implementation of
programmes aimed at educational development of girls.

 

Shri Naqvi said that during the last 3 years, about 2.42 crore students belonging to minority
communities have been provided various scholarships. This year, more than 1.5 crore students
have applied for pre-matric, post-matric, merit-cum-means and various other scholarships given by
the Ministry of Minority Affairs. More than 3 lakh applications have been received for “Begum
Hazrat Mahal Girls Scholarship”. He said that in the last six months, thousands of educational
institutions of all Minority communities including Madrasas have been included in the mainstream
education system by connecting them with 3Ts - Teacher, Tiffin, and Toilet. Besides, girls are also
getting benefits from job-oriented skill development schemes such as “Nai Roshni”, “Seekho aur
Kamao”, “Nai Manzil” and “Garib Nawaz Kaushal Vikas Yojana”. 

 

Shri Naqvi said that "Hunar Haat", "Seekho aur Kamao”, "Nai Manzil”, "Gharib Nawaz Skill
Development Scheme” and "Nai Roshni” have proved to be important steps towards skill
development of minorities.  The Minister said that in last 3-plus years, these schemes have
succeeded in providing employment and employment opportunities to more than 8.5 lakh people
belonging to minority communities.

 

Shri Naqvi also inaugurated drinking water and toilet facilities at Anjuman-a-Islam Girls High
School on the occasion.

 

***
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The long fight against TB

Science borrows words from common parlance and assigns quantifiable meanings. For example,
“significance” in biostatistics, measured by ‘p’ value, clarifies if a study result is reliable or mere
chance finding. “Incidence” in epidemiology is a rate: new cases per unit population, per unit time.
The incidence rate of tuberculosis (TB) in India is estimated at 200-300 cases per 100,000
population per year. As a comparison, in western Europe it is five per 100,000 per year.

“Control” in public health is “deliberate reduction of incidence to a desired and defined level by
specific interventions”. Without monitoring incidence and defining the desired target, the Revised
National TB Control Programme (RNTCP) is not a valid control programme, but a great
humanitarian programme of free diagnosis and treatment.

India’s estimated annual TB burden is 28 lakh, 27% of the global total; our population is only 18%.
Every day 1,200 Indians die of TB — 10 every three minutes. The tragedy 1,200 families face
every day is beyond imagination. No other disease or calamity has such Himalayan magnitude.
Had control efforts registered even pass grade, we would not have become the TB capital of the
world.

Infection with TB bacilli is the necessary cause of TB, a disease that mimics other diseases,
confusing doctors and delaying diagnosis. Cough and blood in sputum occur only in lung TB. For
example, a young man developed headache and began making silly mistakes in arithmetic. He
had brain TB and treatment cured him. Pelvic TB is the commonest cause of female infertility in
India. TB can affect the lungs, brain, bones, joints, the liver, intestines or for that matter any organ
and can progress slowly or kill in weeks.

In designing TB control three processes must be understood: infection, progression, transmission.
Infection occurs when TB bacilli are inhaled. Bacilli may stay in the lungs or travel to other organs.
Infection is lifelong, with bacilli lying dormant. This phase is “latent TB”, diagnosed by a tuberculin
skin test (TST). The “annual rate of TB infection” (ARTI) is about 1%. Cumulatively, 40% to 70% of
us are living with latent TB. From this reservoir pool, a few progress to TB disease, one by one, 5-
30 years, average 20 years, later.

Progression occurs when bacilli become active, multiply and cause pathology; now we have
“active TB”. Only when active TB affects the lungs do bacilli find an exit route to the atmosphere,
necessary for transmission.

All of us, the public, health-care professionals, Health Ministry policy planners and implementers,
must form a united battlefront. Beginning with schools, public education on TB and its prevention
must replace ignorance and misconceptions.

Transmission and infection are ends of a tunnel. If no one spits in public places and if everyone
practises cough and sneeze etiquette (covering one’s mouth and nose when coughing or
sneezing), the TB affected will also fall in line.

A person with lung TB disseminates TB bacilli over several weeks. By the time treatment stops
dissemination, unfortunately, all his close contacts would have been already infected. This is why
TB treatment has not brought down the TB burden.

To block transmission, treatment should begin as soon as a symptom shows up. RNTCP
guidelines — for testing only after two weeks of cough — result in the loss of precious lead time.
Some 70% of people seek health care in the private sector. As cough is a very common symptom
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of many diseases, doctors don’t think of TB until other treatments fail. Frustrated patients also
shop around until someone thinks of TB; bingo, the sputum test is positive. While treatment is the
patient’s urgent need, it will not control TB. It is like shutting the stable door after the horse has
bolted.

Partnership with the private sector is essential for early diagnosis of TB. Delay in diagnosis, for
which we are notorious, is a fallout of the lack of efficient primary health care. Universal primary
health care, a basic human right, and a diagnostic algorithm for early diagnosis are essential for
TB control. Every country that has reduced TB incidence practises universal health care.

How can progression be retarded? The biomedical method is drug treatment of latent TB. Experts
recommend an age window of 5-10 years when all children must be screened with TST; those with
latent TB must be treated to prevent progression. The spin-off is in getting annual data on ARTI to
track the trajectory of decline. A yearly 5% reduction of ARTI is achievable. In 20 years we can be
on a par with western Europe in terms of infection incidence. Active TB will also decline, but more
slowly.

To outsmart TB bacilli, we must intercept infection, progression and transmission. While TB bacilli
are efficient in all three, our weapons against them are blunt. Our only chance of victory is by the
concerted use of all interventions — biomedical and socio-behavioural. There is no glamour in this
long-drawn-out battle.

Any further delay may convert a controllable disease into an uncontrollable one, because of
increasing frequency of resistance to drugs against TB.

T. Jacob John is retired professor of Clinical Virology, Christian Medical College, Vellore. Shobha
Varthaman is a volunteer with Doctors without Borders and Operation Smile

The India-Japan economic relationship remains underwhelming in relation to strategic ties
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Nutrition Rehabilitation Centres
Ministry of Health and Family Welfare

Nutrition Rehabilitation Centres

Posted On: 16 MAR 2018 3:25PM by PIB Delhi

The performance of Nutrition Rehabilitation Centres (NRCs) is regularly reviewed through
Quarterly progress reports (QPRs) shared by States and UTs in meetings.

Presently there are 1151 NRCs across the country with 12,314 beds. In year 2016-17, total 1.88
lakhs children were admitted to these NRCs. The average bed occupancy rate was 64% and cure
rate was 58% nationally.

 There are no reports of shortage of funds or commodities in NRCs and therefore no specific
survey has been conducted.

To improve functionality of the NRCs, field visits are undertaken to provide supportive supervision
during different programme monitoring visits and feedbacks provided to the NRC staff as well as
State Child Health Programme Officers for taking appropriate actions for the issues identified.

During annual Child Health Review Meeting for the State Child Health Programme Officers, being
held at national level, performance review findings are shared with them along with
recommendations to improve functionality.

