
cr
ac

kIA
S.co

m



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

Source : www.indianexpress.com Date : 2018-11-02

CURE IN PROGRESS
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Both my son’s kidneys have failed and he desperately needs a liver transplant! Please help me

On September 26, the UN General Assembly (UNGA) deliberated on how best to address a
serious public health challenge — tuberculosis (TB). A day later, the world’s most esteemed
political forum deliberated on combating non-communicable diseases (NCDs). For several
years, WHO South East Asia and its member states have been ground zero in the battle against
TB and NCDs. The numbers show why: The region accounts for 50 per cent of TB-associated
mortality, with the disease being the region’s leading cause of death and lost productive years in
the crucial 15-49 years old age group. TB/HIV co-infection is meanwhile responsible for 25 per
cent of AIDS-related deaths.

On NCDs, though, the region accounts for a bit over a quarter of the world’s population, it is
home to around 29 per cent of NCD-related premature mortality. Every year, 8.9 million people
in the region die of NCDs, accounting for 64 per cent of all deaths. Many of these deaths are
preventable. To their credit, the member states are making strong gains. In recent years, each
one of them has shown unprecedented political commitment to tackle TB, as expressed in the
2017 “Delhi Call for Action” and the 2018 “Statement of Action” — a bold and very public vow to
accelerate sustainable progress to end TB by 2030. That commitment continues to be reflected
in on-the-ground action, including initiatives aimed at scaling up active case-finding, increasing
nutritional assistance for TB sufferers, addressing latent TB and enhancing investments in
research and development.

Political resolve to tackle NCDs has also been robust. As per the Colombo Declaration of 2016,
each country in the region is committed to integrating NCD services at the primary level, while
country-specific multi-sectoral action plans to counter the problem have been developed and
rolled out region-wide. These include a range of ground-breaking initiatives, from nutrient
labelling systems that enhance health literacy to promoting physical activity through the
provision of outdoor gyms.

The high-level meetings at the UN headquarters provided the region significant scope to
consolidate these gains, accelerate progress, and promote game-changing innovations in each
of these areas. The meetings provided the member states an open — and global — platform to
highlight the problem’s significance and present a detailed outline of how they are addressing it.
It gave them an opportunity to underscore the dramatic increase high-burden countries have
made in domestic funding. It also offered them a chance to emphasise that an increased
allocation of resources from the global community could generate momentum in combating the
disease. Much emphasis was placed on harnessing greater investment in research and
development — particularly for developing low-cost, affordable diagnostics and drugs to treat the
disease.

The stakes were similarly high with respect to the NCDs. The meeting provided member states
the opportunity to highlight progress since the first high-level UNGA meeting was held in 2011,
as well as reiterate political momentum and resolve as they reach the half-way mark in the quest
to reduce premature deaths caused by NCDs, by a quarter by 2025. It gave them an opportunity
to highlight the areas which require more spending and how governments can be better
supported in implementing their country-specific plans. That includes emphasising the
significance of preventive measures that are among the most cost-effective (though
underfunded) ways to deal with the problem.
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The meetings showed that the member states are well prepared to deal with the public health
challenges. In recent months WHO South-East Asia worked to support them on technical and
procedural matters associated with the meetings, and to secure several speaking roles — as
well as positions on stakeholder panels — that are crucial to amplifying the region’s voice. That
support is part of WHO South-East Asia’s ongoing effort to work to ensure that each member
country’s voice is fully leveraged.

Even as member states make strong inroads in tackling TB and NCDs, gains must be
consolidated, sustainable progress accelerated, and innovation promoted and pursued as a
matter of priority. The UNGA’s High-Level meetings offered them an opportunity to make that
happen.
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Source : www.livemint.com Date : 2018-11-05

OPINION
Relevant for: Health, Education & Human Resources | Topic: Education and related issues

In terms of scale, the network and vision established by India’s Integrated Child Development
Services (ICDS) is admirable. Launched in 1974, ICDS has expanded from just 33 UNICEF-
funded programmes to a network of almost 1.4 million anganwadi centres providing a package
of health and pre-school services to 10 crore beneficiaries. This network is by far the largest in
the world. But it lacks quality of service delivery, especially with respect to early childhood care
and education (ECCE).

India’s quality of ECCE lags behind the rest of the world, ranking last among 45 countries in the
Economist Intelligence Unit’s 2012 survey of ECCE quality. Unlike countries such as Brazil and
South Africa, India doesn’t guarantee early childhood care and education to children under the
age of six. While Article 45 of the Constitution directed the state to provide free education to all
children up to the age of 14, the 86th Constitutional Amendment Act (2002)—and, subsequently,
the Right to Education Act—caused a shift by defining education as a right for children between
the ages of six and 14. This effectively released the state from its obligation to provide quality
education at the early childhood (0-6 years) level.

Extensive research points to the importance of ECCE. Economist James Heckman has
demonstrated that pre-school education yields greater returns than any other form of education.
Some Indian states are becoming more cognizant of this. For instance, Rajasthan’s state vision
on ECCE states, “The first six years of a child’s life are globally acknowledged to be the most
critical years for lifelong development… Pre-School Education derives its importance from this
rationale.” As India seeks to develop the full potential of its network of anganwadis to improve
the quality of ECCE, Rajasthan’s recent experiences of integrating anganwadis with its school
system illustrate a workable model.

In Rajasthan, as in several parts of India, anganwadis typically operate in single rooms with a
three-person staff—an anganwadi worker, an anganwadi helper, and an ASHA or community
health worker. Staff are generally underpaid and lack the necessary skills and motivation to
excel at their jobs. Supervision is also severely limited because of staffing vacancies, with a 30%
vacancy rate for supervisors and a 60% vacancy rate for project officers. In practical terms, this
means that each anganwadi is supervised for only one or two hours each month, as each
supervisor has to cover between 30 and 40 anganwadis.

In terms of infrastructure, while the ICDS mission calls for anganwadis to be at least 600 sq feet
and include a kitchen, store room, and outdoor play areas, ICDS only provides 750 per month
for rent in rural areas and 3,000 in urban areas—and many anganwadis do not receive even that
full amount.

In recent years, Rajasthan has taken proactive steps to address this web of problems by
integrating or co-locating anganwadis with local government schools. Through this initiative,
government schools across the state will integrate a nearby anganwadi as part of the school
itself. The goal is to provide more consistent and continuous supervision to anganwadis and
facilitate continuity to quality public schools. Over 18,000 anganwadis—a quarter of all
anganwadis in Rajasthan—have already been shifted onto the campuses of government
schools. Most of these anganwadis were previously running in rented rooms, with limited
enrolment and infrastructure. By giving them a proper room and ensuring that they function on a
defined daily schedule, integration is a win-win for both the anganwadi and the government
school.
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In an additional 19,000 schools in Rajasthan, local public schools have designated mentor
teachers to help supervise and support workers in nearby anganwadis. These mentor teachers
are primary school teachers who are trained to provide support from an academic perspective,
facilitate parental engagement, and ensure the smooth daily functioning of the anganwadi.

It is crucial to note that for integration to work, schools must have the ability to support and
nurture anganwadis. In Rajasthan’s case, a large-scale systems-transformation effort led by the
department of education has made this possible by establishing model elementary and
secondary schools in every gram panchayat across the state. The impact of these interventions
is visible in the shift in enrolment from private to public schools over the past two years and also
in improvements in learning outcomes—measured both by board examination results and the
national achievement survey, according to which, Rajasthan emerged as the top-performing
state in 2018. The integration of anganwadis is then a part of a larger effort to improve education
quality.

Just as the education department considered a range of factors—infrastructure, curriculum,
school leadership, teacher training—while creating model schools, its new anganwadi quality
framework considers a variety of input and outcome-related attributes. While much needs to be
done in terms of improving anganwadis along all of these lines, preliminary results from the
integration process have been promising. Average enrolment in integrated anganwadis exceeds
that of unintegrated anganwadis by 62.5%. Integrated anganwadis also have greater access to
clean drinking water, toilets, and other infrastructure. The next steps in the process include
defining the roles of mentor teachers and building their capacities, engaging parents and
communities, and ultimately, improving the school readiness of children.

Drawing on synergies between anganwadis and government schools can serve as a model for
other states seeking to improve ECCE delivery in a cost-effective and sustainable manner. It not
only allows anganwadis to share the physical and human resources of government schools, but
also fosters a more profound integration across the education system, ensuring that the state
assumes the responsibility of providing quality education to all children.

Kyle Bardman and Rohan Sandhu are, respectively, former project associate and associate
director at the International Innovation Corps.
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Source : www.livemint.com Date : 2018-11-07

OPINION
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

The Ayushman Bharat: National Health Protection Scheme (AB-NHPS) has a defined benefit
cover of 5 lakh per family per year covering over 10 crore families. The ideation of the scheme
needs to be lauded for addressing one of the primary issues of our healthcare system—the
rising out-of-pocket expenditure. In 2011-12, more than 55 million Indians were pushed into
poverty because of rising expenditure on healthcare. Several studies have shown that an
increase in illness and consequent expenditure on drugs, diagnostics and care leads to the
exacerbation of poverty in developing countries. Government data suggests that about 63% of
the people have to pay for their own healthcare and hospitalization expenses as they aren’t
covered under any health protection scheme. Hence, there is no doubt that the scheme is well-
intentioned. However, its implementation in the current form could create an incentive problem in
certain states, which could potentially reduce their health spending.

First, under the 7th schedule of the Indian Constitution, health is a state subject. This means that
health as a motif, gains electoral importance primarily at the state level. The reason for this is
simple. Apart from central institutions such as the All India Institute of Medical Sciences, a major
chunk of the hospitals/ medical centres is state-owned and -operated. Therefore, the
accountability of these also falls with the state. In such a scenario, a nationwide scheme of
health insurance to supply healthcare facilities at the state level leads to a dilution of the state
responsibility in the provisioning of the same.

Additionally, the states’ participation in the scheme mandates them to contribute funds for
insurance, which naturally diverts funds allocated to building healthcare infrastructure within the
state. This issue could be exacerbated by the provision of portable healthcare services in-built
into the scheme. Portability of healthcare allows the beneficiaries to avail cashless benefits at
any empanelled hospital across the country. This move, while increasing access, is also
expected to cause pooling of patients in hospitals (and consequently states), where the health
infrastructure is relatively well developed.

Currently, access to health services varies significantly across Indian states. At the national
level, India only has 0.62 doctors for every 1,000 population, as opposed to the World Health
Organization standard of 1 doctor per 1,000 population. However, at the state level, Karnataka,
Tamil Nadu, Kerala, Punjab, Goa, and Delhi have more than 1 doctor for every 1,000 people. In
fact, Tamil Nadu and Delhi have 1 doctor for every 253 and 334 persons respectively. Such a
high density of doctors in these states puts them at par with countries such as Norway and
Sweden in terms of access to healthcare. In comparison, Jharkhand, Haryana and Chhattisgarh
have only 1 doctor for every 6,000 persons, which greatly reduces the accessibility of healthcare
in these states.

The existing health infrastructure created by these states is an output of years of heightened
health spending and investment in skill development. The high correlation between health
spending and health performance has strong theoretical and empirical roots. According to a
2018 report by NITI Aayog which formulated an index of health, the 3 top-ranking states were
Kerala, Punjab and Tamil Nadu. Unsurprisingly, these were also the 3 top spenders on health
infrastructure from 2004-05 to 2015-16. In fact, equalization of health expenditure across states
is desirable for achievement of sustained national health targets (see “Inter-state equalization of
health expenditures in Indian union”by Govinda Rao and Mita Choudhury). Over the years, the
disparity in per capita health expenditure across states has exhibited an increasing trend. The
average per-capita health expenditure of the bottom three states was 122 in 2004-05, 130 less
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than the average per-capita expenditure of the top spenders. This gap has grown substantially in
the last 10 years to reach 561 in 2014-15.