The Minister of State (Health and Family Welfare), Smt Anupriya Patel stated this in a written reply
in the Lok Sabha here today.

 

*****

MV/LK

 

(Release ID: 1524811) Visitor Counter : 342

END

Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

www.pib.nic.in 2018-03-17

Non-Communicable diseases due to packaged and processed food
Ministry of Health and Family Welfare

Non-Communicable diseases due to packaged and
processed food

Posted On: 16 MAR 2018 3:23PM by PIB Delhi

Excessive intake of sugar, sodium and trans fats is the risk factor of Non-Communicable Diseases
(NCDs).  As informed by Indian Council of Medical Research (ICMR), per capita consumption of
packaged items in India is low as compared to countries such as United State of America.

 

Government of India is implementing National Programme for Prevention and Control of Cancer,
Diabetes, Cardiovascular Diseases and Stroke (NPCDCS) in all the States/UTs under National
Health Mission (NHM). The objectives of the programme include inter alia awareness generation
on healthy diet.  

 

For early diagnosis, population based prevention, control and screening for common NCDs such
as diabetes, hypertension and common cancer viz. oral, breast & cervical has been initiated by
Government by utilizing the services of the frontline-workers and health-workers under existing
Primary Healthcare System.  This process will also generate awareness on healthy diet and risk
factors of common NCDs.

 

To address the issue of High Fat, Sugar and Salt (HFSS) in food and associated health risks, the
Food Safety and Standards Authority of India (FSSAI) constituted an Expert Group. FSSAI has
issued draft Guidelines titled ‘Guidelines for making available Wholesome, Nutritious, Safe and
Hygienic Food to School Children in India’.

 

FSSAI has also undertaken initiatives to ensure delivery of safe, nutritious and healthy food for all
citizens by an integrated approach through its Safe and Nutritious Food (SNF) campaign, covering
home, school, work place and eating out. Under these initiatives, FSSAI is bringing out different
series of booklets/pamphlets/flyers for consumer education and awareness.  The school teachers
are being trained to promote healthy diets among school children.

 

A healthy lifestyle booklet has been developed for the school children which is jointly released by
Union Minister of Health and Family Welfare and Union Minister of Human Resource
Development. More than 500,000 copies have been distributed to the states for dissemination of
information.
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Ministry of Human Resources Development is implementing National Programme of Mid-Day-Meal
in Schools with the objective to improve the nutritional status of children studying in Class 1 – VIII
in Government and Government –Aided Schools, Special Training Centres (STC) and Madrasas &
Maqtabs supported under Sarva Shiksha Abhiyan (SSA).

 

The Minister of State (Health and Family Welfare), Smt Anupriya Patel stated this in a written reply
in the Lok Sabha here today.

 

*****
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Antibiotic resistance: vultures wintering in India show pattern

Egyptian vultures.   | Photo Credit: Pradeep Sharma

Escherichia coli, a pathogen seen in over 90% of Egyptian vultures that migrate to northwest India
to spend the winter, tend to show significant difference in resistance to antibiotics within a single
season, a study has found.

“The vultures were resistant to certain antibiotics when they arrived and developed resistance to
certain other antibiotics when they left. Their sensitivity to certain antibiotics also changed within a
few months,” says Pradeep Sharma from the College of Veterinary and Animal Science,
Rajasthan University of Veterinary and Animal Sciences, Bikaner, Rajasthan. A team studied
vultures that arrived in Bikaner in October 2011 and left in March 2012. The birds fed on cattle
carcasses dumped in Jorbeer in Bikaner.

The findings of the study, published in the journal Infection Ecology and Epidemiology, are
significant because migrating wild birds can spread drug-resistant pathogens and cause disease.

The resistance to multiple antibiotics was as high as about 71.5% in E. coli collected from vultures.
Resistance of 12-13 bacterial strains to 13 commonly used antibiotics was studied.

“The diversity of E. coli community in vultures changed and became homogenised by the end of
the wintering period. This is due to the environment that the vultures were exposed to —
carcasses, garbage, and domestic animals,” says K.S. Gopi Sundar of the Nature Conservation
Foundation in Udaipur and one of the authors of the paper.

“There is not much difference in the percentage resistance to multiple antibiotics that are
commonly used. What we found was a change in the pattern of resistance,” says Dr. Sharma,
corresponding author of the paper. The study found a change in the resistance pattern of the E.
coli within a single wintering season.

The vultures that use human-dominated landscapes as part of their life cycle were likely to act as
“reservoirs and melting pots of bacterial resistance”, the study said.

The study also showed that vultures were able to incorporate and reflect resistance determinants
at the site of wintering and during the period of sampling. “So guidelines to restrict antibiotic use in
both humans and animals by one country or region alone will be inadequate when wild birds can
spread drug-resistant bacteria,” says Dr. Sundar.

Understanding a shock’s structure is key to predicting how it might disrupt near-Earth space.
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Nations join hands to eliminate TB

India stood committed to its resolve to become a ‘TB- Free country’ by 2025, said Union Health
Minister J.P. Nadda on Wednesday, as countries participating in the Delhi End TB Summit signed
and adopted the Statement of Action at the end of the summit here.

The Minister added that India would support member countries of WHO SEARO region in meeting
their respective goals of becoming TB-free. The Statement of Action called for increasing
budgetary and human resource allocations by governments and stakeholders to ensure that their
national TB plans are fully funded and medical care for the disease is supplemented with social
and financial protection in a holistic manner.

“It is an opportune moment for India to co-host the Delhi Summit, as the world galvanizes its
efforts to end TB by 2030. India shall also set an example for other countries by freeing itself of
tuberculosis by 2025,” the Minister said.

Prime Minister Narendra Modi, while inaugurating the summit on Tuesday, had expressed the
willingness and resolve of his government to make India free of tuberculosis by 2025.

(With PTI inputs)
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TB elimination goal advanced by five years

PM Narendra Modi speaking at the Delhi End TB Summit on Tuesday.R.V.MOORTHY  

Advancing India’s TB elimination goal by five years ahead of the global target, Prime Minister
Narendra Modi on Tuesday said, “India is determined to address the challenge of TB in mission
mode. I am confident that India can be free of TB by 2025.”

He was speaking at the inauguration of the Delhi End TB Summit here. The Prime Minister also
launched the TB Free India Campaign on the occasion.

He said TB mainly affected the poorest of the poor and every step taken towards the elimination of
the disease was a step towards improving the lives of the poor.

States’ role

Mr. Modi said State governments played a very important role in the elimination of TB. “Thus
strengthening the spirit of cooperative federalism, I have personally written to the State
governments to join in this mission,” he said.

The Prime Minister said front-line workers played a crucial role in TB elimination along with the
people who had demonstrated great courage in defeating this disease.

Also present on the occasion were Union Minister for Health J.P. Nadda; Minister of State for
Health and Family Welfare Anupriya Patel; Director-General, WHO, Dr. Tedros Adhanom
Ghebreyesus; former director, Stop TB Partnership, Ms. Lucica Difiu; along with Health Ministers
from 20 countries.
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ICMR wins 2017 Kochon Prize for TB research

The 2017 Kochon Prize was awarded to the Indian Council of Medical Research in New Delhi on
Tuesday for building a tradition of excellence in TB research and development.