In this manner, the relatively better infrastructure for health in the top-performing states is
expected to cause an influx of patients there. This can lead to two potential scenarios. In both
the cases, the burden on the infrastructure in these states would increase. In the first case, this
may negatively affect their service-providing capability. In the second, even if the states are able
to develop infrastructure commensurate to demand, the expenditure would be borne by the
lower-performing states. This is because the funds provided by state A (say, Bihar) for its
residents to insure themselves, would be spent by the person at the healthcare facilities in state
B (say, Delhi). This implies a transfer of wealth or policy premium from the states down in the
ladder to the ones at the top. Eventually, it means that the states having better infrastructure
would be able to improve their position and the cost of this exercise would be borne (in part) by
the lower-performing states.

Both these scenarios could create a disincentive for the poorer states by reducing their
responsibility towards investing in health infrastructure. They may become comfortable in
disbursing fewer resources towards actual infrastructure development, and rely increasingly on
the private sector as well as other states for providing healthcare facilities to their citizens. This
would cause a diversion of resources from preventive measures of disease management which
are the backbone of public health, towards curative measures which would not be efficient in the
long run. Besides, the high level of positive externalities and the huge costs of preventive
healthcare can only be borne by a Centre—state collusion.

The cerebration of AB-NHPS is commendable, but the implementation in its current form is
possibly problematic. At the end of the day, given the state of primary healthcare in India, we
need more schemes such as the Swacch Bharat Abhiyan to take care of the actual spread of
diseases and not merely of their treatment.

Sumedha Shukla and Kannan Kumar are, respectively, research assistant and associate fellow
at Pahle India Foundation.

Comments are welcome at theirview@livemint.com
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Source : www.pib.nic.in Date : 2018-11-07

PILOT GANGA GRAMS WILL BE THE ROLE MODEL
FOR VILLAGE CLEANLINESS

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Ministry of Drinking Water & Sanitation

Pilot Ganga Grams will be the role model for village
cleanliness

Sustainable behavior towards better sanitation is
everyone’s responsibility: Union Minister Uma Bharati

Posted On: 06 NOV 2018 10:34AM by PIB Delhi

Union Minister for Drinking Water and Sanitation Ms. Uma Bharati has said that
maintaining sustainable behavior towards better sanitation is everyone’s
responsibility. She was speaking in Ganga Gram Swachchhata Sammelan at
Chyavan Rishi Ashram in Chousa Village of Buxar district in Bihar yesterday. About
four thousands Swachhagrahis, Ganga volunteers, youth organization members,
students, women groups and people from all walks of life attended the sammelan.

Ganga Gram is a concept to transform the villages on the bank of river Ganga into
ideal villages with emphasis on Open Defecation Free, Solid and Liquid Waste
Management, Water Conservation, Ground Water Recharge, modern crematorium,
tree plantation, organic and medicinal plants. After declaration of all 4465 Ganga
Bank villages as ODF, the Ministry of Drinking Water and Sanitation is working in the
direction of sustaining the ODF status of this area.  In this regard, Ms. Uma Bharati
appreciated the efforts made by district team, Panchayat representatives towards
making Buxar district ODF. She underlined that India has shown to the world the
commitment of the Government and achieved national sanitation coverage from a
lowly 39 per cent to over 95 per cent. She urged people to participate in SLWM
activities, not to litter around and pollute water sources, take care of their waste
management and promote organic farming.

Mr. Munna Tiwari, MLA, senior officials from the Centre and the State and leaders
from nearby Panchayats were also present in the Sammelan. Ministry of Drinking
Water and Sanitation is organizing a series of Ganga Gram Swachhata Sammelan
during this month.

******
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Source : www.thehindu.com Date : 2018-11-08

PROTECTING AGAINST POLIO
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

With wild polio virus strains reduced by 99.9% since 1988, the world is inching towards
eradicating polio. But unfortunately, more children today are affected by the live, weakened virus
contained in the oral polio vaccine (OPV) that is meant to protect them. The weakened virus in
the vaccine can circulate in the environment, occasionally turn neurovirulent and cause vaccine-
derived poliovirus (VDPV) in unprotected children. While the wild-type virus has caused 22 and
25 polio cases in 2017 and 2018 (as on October 30, 2018), respectively, in just two countries
(Pakistan and Afghanistan), VDPV was responsible for 96 and 75 polio cases in more countries
during the same periods. “Paradoxically, vaccination (using OPV) has become the main source
of polio paralysis in the world,” notes a 2018 paper in The Lancet.

While circulating VDPV strains are tracked, and outbreaks and cases are recorded and shared,
little is known about vaccine-associated paralytic poliomyelitis (VAPP) cases, particularly in
India. VAPP occurs when the virus turns virulent within the body of a recently vaccinated child
and causes polio. The frequency of VAPP cases varies across countries. With high-income
countries switching to the inactivated polio vaccine (IPV) that uses dead virus to immunise
children, the VAPP burden is concentrated in low-income countries which continue to use the
OPV.

In spite of the World Health Organisation asking all countries using the OPV to include a
“continuous and effective system of surveillance” to monitor the frequency of VAPP in 1982,
India did not comply. Data on VAPP became available only years after active polio surveillance
was initiated in 1997, say Jacob John, a virologist and formerly with the Christian Medical
College, Vellore, and a polio expert, and Dhanya Dharmapalan in a paper published in
September in the Indian Journal of Medical Ethics. However, even after 1997, India did not
count VAPP cases. “This is because it does not add value to the polio elimination programme,”
says Pradeep Haldar, Deputy Commissioner of the Immunisation Division, Ministry of Health
and Family Welfare.