The $65,000 prize is awarded annually by Stop TB Partnership to individuals and/or organizations
that have made a significant contribution to combating the disease.

The ICMR emerged the winner from among 18 nominations.

“I am delighted that this year’s Kochon Prize to the ICMR recognises decades of ground-breaking
TB research by India, which shaped the global DOTS strategy. The award is richly deserved, and
timely, as India has raised its ambition and political commitment,” said Madhukar Pai, a TB expert
from McGill University, Montreal, Canada.
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Cabinet approves education reforms

Law Minister Ravi Shankar Prasad with HRD Minister Prakash Javadekar in New Delhi on
Thursday.V. Sudershan  

Minister of Human Resource Development Prakash Javadekar on Thursday announced that the
Cabinet has approved a slew of reforms for school education in the country, in what could be
considered as the Sarva Shiksha Abhiyan-2 project.

The SSA, the Rashtriya Madhyamik Shiksha Abhiyan and teacher training would be integrated into
a single scheme from Classes 1 to 12. The integrated scheme will be in place from April 1, 2018,
to March 31, 2020, with an estimated allocation of Rs. 75,000 crore over the period, a 20%
increase over the current allocation.

It aims to support the States in universalising access to school education from pre-nursery to
Class 12 across the country. Mr. Javadekar said the government would focus on educationally
backward districts, disabled students and women.

There would be a shift to digital blackboards from Class 9 to college education in the next five
years. The government will provide a 20% incentive to the States for a learning-outcome based
education.

Mr. Javadekar said that skill courses — which are now functional from Class 9 to Class 12 —
would begin from Class 6 in future. This was aimed at enhancing the employability of students.

The Centre has also approved an increase in the outlay for making educational loans interest-free
for students with modest financial means for studying in universities and colleges charging high
fees. The interest subsidy will last till one year of their passing out of college.

Mr. Javadekar said that while this was a 2009 scheme, the allocation of Rs. 6, 600-crore over the
next three years marked nearly a three-fold jump over the allocations made from 2009 to 2014.
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Cabinet approves continuation of the Credit Guarantee Fund for Education Loans Scheme and
continuation and modification of Central Sector Interest Subsidy Scheme
Cabinet Committee on Economic Affairs (CCEA)

Cabinet approves continuation of the Credit Guarantee Fund
for Education Loans Scheme and continuation and
modification of Central Sector Interest Subsidy Scheme

Posted On: 28 MAR 2018 8:10PM by PIB Delhi

The Cabinet Committee on Economic Affairs under the Chairmanship of Prime Minister
Shri Narendra Modi, has given its approval for continuation of Credit Guarantee Fund for
Education Loans Scheme and continuation and modification of Central Sector Interest
Subsidy Scheme with a financial outlay of Rs. 6,600 crore for period from 2017-18 to 2019-
20. This will provide education loans to 10 lakh students during this period.

 

Modifications in the present proposal:

In order to allow more students to access the benefit, (and also considering that the
average loan size has been only Rs. 4 lakhs), the ceiling on the loan amount has been
refixed at Rs. 7.5 lakhs.

i.

The moratorium period would be course period + 1 year.  ii.
To promote quality education, the scheme would cover loans for pursuing
professional/technical courses from NAAC/NBA accredited Institutions/programmes
or Institutions of National Importance or Central Funded Technical Institutions
(CFTIs). This condition would however, be applicable with prospective effect, and
would not apply to the current loans.

iii.

A dashboard would be put in place for better monitoring of the scheme.iv.
 

Coverage:

 

As against the scheme which ran since 2009, in which average educational loans per year
were only 2.78 lakhs, under the revised scheme, the number of loans per year are
expected to be at least 3.3 lakhs, showing a 20% increase over the previous scheme.

 

The above restructuring of the scheme is in accordance with the policy of the Government
to make good quality education affordable to all.
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Background:

 

Central Sector Interest Subsidy (CSIS) Scheme was launched on 1st April, 2009. Under
the Scheme, full interest subsidy is provided for the education loan taken from Scheduled
Banks under the Model Education Loan Scheme of Indian Banks' Association, covering a
period of course duration + 1 year. This is made available for all the professional/technical
courses in India and students with annual gross parental income up to Rs. 4.5 lakhs were
eligible. The loans are disbursed without any collateral security and third-party guarantee.
An amount of Rs. 9,408.52 crore has been disbursed towards interest subsidy and 25.10
lakh students have benefitted till date.

 

Credit Guarantee Fund for Education Loans (CGFEL) Scheme provides guarantee for
the education loan under the Model Education Loan Scheme of Indian Banks' Association,
disbursed by the banks without seeking any collateral security and third-party guarantee,
for a maximum loan amount of Rs. 7.5 Lakhs.

 

A third party evaluation of the scheme has been made by IIM Bangalore, which suggested
that the scheme should be rationalised to serve more students from economically weaker
sections.
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Cabinet approves formulation of a new Integrated Scheme for School Education from 1st April,
2018 to 31st March, 2020
Cabinet Committee on Economic Affairs (CCEA)

Cabinet approves formulation of a new Integrated Scheme
for School Education from 1st April, 2018 to 31st March,
2020

Posted On: 28 MAR 2018 8:05PM by PIB Delhi

The Cabinet Committee on Economic Affairs, chaired by Prime Minister Shri Narendra Modi has
approved the proposal of Department of School Education and Literacy to formulate a Integrated
Scheme on  Schoo l  Educa t i on  by  subsuming  SarvaSh ikshaAbh iyan  (SSA) ,
RashtriyaMadhyamikShikshaAbhiyan (RMSA) and Teacher Education (TE) from 1st April, 2018 to
31st March, 2020. An estimated allocation of Rs 75,000 crore over the period has been approved
which is a 20% increase over the current allocations. 

The scheme comes in the backdrop of PM’s vision of SabkoShiksha, AchhiShiksha and aims to
support the States in universalizing access to school education from classes pre-nursery to XII
across the country.

Main Features of the Scheme:

The vision of the Scheme is to ensure inclusive and equitable quality education from nursery to
senior secondary stage in accordance with the Sustainable Development Goal for Education. The
main emphasis of the Integrated Scheme is on improving quality of school education by focussing
on the two T's - Teacher and Technology.

The objectives of the Scheme, across all levels of schooling, are:

 

Provision of quality education and enhancing learning outcomes of students;i.
Bridging Social and Gender Gaps in School Education;ii.
Ensuring equity and inclusion at all levels of school education;iii.
Ensuring minimum standards in schooling provisions;iv.
Promoting vocationalization of education;v.
Support States in implementation of Right of Children to Free and Compulsory Education
(RTE) Act, 2009; and

vi.

Strengthening and up-gradation of State Councils for Educational Research and Training
(SCERTs)/State Institutes of Education and District Institutes for Education and Training
(DIET) as nodal agencies for teacher training.

vii.

Impact:

The Scheme gives flexibility to the States and UTs to plan and prioritize their interventions within
the scheme norms and the overall resource envelope available to them. It will help improve the
transition rates across the various levels of school education and aid in promoting universal
access to children to complete school education. The Scheme, by providing quality education,
aims to equip the children with varied skills and knowledge essential for their holistic development
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and prepare them for the world of work or higher education in the future. It would lead to an
optimal utilization of budgetary allocations and effective use of human resources and institutional
structures created for the erstwhile Schemes.

Benefits:

Holistic approach to education●

Inclusion of senior secondary levels and pre-school levels in support for School education for
the first time

●

An integrated administration looking at 'school' as a continuum●

Focus on Quality of Education-      Emphasis   on   improvement   of LearningOutcomes●

Enhanced Capacity Building of Teachers●

Focus on strengthening Teacher Education Institutions like SCERTs and DIETs to improve
the quality of teacher training

●

Enhanced use of digital technology in education through smart classrooms, digital boards and
DTK channels

●

Specific provision for Swachhta activities - support 'SwachhVidyalaya'●

Improve the Quality of Infrastructure in Government Schools●

Enhanced Commitment to 'BetiBachaoBetiPadhao'- Upgradation of KGBVs from class VI -VIII
to upto class XII

●

Emphasis on 'KaushalVikas' in schools●

Support 'Khelo India' - provision for sports and physical equipment●

Preference to Educationally Backward Blocks (EBBs), LWEs, Special Focus Districts (SFDs),
Border areas and the 115 aspirational districts

●
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Cabinet approves continuation of Nutrient Based Subsidy and City Compost Scheme till 2019-20
Cabinet Committee on Economic Affairs (CCEA)

Cabinet approves continuation of Nutrient Based Subsidy
and City Compost Scheme till 2019-20

Posted On: 28 MAR 2018 8:00PM by PIB Delhi

The Cabinet Committee on Economic Affairs, chaired by Prime Minister Shri Narendra Modi has
approved the proposal of the Department of Fertilizers for continuation of Nutrient Based Subsidy
(NBS)and City Compost Scheme beyond 12th  Five Year plan till 2019-20.   The total expenditure
for continuation of both the schemes till 2019-20 will be Rs. 61,972 crore.

The expenditure for the scheme will be on actual basis since national roll out of DBT entails 100%
payment of subsidy to fertilizer companies on sale of fertilizers to farmers at subsidized rates.

The subsidy on the P&K fertilizers and Market Development Assistant (MDA) on City Compost will
be provided on the subsidy rates approved by the CCEA on annual basis.

The continuation of the Nutrient Based Subsidy Scheme and City Compost Scheme will ensure
that adequate quantity of P&K is made available to the farmers at statutory controlled price.

Background:

Government is making available fertilizers, namely Urea and 21 grades of P&K fertilizers to
farmers at subsidized prices through fertilizer manufacturers/importers. The subsidy on P&K
fertilizers is being governed by NBS Scheme w.e.f 01.04.2010. Similarly, the MDA is being
governed by City Compost Scheme w.e.f. 10.02.2016. Accordingly, these schemes have been
extended beyond the 12th Five Year Plan till 2019-20.
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Cabinet approves re-structuring of National Skill Development Fund (NSDF) and National Skill
Development Corporation (NSDC) to strengthen governance, implementation and monitoring
framework
Cabinet

Cabinet approves re-structuring of National Skill
Development Fund (NSDF) and National Skill Development
Corporation (NSDC) to strengthen governance,
implementation and monitoring framework

Posted On: 28 MAR 2018 7:52PM by PIB Delhi

The Union Cabinet chaired by Prime Minister Shri Narendra Modi has given its approval for
restructuring of National Skill Development Fund (NSDF) and National Skill Development
Corporation (NSDC) to strengthen governance, implementation and monitoring framework.

The restructuring will also ensure better corporate governance, transparency and accountability in
operations of NSDC besides strengthening the oversight role of NSDF.  The approval would lead
to restructuring of composition of Board of NSDF and the NSDC to strengthen governance,
implementation and monitoring framework.

Background:

NSDC and NSDF were set up by the Ministry of Finance and registered in July, 2008 and January,
2009 respectively for implementing coordinated action for skill development. NSDF trust was
incorporated to act as a receptacle for financial contributions from Governmental sources,
bilateral/multilateral and other agencies. Its main objective is to enhance, stimulate and develop
the skills of Indian youth force by various sector specific programmes.

NSDF entered into an Investment Management Agreement (IMA) with NSDC for utilization of its
corpus to meet the desired objectives of National Skill Development Mission and encourage skill
development in the country. Provision of supervisory role of NSDF over NSDC's functions is also
included in the IMA between NSDC and NSDF.
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Cabinet approves certain official amendments to the National Medical Commission (NMC) Bill
Cabinet

Cabinet approves certain official amendments to the
National Medical Commission (NMC) Bill

Posted On: 28 MAR 2018 7:51PM by PIB Delhi

The Union Cabinet chaired by Prime Minister Shri Narendra Modi has approved certain official
amendments to the National Medical Commission (NMC) Bill.

The Amendment to the NMC Bill comes in the backdrop of its consideration in the Lok Sabha on
02.01.2018 and subsequently being referred to the Department Related Parliamentary Standing
Committee (DRPSC). The Government has considered the recommendations made by the
Standing Committee in itsreport tabled in the House on 20.03.2018 and general feedback,
particularly the views of medical students and practitioners regarding certain provisions of the Bill.

Details:

The Amendments include:

 

Final MBBS Examination to be held as a common exam across the country and would
serve as an exit test called the National Exit Test (NEXT):

●

Having considered the common demand by the students not to subject them to an additional
licentiate exam for the purpose of getting license to practice, the Cabinet has approved that
thefinal MBBS examination would be held as a common exam throughout the country and
wouldserve as an exit test to be called the National Exit Test (NEXT). Thus, the students would
not have to appear in a separate exam after MBBS to get license to practice. NEXT would also
serveas the screening test for doctors with foreign medical qualifications in order to practice in
India.

Provision of Bridge course for AYUSH practitioners to practice modern medicine
removed:

●

The provision dealing with bridge course for AYUSH practitioners to practice modern medicine to a
limited extent has also been removed. It has been left to the State Governments to takenecessary
measures for addressing and promoting primary health care in rural areas.

Fee regulation for 50% seats in private medical institutions and deemed universities:●

 The maximum limit of 40% seats for which fee would be regulated in private medicalinstitutions
and deemed universities has been increased to 50% seats. Further, it has been clarified that the
fee would also include all other charges taken by the colleges.