The justification that VAPP cases can be ignored as they are “sporadic and pose little or no
threat to others” is ethically flawed. The stand that VAPP cases are epidemiologically irrelevant
is ethically problematic, note Dr. John and Vipin M. Vashishtha in a 2012 paper in Indian
Pediatrics.

Many member countries autonomously chose the IPV over the OPV, mainly to avoid any risk of
VAPP. In India, the VAPP cases can be avoided once the government stops using the OPV to
immunise children. “India ignored the problem of VAPP until their numbers were counted,” writes
Dr. John. A paper and a letter published in 2002 in the Bulletin of the WHO said the number of
VAPP cases in India in 1999, 2000 and 2001 were 181, 129 and 109, respectively.

The WHO had suggested a rate of 1 case of VAPP per million births and had estimated the
annual global burden of VAPP to be approximately 120 cases in 2002. Under these
circumstances, India’s share would been merely 25 VAPP cases per year, based on the annual
birth cohort of 25 million. But the observed number of cases in India in 1999 was 181. “This
indicates that the actual risk is seven times the expected number... It is reasonable to assume
that there would be 400-800 annual cases of VAPP globally,” Dr. John wrote in 2002 in the
Bulletin. That would have meant that there were 100-200 VAPP cases in India each year. The
global estimated incidence of VAPP was then revised to 200-400 cases.
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Despite knowing that there is a higher burden of polio caused by oral vaccines, India continued
to use the OPV. “The decision to use only the OPV was faulty. Parents were obliged to accept
the OPV and face the consequences of VAPP as well as VDVP,” Dr. John says.

Says Dr. Haldar: “India’s goal was to eradicate polio, and the OPV was crucial for that. The IPV
produces humoral immunity (involving antibodies in body fluids) so the immunised child does not
get paralysis, but it can’t stop the circulation of wild polio viruses. For instance, no polio cases
were seen in Israel but wild polio viruses were detected in the environment. The viruses will
continue to circulate in the community.”

Dr. John counters this: “The primary objective of polio vaccination is to prevent the disease,
which the OPV failed to fully achieve. The OPV was used for eradicating purposes but without
fully protecting the children. When you give a vaccine, you must ensure that the child doesn’t get
polio. Only the IPV can do that. A child has to be given several doses of the OPV. Even then,
the OPV doesn’t fully protect the child. There was no reason for not using both the IPV and the
OPV.”

It is easier to administer the OPV than the IPV and the cost per dose of OPV is also lower than
that of the IPV. However, the OPV fared poorly on two important counts: safety and efficacy.
“Administering the OPV was easier than the IPV but no cost-benefit analysis was done before
choosing the OPV,” says Dr. John. “Three doses protected only two-thirds of Indian children and
many developed polio before they turned one year. So we had to give more doses per child.”

While high-income countries preferred the IPV, India and other low-income countries continued
to rely on the OPV. India licensed the IPV only in 2006 but did not introduce it in routine
immunisation.

“The reason for not switching over to the IPV is because global production was too low to meet
India’s demand. India is the largest cohort. It needs 48 million doses per year to immunise all
children,” Dr. Haldar says.

This is a feeble excuse. As Pushpa Bhargava noted in an article in The Hindu (2008), the
decision to manufacture the IPV in India was taken in 1988 and a company was eventually set
up with technology transfer from France. The minutes of the meeting that year in Delhi read:
“Indigenous production of IPV before 1991 shall be aimed at… As new IPV programme ramps
up, the OPV will ramp down.” But the plan was shelved.

The IPV is essential for post wild-type polio virus eradication, to get rid of VDPV and VAPP. The
globally synchronised switch from trivalent to bivalent OPV in mid-2016 was accompanied by
administering a single dose of the IPV prior to administering the OPV. “A single dose of the IPV
given before the OPV prevents VAPP cases,” Dr. John says. A single dose of the IPV primes the
immune system and the antibodies against the polio virus, seen in more than 90% of immunised
infants, notes a paper in The Lancet.

With no way of monitoring VAPP cases in India, there is no way of knowing if the use of a single
dose of IPV followed by immunisation using bivalent OPV has led to a reduction in the number
of VAPP cases.

prasad.ravindranath@thehindu.co.in

YES | Om RoutrayWomen can expose men and cost them their jobs. Power is a language that
men understand om-routrayOm RoutrayJudge Brett Kavanaugh was
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Source : www.indianexpress.com Date : 2018-11-09

NO TRADE-OFFS IN HEALTHCARE
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Recreating the classic ‘mohalle ki Diwali’ on Digital?

Ayushman Bharat-Pradhan Mantri Jan Arogya Yojana (PM-JAY) is the most ambitious health
sector scheme since Independence. Prime Minister Narendra Modi has himself led the process.
If implemented well, PM-JAY could dramatically change the picture of the health sector and
directly benefit more than 50 crore poor people. Since its launch on September 23, it has
already benefitted close to 2,00,000 people.

A mission of such scale and ambition is bound to attract considerable public scrutiny. The
discussion on PM-JAY is, therefore, welcome. Commentators (including K Sujatha Rao in
“Insurance, false assurance,” IE, October 31) have raised several concerns about the scheme.
We seek to address them.

Critiques of the scheme usually stem from the following five concerns. One, PM-JAY focuses on
secondary and tertiary care, taking away the attention from primary care and public health-
related investments. Two, in a supply-deficit environment, raising demand will not help. Three,
the current package prices are too low to encourage private-sector hospitals to fully participate
in the scheme. Four, hospital insurance addresses only a small amount of out-of-pocket
expenditures. Finally, there is scepticism that either the required budget will not be available or
provided at the expense of other critical needs.