Number of nominees from States and UTs in NMC increased from 3 to 6:●

Responding to the demands from States to increase their representation in the NMC, thenominees
of States and UTs in the NMC have been increased from 3 to 6. The NMC willcomprise of 25
members of which at least 21 will be doctors.



crackIAS.com

crackIAS.com

Monetary penalty for a medical college non-compliant with the norms replaced with
provision for different penalty options

●

Another major concern gathered during discussion with stakeholders was the wide range of
monetary penalty, ranging from one half to ten times the annual fee recovered from a batch, to be
imposed in a graded manner on a medical college non-compliant with the norms. The clause has
been replaced with a provision which provides different options for warning, reasonable monetary
penalty, reducing intake, stoppage of admission leading up to withdrawal of recognition.

Stringent punishment for unqualified medical practitioners or quacks:●

The government is concerned about the quality and safety of health care being made available to
the citizens and the need to act strictly against unqualified practitioners or quacks. The
punishment for any unauthorized practice of medicine has been made severe by including a
provision for imprisonment of up to one year along with a fine extending up to Rs. 5 lakhs.
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Antibiotics consumption soars, fueling fears over superbugs

Sales data for 76 countries shows that consumption of antibiotics increased 65 % from 2000 to
2015   | Photo Credit: Vivek Bendre

Global consumption of antibiotics has soared since the year 2000, stoking calls for new policies to
rein in usage – and fueling fears that the worldwide threat posed by drug-resistant superbugs will
spiral out of control, researchers say.

A study in the Proceedings of the National Academy of Sciences (PNAS) — based on sales data
for 76 countries — shows that consumption of antibiotics increased 65 % from 2000 to 2015,
driven by users in low- and middle-income countries. The research team said that countries
needed to invest in alternative treatments, sanitation and vaccination.

"With antibiotic consumption increasing worldwide, the challenge posed by antibiotic resistance is
likely to get worse," said the report. "Antibiotic resistance, driven by antibiotic consumption, is a
growing global health threat. As with climate change, there may be an unknown tipping point, and
this could herald a future without effective antibiotics"

In the 76 countries studied, the number of so-called "defined daily doses" consumed rose from
21.2 billion in 2000 to 34.8 billion in 2015.

Eili Klein, a researcher at the Center for Disease Dynamics, Economics and Policy and one of the
study's authors, said the jump signifies "increased access to needed drugs in countries with lots of
disease that can be effectively treated with antibiotics. As more and more countries gain access to
these drugs, these rates will only increase and that will drive resistance rates higher."

Over the 16-year period studied, the increase in antibiotics consumption was marginal in the three
countries with the highest usage — the United States, France and Italy.

But it was a different story elsewhere: in Asia, consumption of antibiotics more than doubled in
India, skyrocketed 79 % in China and rose 65 % in Pakistan. The three countries are the biggest
users of antibiotics among the countries deemed low and middle-income for the purposes of the
study.

They are also countries that suffer in some areas from poor sanitation, irregular access to
vaccines and a lack of cleaning drinking water – all conditions that allow infectious diseases and
drug-resistant infections to spread.

"Radical rethinking of policies to reduce consumption is necessary, including major investments in
improved hygiene, sanitation, vaccination, and access to diagnostic tools both to prevent
unnecessary antibiotic use and to decrease the burden of infectious disease," the study says.

For Klein, eliminating overuse of antibiotics should be "a first step and a priority for every country"
especially given the alarming projection that by 2030, consumption may have increased by
another 200 %.

Perkin discovered the first synthetic dye, known as mauveine.
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A game-changer for higher education

The Union Cabinet’s decision recently to not only continue with the Rashtriya Uchchatar Shiksha
Abhiyan (RUSA) — ‘a Centrally sponsored scheme launched in 2013 to provide strategic funding
to eligible State higher educational institutions’ — but also give it due importance augurs well for
the system of higher education in India. That the government is backing the scheme speaks
volumes about the robustness and relevance of the scheme.

India is estimated to have over 800 universities (over 40,000 colleges are affiliated to them). About
94% of students of higher education study in 369 State universities. But the Central government’s
slant toward premier institutions has continued ever since the Eleventh Five Year Plan (2007-12),
where in spite of a nine-fold increase in Budget allocation State institutions have been left to fend
for themselves with funding mainly directed towards starting more Indian Institutes of Technology
(IITs), Indian Institutes of Management and Central universities. Today about 150 Centrally-funded
institutions (less than 6% of students study in them) — corner almost the entire funding by the
Ministry of Human Resource Development (MHRD). To make things worse, investment by State
governments has been also dwindling each year as higher education is a low-priority area. The
University Grant Commission’s system of direct releases to State institutions which bypasses
State governments also leads to their sense of alienation. Though they are the face of higher
education in India, State institutions have been getting short shrift.

It was to address these critical concerns that the MHRD launched RUSA. The scheme is largely
based on the conditional release of funds linked to reforms in the key areas of governance,
learning-teaching outcomes, reaching out to the unreached and infrastructure support. Unlike
other schemes which are foisted on State governments in a one-size-fits all manner, under RUSA,
States and institutions have to give an undertaking expressing their willingness to the idea of
reform and agreeing to meet the States’ share of the cost.

RUSA is a process-driven scheme. Its design and conceptualisation were finalised through
extensive consultations with all key stakeholders, especially State governments. Preparatory
grants were released to States to have the required systems, processes, and the technical support
in place. Despite being voluntary, all States except a Union Territory (Lakshadweep) are a part of
RUSA. All the State Higher Education Perspective Plans for five/10 years have been prepared
after extensive stakeholder consultations. RUSA began with a modest allocation of 500 crore, but
over time has seen its resource allocation being increased.

For the current year, 1,300 crore has been provided. Since funding is conditional to performance,
it is critical to have a robust monitoring and evaluation system in place. In this regard, geo-tagging,
introduction of a public financial management system, a fund tracker and reform tracker system
and regular video conferences have proved effective tools, since 2015.

Governance reform is central to the scheme. State Higher Education Councils (SHECs) which
have eminent academics, industrialists and other experts have been created, playing a major role,
from an academic and professional point of view, in the formulation of medium- and long-term
State perspective plans. In order to avoid arbitrariness, a State, for example, has to also give its
commitment to creating a search-cum-select committee in the selection of vice-chancellors.
Mitigating the bane of the affiliation system is also a major objective. This is achieved through a
reduction in the number of colleges affiliated per university by creating cluster universities and
promoting autonomous colleges. An important precondition is the filling up of faculty positions and
lifting the ban on recruitment (as in some States).

To improve learning-teaching outcomes, there is an effort towards improving pedagogy by
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capacity-building of faculty, selecting teachers in a transparent manner, adopting accreditation as
a mandatory quality-assurance framework, implementing a semester system, and involving
academics of repute and distinction in decision-making processes.

An independent performance review (of four years) of the scheme was done by IIT Bombay in
2017. It concluded that the funding linked to reforms has had a visible impact on higher education.
When RUSA began, the gross enrolment ratio (GER) was 19.4%, faculty vacancies were at a
shockingly high level of 60%, and a large number of universities were bloated with a teacher-
student ratio of 1:24. Today, the GER is 25.2%, faculty vacancies are down to 35%, the ban on
faculty recruitment by States has been lifted, and and the teacher-student ratio is now 1:20.
Several universities in Karnataka, Rajasthan, Uttar Pradesh and Bihar have been right-sized, and
critical governance reforms such as the formation of the SHEC and merit-based appointments of
vice-chancellors in Odisha, Goa, Jharkhand and Tamil Nadu are visible. There has been an
improvement in the number of institutions accredited and their scores. In 2012, 106 State
universities and 4,684 colleges were accredited. By 2017, an additional 145 State universities and
5,445 Colleges were accredited.