There is no disagreement that strong primary care and effective public health interventions
should be solid foundation of the health system. The health and wellness centres component of
Ayushman Bharat seeks to ensure exactly that. However, irrespective of how effective and well-
funded our primary healthcare system is, a large number of poor people will need secondary
and tertiary care. Currently, they don’t have much choice when they fall seriously sick. Without
PM-JAY, either they would delay or avoid seeking treatment, or sell their assets or borrow
heavily to fund such care. There is no trade-off between investing in primary and preventive
health for the general population and supporting curative health for the poor.

It is correct that the supply of quality healthcare is constrained in the country relative to
international norms. We have only 1.3 beds per 1,000 people as compared to the WHO norm of
five beds. However, even this limited supply disproportionately serves the non-poor section of
the population. More than 80 per cent of hospital beds are in the private sector, yet the poorest
40 per cent can’t afford quality private healthcare. PM-JAY will increase access to both public as
well as private sector services.

Where will the incremental supply of beds come from to support the anticipated increase in
demand? In the short run, it will come from the spare capacity in the private sector as well as
from the more efficient use of existing capacity. Private sector hospitals have an occupancy rate
of 60-70 per cent. Improvement in efficiency and greater use of home-based care will release
some constraints. In the medium-term, the market should respond through expanded private
sector capacity in Tier 2 and Tier 3 cities. With significantly greater paying power due to PM-
JAY, and government incentives for the private sector and PPP operations, the private sector’s
supply of quality services is bound to expand. Over the last decade, approximately 1 lakh
hospital beds have been added annually but this will need to increase by almost 1.8 times if we
are to reach the target of 3.6 million beds by 2034. PM-JAY will catalyse these changes.
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Package rates under PM-JAY have been fixed conservatively with a view to improve the
scheme’s sustainability. We have also considered the large volume of business that the scheme
will generate, creating economies of scale. States like Gujarat, Karnataka, Maharashtra and
Tamil Nadu, where some schemes are already in operation, have been allowed to continue with
their existing rates. The government is open to modifying the rates, when supporting evidence
becomes available.

Some commentators point to the lack of evidence to show that government-funded health
insurance schemes reduce out-of-pocket expenditure on healthcare. However, international
experience goes against this argument. For example, when China embarked on reforms towards
universal health coverage in 2007, out-of-pocket spending was around 60 per cent of the
country’s health expenditure. It has come down to 30 per cent now. It is correct that there is no
national-level evaluation of government-funded health insurance schemes in India. One study of
Karnataka’s scheme did show a significant reduction in out-of-pocket spending for healthcare.

We also need to understand the intention behind PM-JAY. With a budget in the range of Rs
10,000-12,000 crore per year, it can realistically be expected to have only limited impact on
overall out-of-pocket spending levels on healthcare, which amounts to around Rs 2,40,000
crore. However, PM-JAY will certainly have a significant impact on reducing the out-of-pocket
spending incurred on the catastrophic health expenses by the poorest 40 per cent of the
population.

Finally, the finance minister has assured Parliament about fully funding PM-JAY, and linked it
with the newly-introduced health cess. In addition, public resources for the health sector are
likely to expand significantly. The government has committed to increasing spending on health
from the current 1.2 per cent of the GDP to around 2.5 per cent in the next seven years.

Our country has a long way to go in reducing the high out-of-pocket expenditure on health,
expanding access to quality health services for the poor, and improving the affordability and
quality of health services. Only time will tell if PM-JAY will succeed in achieving these objectives.
However, we know that the approach followed in the last 70 years did not work. Let us give PM-
JAY a chance.
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Source : www.livemint.com Date : 2018-11-09

OPINION
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

In today’s inter-connected world, a nation’s health is no longer an internal matter. This century’s
outbreaks, such as Ebola, Zika, and SARS, are jolting reminders of a common threat that
transcends boundaries —infectious diseases. Little wonder, health has recently found its way
into diplomacy and foreign policy of many countries, evident from the agenda of this year’s G8
and G20 summits.

The Indian government has also demonstrated political will to improve the health security of
citizens with two bold announcements. First, an aggressive resolve to end tuberculosis (TB) by
2025, 10 years ahead of the World Health Organization’s (WHO’s) goal; and second, a step
towards achieving universal healthcare through the Pradhan Mantri Jan Arogya Yojana
(PMJAY), touted as the world’s largest government-sponsored health insurance scheme.

While PMJAY’s uptake will grab media attention, the end result of the End TB programme will
make global headlines. While the impact of PMJAY’s performance will largely be contained
within India, affecting internal politics and economics, that of eradicating TB will factor heavily
into India’s image and influencing power in global health diplomacy networks. This year has
seen an Indian clinician-cum-TB activist inducted into WHO’s top management team, a first for
India. It was also a sign of India’s precarious position in the world what with the highest TB
burden, and the expectations of diffusing that time bomb before it explodes into a global health
crisis.

TB is air-borne. With approximately 300 TB patients per 100,000 Indians, the very process of
breathing puts one at risk of acquiring the disease in lungs, spine, brain or any other organ.
India’s run up to the 2025 deadline requires TB transmission to decline at the rate of 15-20%
annually. At present, that seems a difficult task. Even though tests and treatment are available
for free across all public health centres, and patients can claim a nutritional incentive of 500 per
month until fully cured, the current decline rate of TB in India is a worrying 1-2%. What’s even
more worrisome is that half of the estimated patients are either unaware that they have TB, or
are unreported in the government’s e-registry for TB, Nikshay.

More than a million hidden carriers of active infection live among us, presenting a covert threat.
Infected patients infect others in the community while undiagnosed. TB transmission can’t be
ended until they are cured. Finding them is the biggest roadblock for the End TB mission, and a
rate-limiting one. With that realization, the government’s long-standing Revised National TB
Control Programme (RNTCP) has now initiated an active case-finding campaign in selected
population segments—those who are socially, clinically or occupationally more vulnerable than
others; that is, living or working in shanty towns, prisons, red-light districts and shelter homes, or
AIDS patients. The first three phases of this screening identified more than 12,000 new patients
who might have remained hidden otherwise. In the rest of the population, the hope is that TB
cases will be duly reported and treated.

The doctor-initiated passive approach of case detection has proven to be more daunting than
clearing a minefield. Private healthcare providers are the first contact points for more than half of
the Indian population. About 50-55% of private practitioners are doctors-by-experience, not
degree. This is where the search-and-treat strategy for TB is falling through the cracks. Sarang
Deo of the Indian School of Business, with funding from the Bill and Melinda Gates Foundation,
is running a large private sector engagement pilot in Mumbai and Patna to study care pathways
of TB patients.
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“Early symptoms of TB are non-specific, and quite similar to more commonly occurring
conditions, such as secondary infections resulting from seasonal flu. Private practitioners rule
out other ailments through antibiotic treatment before ordering TB tests. Delayed TB diagnosis is
the biggest risk factor for transmission,” he says.

Non-specific antibiotic courses, it should be noted, multiply the risk manifold, causing the
infection to become antibiotic-resistant. Another widely prevalent behaviour in the private sector
is hesitation to notify and refer their TB patients to public health facilities, despite cash
incentives. Fear of permanently losing clients and revenue to the public sector is the biggest
reason for non-compliance. To allay their concerns, a new engagement model of public-private
partnership is being tested in Mumbai and Patna, wherein private practitioners are encouraged
to manage patients themselves, provided they complete e-Nikshay case notification and follow
the standard of care treatment protocol.

“Our results suggest that this new model, even though seemingly more effort-intensive, is
actually not more expensive on a recurring cost per case basis. However, for cross-country
scaling up, the RNTCP budget would have to increase accordingly,” Deo says. The approved
budget for 2017-20 is 12,300 crore against the requirement of 16,600 crore.

Additional budget consideration may pose an uncomfortable challenge for the government. It is,
though, unquestionably a fair price to pay for attaining leadership in global health diplomacy. In
addition to new provider-focussed strategies, it is time to galvanise the society to drop the fear of
stigma, and insist on a TB test, if one’s cough persists for weeks. This is how India got rid of
polio.

Eradicating polio was an important step; becoming the first nation to eradicate TB will be a giant
leap.

Sheetal Ranganathan is vice-president of life sciences and healthcare operations at a research
and consulting firm, and a commentator and columnist covering global health and science.

Comments are welcome at views@livemint.com
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Source : www.thehindu.com Date : 2018-11-11

WHY POLIO VACCINE CONTAMINATION IS A WORRY?
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

A child is administered polio vaccine in Kolkata. File   | Photo Credit: AP

Since April 2016, all oral polio vaccines (OPV) across the world contain only two of the three
polio serotypes — Type 1 and Type 3.

Type 2 is banned because the wild, disease-causing version of this virus was eradicated globally
by 1999, and because OPV itself can cause polio in rare cases.

However, sometime in September, routine surveillance detected the Type 2 vaccine virus in
stool samples from children in Uttar Pradesh, implying that someone was still making the
vaccine. Further investigations revealed that the OPV, made by a Ghaziabad-based firm called
Bio-Med, contained traces of the Type 2 vaccine virus.

Yes. There are two ways in which all three oral vaccine viruses can cause polio. The first is
called Vaccine Associated Paralytic Polio (VAPP). Here, in extremely rare cases, the vaccine
virus mutates into a virulent version of itself, causing disease in the child who received the
vaccine, or in a person who came in contact with the child. VAPP causes isolated cases and not
outbreaks, because it doesn’t spread from person to person.

The second way in which the vaccine can cause polio is through Circulating Vaccine Derived
Polio Virus (cVDPV). Here, too, the vaccine virus mutates into a virulent version, but spreads
from person to person, causing outbreaks. For this to happen, though, the vaccine virus must
circulate among people for at least around 12 months. During this transmission, the virus has a
chance to mutate. This usually happens in communities where vaccination rates are low.
cVDPV, too, is extremely rare.

It can, but the probability is small. According to T. Jacob John, a Vellore-based virologist, “The
risk is virtually zero, but not absolutely zero.”

Take VAPP for instance. The risk of VAPP is extremely low, in general. A 2002 study in the
Bulletin of the World Health Organisation estimated that India saw one case of VAPP for every
4.1-4.6 million OPV doses administered in 1999. This was the combined risk from all three
serotypes. The risk from the Type 2 virus alone is even smaller.

cVDPV, on the other hand, is a bigger worry, because the Type-2 vaccine virus is the most likely
to turn cVDPV among all the three. But for this to happen, two conditions must be fulfilled. First,
a large number of children must be unimmunised against Type-2. Second, the virus needs to
circulate from person to person for several months.

Both these conditions don’t seem to be met in Uttar Pradesh. Even though India stopped giving
children OPV Type 2 in 2016, it has been giving them the Inactivated Polio Vaccine, which also
protects against the Type-2 polio. After news of the contamination, mop-up rounds to give IPV to
any children who had missed it earlier were conducted. All this drastically reduces the chance
that the vaccine virus will stick around in the environment for long enough to turn into cVDPV.

Yes. The Central Drugs Standard Control Organisation ought to trace the source of the
contamination, which it hasn’t done yet. Unless this happens, we won’t know how to prevent
incidents of larger contamination in future. The two possible sources are Ghaziabad’s Bio-Med
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and PT Bio Farma, an Indonesian firm which supplied the vaccine raw material to Bio-Med and
all other Indian OPV manufactures. Therefore, if Bio Farma was the source, the worry is bigger.

Second, Uttar Pradesh health authorities haven’t made it clear how widespread the
contamination was. Early media reports said 1.5 lakh vials were contaminated.

Assuming 20 doses per vial, this is around 3 million doses. The previous calculations of low risk
are based on this number. If a substantially larger number of doses was administered, the risk
would grow.