RUSA can prove be a real game changer for higher education in the country. It has not only
reprioritised the country’s needs, from funding just a few premier institutions to reaching out to
institutions at the bottom of the pyramid, but has also changed the way regulators need to
function. However its litmus test will be in how impartially the scheme is administered by the
MHRD and the degree to which State governments allow the SHEC to function. Letting go of the
governmental stranglehold over universities is linked to this.

B. Venkatesh Kumar is Professor and Chair, Centre for Governance and Public Policy, Tata
Institute of Social Sciences. Ashok Thakur is a former Secretary Higher Education, Government of
India

The India-Japan economic relationship remains underwhelming in relation to strategic ties
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Various steps taken to achieve the target of Gross Enrollment Ratio of 30% by 2019-20
Ministry of Human Resource Development

Various steps taken to achieve the target of Gross
Enrollment Ratio of 30% by 2019-20

Posted On: 27 MAR 2018 5:24PM by PIB Delhi

The Government has been constantly striving to develop a system of higher education of quality
appropriate to the national needs and aspirations and in tune with global trends. To increase
access to Higher Education, new Institutions of National Importance viz. Indian Institutes of
Technology, Indian Institute of Information Technology, Indian Institutes of Science Education and
Research, National Institutes of Technology, universities and Colleges are established, intake
capacity of existing institutions is enhanced, quality distance education is promoted and quality
private education institutions are allowed to operate for creating opportunities for students
belonging to disadvantaged section of the society.

           

Further, Rashtriya Uchchatar Shiksha Abhiyan (RUSA), a Centrally Sponsored Scheme (CSS),
provides strategic funding to eligible state higher educational institutions. The objective is to
achieve the target of Gross Enrolment Ratio of 30% by the year 2019-20 with equity and inclusion.

 

The Department of Higher Education has a scheme called Central Sector Interest Subsidy
Scheme on education loan for students belonging to Economically Weaker Sections. The objective
of the Scheme is to encourage poor students aspiring to pursue Higher Education especially in
Technical and Professional education. Government of India bears full interest subsidy during the
Moratorium period.

 

This information was given by the Minister of State (HRD), Dr. Satya Pal Singh today in a written
reply to a Lok Sabha question.

 

*****

NB/AKJ/RK/ Degree Courses
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Anti Ragging toll free helpline 1800-180-5522 operational in 12 languages
Ministry of Human Resource Development

Anti Ragging toll free helpline 1800-180-5522 operational in
12 languages

Posted On: 27 MAR 2018 5:18PM by PIB Delhi

In order to address the issue of increase in ragging cases in campuses, the UGC has brought out
the UGC Regulations on Curbing the Menace of Ragging in Higher Educational Institutions, 2009.
These regulations are to be followed mandatorily by all Higher Educational Institutions (HEIs).
Further, to increase awareness against ragging, media campaign is also undertaken every year.
UGC also sends advisories to the Vice-Chancellors of all Universities to curb the menace of
ragging. Ministry of Human Resource Development also writes to all States/UTs every year to
create a sustained awareness campaign against ragging. An Anti-Ragging toll free “helpline” 1800-
180-5522 in 12 languages has been made operational with Call Centre facilities for helping victims
of ragging, besides facilitating effective coordinated action by all concerned. The UGC has
developed an Anti-Ragging Website i.e. www.antiragging.in. The Portal contains the record of
registered complaints received and the status of the action taken thereon. An Anti-Ragging Mobile
Application was launched on 29th May, 2017 for filing the complaint on ragging/ filing the anti-
ragging undertaking/ for calling the helpline number. This App can be downloaded from Google
Play Store. The UGC has uploaded few videos on campaign against ragging, videos on different
perspective of ragging (of offender, of parents and of victim) and an Anti-Ragging documentary.
These videos are available at the UGC Webpage, http://www.ugc.ac.in/page/Videos-Regarding-
Ragging.aspx. The Central Board of Secondary Education (CBSE) has informed that whenever it
receives any complaint of ragging in a school affiliated to it, it takes action as per the Affiliation
Bye-laws and existing guidelines which are available at www.cbseaff.nic.in and www.cbse.nic.in,
respectively.

The Ministry has constituted a four member Committee of mental health and public health
professionals to ascertain the psychological impact of ragging on students, reasons and
circumstances under which ragging happens, assess and quantify the impact of ragging and
indiscipline on the standard of education and recommend urgent and mandatory mental health
measures to be implemented in, and practiced by school, colleges and all educational and
vocational institutions. The important recommendations of the Committee include organizing
welcome and orientation programmes at the beginning of every academic session involving the
students, installation of proper surveillance mechanism, having a clear Standard Operating
Procedure, offering psychosocial support and counseling to victims and perpetrators, assessing
and monitoring the social climate of institutions through regular surveys, organizing programs for
fostering civic engagement and responsibility among students, etc. The important
recommendations have been issued to all the Regulatory bodies and Vice-Chancellors of all the
Universities for taking urgent action.

This information was given by the Minister of State (HRD), Dr. Satya Pal Singh today in a written
reply to a Lok Sabha question.

 

*****



cr
ac

kIA
S.co

m
crackIAS.com

NB/YP/RK/Ragging in Colleges

 

(Release ID: 1526610) Visitor Counter : 251

END

Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



crackIAS.com
cr

ac
kIA

S.co
m

www.pib.nic.in 2018-03-30

Skill Development Equally Important for Proper Rehabilitation of Distressed Women: Smt Maneka
Sanjay Gandhi
Ministry of Women and Child Development

Skill Development Equally Important for Proper
Rehabilitation of Distressed Women: Smt Maneka Sanjay
Gandhi

Posted On: 27 MAR 2018 4:06PM by PIB Delhi

Smt. Maneka Sanjay Gandhi, Union Minister of Women and Child Development co-
chaired a review meeting with Smt.Tulshi Devi Rai, Minister for Social Justice,
Empowerment and Welfare Department, Government of Sikkim, at the Manan Kendra,
Gangtok today. The meeting was aimed at discussing the centre and the state’s shared
vision and strategy around the promotion of improved gender diversity across various
sectors in Sikkim.

In her keynote address, Union Minister Smt Gandhi commended Sikkim’s
achievements in terms of removing gender disparity. Lauding the ‘Unmarried Women’s
Pension Scheme’ adopted by the state of Sikkim, the Union Minister said that she has
proposed a similar initiative to be adopted at the central level. Outlining the central
government’s commitment to forging an inclusive society by advancing gender equality
and women’s empowerment, Smt Gandhi elucidated the achievements made by the
central government in bridging the gender gap in various sectors and the society at
large. She said that the ‘Beti Bachao Beti Padhao’ campaign has been one of the most
successful initiatives of the Government.