However, when asked for the final number of doses administered, Uttar Pradesh Expanded
Programme for Immunisation Officer A.P. Chaturvedi told The Hindu that this number was
unknown.

The end of the monsoons in India signal a welcome turn in the climate. While the drop in
temperature brings relief, the spike in vector-borne diseases
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Source : www.thehindu.com Date : 2018-11-11

CAUSE TO REMAIN ALERT: ON ZIKA VIRUS
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Despite the recent announcement suggesting that the Jaipur Zika virus strains cannot cause
foetal microcephaly, all possible measures to control transmission and monitor pregnancies
should be taken. To the best of our knowledge, there is not a specific Zika virus strain — or
mutation — linked to microcephaly. All Zika virus strains could possibly cause birth defects.

Over the last few years, the international community has banded together to quickly address a
growing international public health crisis — the Zika virus epidemic. After its detection in Brazil
during 2015, observant clinicians began to notice a striking increase in the rates of babies born
with microcephaly, a rare neurological condition characterised by underdeveloped brains and
undersized heads. Epidemiological, clinical, and experimental data has indicated that
microcephaly, and a range of other birth defects (such as miscarriages and ocular disease)
could be caused by the Zika virus passing from a pregnant women to her foetus.

While the science on the Zika virus has rapidly progressed, there is still much that we do not
know about how it causes birth defects. We do not know the long-term effects of children who
were infected with the Zika virus in the womb. We do not know why some lead to stillbirths and
miscarriages, some lead to neurological complications, and others seem perfectly healthy. We
do not understand why we only noticed microcephaly and other severe forms of disease during
the epidemic in the Americas, and not before. There could be biological answers to these:
certain Zika virus strains are more likely to cause birth defects than others. But at this point, we
do not know.

The Indian Council of Medical Research (ICMR) recently announced that the Zika virus strains
causing the outbreak in Jaipur, Rajasthan, cannot cause microcephaly. This conclusion was
based on a genetic sequencing of viruses isolated from the outbreak. In these sequences, the
ICMR did not find a Zika virus mutation linked to microcephaly that was suggested in a Science
magazine study, in 2017. The problem with this conclusion is that the research was based on
infection in mouse brains — not humans — and contains no epidemiological or clinical support.
Numerous other studies suggest that all Zika virus strains may have the capacity to infect
foetuses and cause neurological disease. Much more research is needed to determine if some
strains are associated with a higher risk.

It is also difficult to determine how extensive Zika virus outbreaks will be in India. If the Zika virus
has been silently spreading in the country, as it did throughout most of Asia for the last 50 years,
then enough people may be immune to the virus to prevent large outbreaks. According to the
most recent updates, 159 people in Jaipur had confirmed Zika virus infections. Considering that
most infections do not cause noticeable disease, and thus most infected individuals do not seek
medical attention, the true number of cases may be more than 10,000. At least 50 of the infected
individuals are pregnant women, but again, the true number is likely to be much higher.
According to the Centers for Disease Control and Prevention in the U.S., only 5-10% of Zika
virus infections during pregnancies lead to Zika-associated birth defects, and the rates of
microcephaly are much lower. So, while the chances for the Zika virus to cause harm to an
individual baby are low, there is still a chance, regardless of the Zika virus strain in circulation.

Pregnant women and their families, including those planning to get pregnant, should take great
caution to avoid mosquitoes — wear long sleeves and trousers, stay indoors when possible, use
DEET/insect repellent, and remove standing water that mosquitoes use for breeding. Zika virus
infection is not guaranteed upon mosquito bite, but the chances for infection rise with each new
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bite. Zika-associated birth defects could be a serious public health crisis in India, and, without a
vaccine, all possible measures to control transmission and monitor pregnancies should be
taken. Please, stay alert.

Nathan Grubaugh is Assistant Professor, Epidemiology of Microbial Diseases, Yale School of
Public Health, U.S. Twitter @NathanGrubaugh

YES | Om RoutrayWomen can expose men and cost them their jobs. Power is a language that
men understand om-routrayOm RoutrayJudge Brett Kavanaugh was
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Source : www.thehindu.com Date : 2018-11-11

MOST CHILD DEATHS DUE TO PNEUMONIA IN INDIA
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

File photo for representative purpose shows a nurse administering oral rehydration solution to a
child in Erode.   | Photo Credit: M. Govarthan

India continues to have the highest burden of pneumonia and diarrhoea child deaths in the
world, with 158,176 pneumonia and 102,813 diarrhoea deaths in 2016. This was stated in the
‘Pneumonia and Diarrhoea Progress Report’ released on Friday by the International Vaccine
Access Centre (IVAC) at the Johns Hopkins Bloomberg School of Public Health.

The report, which looked at progress in fighting pneumonia and diarrhoea in 15 countries with
the greatest number of deaths from these illnesses, finds health systems are falling woefully
short of ensuring that the most vulnerable children have access to prevention and treatment
services.

The 15 countries that the report looked at account for 70% of global pneumonia and diarrhoea
deaths in children under five. Globally, pneumonia and diarrhoea led to nearly one of every four
deaths in children under five years of age in 2016. Authors at the IVAC have also called on the
global community to collect better data and target communities of greatest need.

The report was released ahead of the 10th World Pneumonia Day on November 12.

The report analyses how effectively countries are delivering 10 key interventions —
breastfeeding, vaccination, access to care, use of antibiotics, oral rehydration solution (ORS)
and zinc supplementation — to help protect against, prevent, and treat, pneumonia and
diarrhoea. The measures are proven to help prevent death due to these illnesses and could help
achieve the United Nations’ Sustainable Development Goal target of reducing under-five
mortality to at least as low as 25 per 1,000 live births by 2030.The Pneumonia and Diarrhoea
Progress Report, supported by the Bill & Melinda Gates Foundation, issued annually, finds that
although countries are making progress in immunisation coverage, they seriously lag in efforts to
treat childhood illnesses — especially among populations that are remote, impoverished or
otherwise left behind.