The Union Minister emphasized that it is not enough to merely rescue women from all
forms of harassment but it is equally important to encourage skill development in order
to promote entrepreneurship among women. She cited the Beti Bakery' project initiated
by Chhattisgarh Government for trafficking survivors as an example.

Smt Gandhi also talked at length about the proposed Anti-Trafficking Bill saying that the
proposed law will change the entire dialogue around trafficking as it seeks to penalise
the perpetrators and not the victims as has been under prevailing laws.

Furthermore, the Union Minister assured the government of Sikkim that all pending
payments towards funds allocated for the implementation of welfare schemes in Sikkim
will be released within a week. She also said the centre would extend all possible
support in setting up of another Working Women’s Hostel in the state.

The meeting was attended by high-ranking officials of Social Justice, Empowerment
and Welfare Department, Government of Sikkim, officials and workers involved in the
implementation of centrally-sponsored women and child development schemes,
members of NGO, school children and members of the press.
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Guidelines for safe Disposal of Expired Medicines
Ministry of Health and Family Welfare

Guidelines for safe Disposal of Expired Medicines

Posted On: 27 MAR 2018 3:52PM by PIB Delhi

Good Manufacturing Practices (GMP) and Requirements of Premises, Plant and Equipment for
pharmaceutical products laid down in   Schedule M of the Drugs and Cosmetics Rules, 1945
prescribe the requirements for disposal of waste including the rejected drugs. Details are as under:

The disposal of sewage and effluents (solid, liquid and gas) from the manufactory shall be in
conformity with the requirements of Environment Pollution Control Board.

I.

 All bio-medical waste shall be destroyed as per the provisions of the Bio-Medical Waste
(Management and Handling) Rules, 1996.

II.

 Additional precautions shall be taken for the storage and disposal of rejected drugs.
Records shall be maintained for all disposal of waste.

III.

Provisions shall be made for the proper and safe storage of waste materials awaiting
disposal. Hazardous, toxic substances and flammable materials shall be stored in suitably
designed and segregated, enclosed areas in conformity with Central and State Legislations.

IV.

 

One of the conditions of drugmanufacturing license granted under the Drugs and Cosmetics
Rules, 1940 is that the Licensees shall comply with the Good Manufacturing Practices (GMP)
requirements prescribed in   Schedule M of the said Rules. State Licensing Authorities appointed
by the respective State Governments are empowered to take action in case of any violation of
above requirements.

 

The Government has taken various regulatory measures to curb the misuse of antibiotics.
However, no report/incidence of growing of anti-microbial resistance of drugs due to discharge of
drugs and chemicals into environment has been brought to notice of this Ministry.

 

The Minister of State (Health and Family Welfare), ShAshwini Kumar Choubey stated this in a
written reply in the RajyaSabha here today.

 

*****
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Reaching the unreached

Mycobacterium tuberculosis (TB) bacteria in a high magnification scanning electron micrograph
(SEM) image.   | Photo Credit: AP

The government recently passed a gazette notification making the non-reporting of tuberculosis
(TB) cases a punishable offence, with even a jail term of up to two years. The move comes
against the backdrop of the Prime Minister’s call to end TB in India by 2025, ushering in a ‘mission
mode’ approach to defeat the disease.

Even though the government made the notification of TB cases mandatory by all health-care
providers in 2012, the TB programme continues to face the challenge of under-reporting of cases
from the private sector, which caters to a majority of cases. A study in The Lancet in 2016
estimated that as many as 22 lakh cases of TB were treated in the private sector in 2014; in the
public sector, the figure was 14 lakh. Despite efforts in the past decade to encourage higher case
notifications, the private sector reported just over three lakh cases in 2016. Going by The Lancet’s
estimates, almost 19 lakh cases are still ‘missing’, a term used to define the gap between the
estimated cases in the private sector and those reported to the government.

Now the question is this: what is the harm if a patient is not reported to the government and is
being diagnosed and treated in the private sector? The answer may lie in the complex nature of
the disease itself and the mostly unregulated nature of dealing with TB in the private sector. First,
not being reported to the government means the true burden of the disease remains unknown.
What cannot be measured, therefore, cannot be improved upon. Second, the absence of drug
distribution controls and poor treatment practices accentuate the emergence of drug-resistant TB.
Anti-TB drugs are widely available without prescription at numerous pharmacy outlets. Also,
limited usage of the Standards for TB Care in India (STCI), which are the standard protocols to be
adhered by providers, leads to incorrect diagnosis and improper treatment. This in turn delays the
commencement of treatment and can even contribute to drug resistance. Finally, TB is five times
more common among the economically weaker sections of society and the disease can have
devastating financial and social consequences. In order to address these issues, the government
has proposed innovative measures which include a ‘direct benefit transfer’ for nutritional support
and free diagnosis and treatment, particularly to patients being treated in the private sector.
However, the first step in extending these support systems to all patients would be to correctly
identify them. It is here that the notification law can play a major role. (Considering how it has
become quite common for people to go to chemists to seek easy over-the-counter treatment,
involving chemist shops in the notification process was important, as was the inclusion of
promoting self-notification.)

While the step to encourage greater notifications is commendable, it is vital to streamline and
simplify the reporting process. A web-based application called ‘Nikshay’ was launched in 2012 to
help providers notify cases to the authorities. However, low awareness about this portal among
private providers and technical difficulties in the software resulted in its low use. Considering that
punitive action can be taken against providers for not reporting cases, it is imperative that the
reporting process itself becomes more accessible.

Moreover, it is important that private providers are actively engaged for better adherence to the
STCI. While the notification law can improve case reporting, it doesn’t guarantee improved
standards of care. In the past few years, several private sector engagement models that have
been implemented in the country have significantly improved the quality of care. By assessing
their feasibility, similar models need to be scaled up across the country. Collaboration with forums
such as the Indian Medical Association should also be explored to conduct sensitisation
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workshops to improve knowledge among private providers.

Thus, the notification policy, supplemented by the comprehensive strengthening of the public
health system, greater engagement with the private sector, the simplification of the reporting
process and more awareness among public and health-care providers, is sure to reach the goal of
a TB-free India.

Virander Singh Chauhan is former Director, International Centre for Genetic Engineering and
Biotechnology. Pinky Anand is Additional Solicitor General of India

Eyebetes wants to reduce diabetes-related eye problems with regular screening, tests and
research
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A fourth of Indian TB patients are drug resistant

The first-ever survey of drug-resistant (DR) tuberculosis (TB) has found that over a quarter of
patients in India could be resistant to one or more drugs that can cure them. India is home to 2.8
million TB patients, the largest in the world.

On Saturday, the Union Health Ministry released the National Anti-TB Drug Resistance Survey
report where it shows that India is home to 2,666 cases of extensively drug resistant (XDR) TB,
which is being infected by the deadliest strain of the airborne disease and resistant to all known
medicines. Among the 4,958 patients on whom drug susceptibility testing (DST) was conducted
(necessary to find out if a person has drug resistant TB), 28% had resistance to one or the other
anti-TB drug, while 6.19% had multi-drug resistant (MDR) TB.

“The bad news is that resistance to any TB drug (i.e. any first- or second-line) among all TB
patients was 28%. In other words, over a quarter of Indian patients carry TB bacteria that are
resistant to at least one anti-TB medication. This puts them at high risk of acquiring resistance to
additional TB drugs if quality of TB treatment is not good,” says Dr. Madhukar Pai, Associate
Director at the McGill International TB Centre, Montreal, Canada.

In 2017, India re-estimated its national TB burden to reflect 2.8 million cases out of total 10 million
global cases; of these 1,47,00 are MDR. According to the new data, last year alone, 1.8 million TB
cases were reported in India, out of which 38,605 cases were MDR-TB and a further 2,666 were
XDR. The country reported 423,000 TB deaths in 2017.

The new data also confirm what experts have long suspected: India’s crowded mega-cities provide
a perfect breeding ground for the airborne infection to spread. With 879 XDR patients,
Maharashtra has the highest number of such patients. Uttar Pradesh has the highest number of
cases of drug-resistant TB (9,138); 619 of these are XDR. In addition, the new data show that
nearly 3% of new patients and nearly 12% of previously treated patients have MDR-TB.

While this is the largest study of its kind, the survey does not reveal the national burden of DR-TB
as it does not include data from patients being treated in the private sector. The survey was done
at designated microscopy centres (DMCs) within the laboratory network of the Revised National
Tuberculosis Control Programme (RNTCP), and provides a conservative estimate of India’s actual
disease burden. “It is important to note that patients in the Indian survey were sampled only from
RNTCP centres, and not the private sector. Since over half of all TB patients are managed in the
private sector, we are still not getting a ‘national’ perspective. We know [that the] quality of TB care
is quite poor in the private sector, and I suspect DR-TB rates are probably higher in the private
and informal sectors. Hopefully, the next DRS can sample patients in the private sector,” Dr. Pai
says.

For better cooperation from the private sector, the government, on Thursday, announced that
doctors and pharmacists could be jailed for up to two years for failing to report new cases. The
report comes as the government has prioritised identification of new cases. Dr. B.D. Athani,
Director General Health Services says, “Currently, TB incidence is declining by 1.2% per year and
to achieve the TB elimination goal by 2025, we need to have a decline in TB incidence by 15-20%
annually.”

India has set itself the target of eliminating TB by 2025, five years ahead of the global target set
under the Sustainable Development Goals. To reach the ‘elimination’ target, the country will have
to restrict new infections to less than one case per 100,000 people as against the current rate of
211 new infections per 100,000 people.
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On World TB Day, Health Ministry launches new initiatives to combat TB
Ministry of Health and Family Welfare

On World TB Day, Health Ministry launches new initiatives to
combat TB
Health Secretary Highlights need for community
participation for combating TB

Posted On: 24 MAR 2018 1:32PM by PIB Delhi

"We are already aligned with world TB treatment protocols. It has to a mission to End TB by 2025, through
community participation, involving civil societies and other stakeholders.” This was stated by Smt. Preeti Sudan,
Secretary (Health) at a function on the occasion of ‘World TB Day’, here today.

She further stated that the global target to end TB is 2030 but we will end it by 2025. “This is a tall order but I am
confident that if we all work together, if all the partners combine together and we ensure full treatment is given
on regular basis we can show the world this can be achieved. I am confident of this and my confidence is
backed by our success in eradicating Polio,” she added.

At the function, the Health Secretary also released the TB INDIA 2018 Report and National Drug Resistance
Survey Report. She also launched the NikshayAushadi Portal and shorter regimen for Drug Resistant TB.

Smt. Preeti Sudancommended the TB warrior, Shri Suman, a graduate student who narrated his experience
living with TB. The Health Secretary stated that early identification and complete treatment of TB is a key to
achieving our goal of TB elimination. We need many TB warriors like Suman to fight against this disease and
spread positive message across the communities to burst the myths and misconceptions around TB, she stated.

Addressing the participants, the Health Secretary further stated that Hon’ble Prime Minister has called for ‘TB
Mukth Bharat’ which can only possible if we ensure our panchayat and blocks are declared TB free.  “For that
Government has adequately provisioned drugs and diagnostic in every part of the country,” she added.

Also present at the event were Dr B D Athani, DGHS, Shri Sanjeeva Kumar, Additional Secretary (Health), Shri
A. K. Jha, Economic Advisor, Ministry of Health & Family Welfare, Shri VikasSheel, Joint Secreatry, Dr. Sunil
Khaparde, DDG(TB), and other senior officers of the Health Ministry, representatives of WHO and other
development partners.
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A first step — on NDA govt.'s Ayushman Bharat

The NDA government’s scheme to provide health cover of 5 lakh per year to 10 crore poor and
vulnerable families through the Ayushman Bharat-National Health Protection Mission has
taken a step forward with the Union Cabinet approving the modalities of its implementation.
Considering the small window, just over a year, available before the term of the present
government ends, urgent action is needed to roll out such an ambitious scheme. For a start, the
apex council that will steer the programme and the governing board to operationalise it in
partnership with the States need to be set up. The States, which have a statutory responsibility for
provision of health care, have to act quickly and form dedicated agencies to run the scheme. Since
the NHPM represents the foundation for a universal health coverage system that should eventually
cover all Indians, it needs to be given a sound legal basis, ideally through a separate law. This
could be on the lines of legislation governing the rights to food and information. Such legislation
would strengthen entitlement to care, which is vital to the scheme’s success. It will also enable
much-needed regulatory control over pricing of hospital-based treatments. The initial norms set for
availing benefits under the NHPM, which subsumes earlier health assurance schemes, appear to
make the inclusion of vulnerable groups such as senior citizens, women and children contingent
on families meeting other criteria, except in the case of Scheduled Caste and Scheduled Tribe
households. The government should take the bold step of including these groups universally; the
financial risk can be borne by the taxpayer.

Universal health coverage is defined by the WHO as a state when “all people obtain the health
services they need without suffering financial hardship when paying for them”. With its
endorsement of the Sustainable Development Goals for 2030, India will have to constantly raise its
ambition during the dozen years to the deadline. This underscores the importance of raising not
just core budgetary spending every year, but paying attention to social determinants of health.
Affordable housing, planned urban development, pollution control and road safety are some
aspects vital for reducing the public health burden. Unfortunately, governments are paying little
attention to these issues, as the quality of life erodes even with steady economic growth. In some
of its early assessments on the road to universal health coverage, NITI Aayog advocated a State-
specific approach rather than a grand national health system to expand access. But the NHPM
has a national character, with States playing a crucial role in its implementation, and beneficiaries
being able to port the service anywhere. It is a challenging task to make all this a reality, and the
government will have to work hard to put it in place.

The revival of the Trans-Pacific Partnership, sans U.S., must buttress the free trade debate
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