Progress in India — home to more under-five pneumonia and diarrhoea deaths than any other
country in 2016 — has been mixed.

Increasing coverage of Haemophilus Influenzae Type B (Hib) vaccine, as well as continued
scale-up of rotavirus vaccines, first introduced in mid-2016, led to a bump in scoring for these
interventions since last year’s report. Introduced in 2017, the Pneumococcal Conjugate Vaccine
(PCV) has been included in only six States to date. Further scale-up of the vaccine to all States
should be considered

The end of the monsoons in India signal a welcome turn in the climate. While the drop in
temperature brings relief, the spike in vector-borne diseases
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Source : www.thehindu.com Date : 2018-11-11

DEFEATING PNEUMONIA
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

“Air Pollution and Child Health: Prescribing Clean Air”, a new World Health Organisation report,
says that 98% of children under the age of five from countries such as India are exposed to toxic
air. Acute Respiratory Infections — which are the leading cause of death among children under
five, and claiming the lives of approximately 2,400 children a day — accounted for approximately
16% of the 5.6 million under-five deaths, killing around 880,000 children in 2016. Most victims
are less than two years old.

A report by Save the Children (“Fighting for Breath”) showed that pneumonia kills two children in
this age group every minute — more than malaria, diarrhoea and measles combined. More than
80% of victims have weakened immune systems caused by malnutrition or insufficient
breastfeeding and unable to fight the infection. For countries with high levels of toxicity in the air,
delivering on the pledge of the UN’s Sustainable Development Goals (SDGs) will require an
unrelenting focus on the most disadvantaged children. Children born into poverty, and also
those living in the hardest-to-reach places, and facing discrimination are the ones who face the
greatest risks.

Air pollution is a ‘major risk factor for pneumonia. The sources of pollution vary across and within
countries. Outdoor air pollution, which is associated with emissions from factories, the burning of
rubbish and coal, and traffic, is a growing concern. Children living in urban slum environments
often face high levels of exposure to these sources of pollution. Indoor air pollution is a major
contributor of respiratory infection in many high-burden pneumonia countries, where the burning
of biomass for cooking, heating and lighting are the common sources of pollution’.

According to the International Energy Agency’s Energy Access Outlook 2017 report, over 63%
of households in India use biomass energy sources. Tackling household air pollution that is a
major source of pneumonia infections is another priority.

In 2016, pneumonia was the leading cause for under-five deaths in India, and more than 25
million children under the age of two were found not immunised with pneumococcal conjugate
vaccine. The “Fighting for Breath” report says that globally, a million children are dying from
pneumonia annually, even though it can be treated with antibiotics costing as little as 26.

While the Indian government has taken several steps to improve the health of children, India
continues to top the world ranking in the number of deaths due to the disease burden. The
number of unvaccinated children in the 0-2 age range in developing countries is estimated to be
at around 170 million, with India dominating. Research shows that that the association between
pneumonia and air pollutant exposure is particularly strong during the first year of life. It is a well
known that exclusive breastfeeding in the first six months acts as an effective vaccine and
continued breastfeeding with the gradual introduction of complementary food is another risk-
reducer.

Defeating pneumonia necessitates multi-sectoral action plans. Concerted action by the
government, backed by civil society, corporates and communities can help save children’s lives,
but we need to move fast. Looking at the threat that bad air is posing, it is imperative for the
government to develop comprehensive national guidelines and multi-sectoral convergent action
plans and ensure adequate resourcin. The complexity of interventionsplaces a premium on
coordinated policy responses.
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India has made remarkable progress. The Partnership for Maternal, Newborn and Child Health
summit is to be hosted by India in December and this should hopefully bring rigour to
commitments made under the SDGs vision 2030.

Pneumonia leaves desperately vulnerable children struggling, parents coping with anxiety and,
all too often, the grief and trauma that comes with the loss. It is indefensible that we allow so
many young lives to be destroyed by diseases when we have the knowledge and the resources
to defeat them.

Bidisha Pillai is CEO, Save the Children

The end of the monsoons in India signal a welcome turn in the climate. While the drop in
temperature brings relief, the spike in vector-borne diseases
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DR. SATYA PAL SINGH LAUNCHES LEADERSHIP FOR
ACADEMICIANS PROGRAM (LEAP) AND ANNUAL
REFRESHER PROGRAMME IN TEACHING (ARPIT) FOR
HIGHER EDUCATION FACULTY 

Relevant for: Health, Education & Human Resources | Topic: Human resources & Sports and related issues

Ministry of Human Resource Development

Dr. Satya Pal Singh Launches Leadership for Academicians
Program (LEAP) and Annual Refresher Programme In
Teaching (ARPIT) for higher education faculty 

Posted On: 13 NOV 2018 4:35PM by PIB Delhi

            Dr. Satya Pal Singh, Minister of State, Ministry of Human Resource
Development, launched two new initiatives; Leadership for Academicians
Programme (LEAP) and Annual Refresher Programme In Teaching (ARPIT) today
at New Delhi. He also released information brochures of both the initiatives during the
event. While addressing the gathering, Dr Satya Pal Singh said that developing good
teachers is an arduous task and if teachers show enough commitment, ARPIT will go a
long way in empowering the teaching faculty. Committed teachers will develop
confidence and competence and must become effective communicators so that they
can spread knowledge like the rays of the sun. Combining the qualities of a good
teacher and an effective leader is still more daunting task but not an impossible task,
the Minister said. LEAP will fulfill this critical need which will make higher education
institutions perform their roles of developing better students who will be future torch
bearers. A leader must talk for all generations, present and future; only then
institutional growth can be achieved, Dr. Satya Pal Singh explained. 

 

Shri Prakash Javadekar, Union Minister of Human Resource Development in his
video message lauded these initiatives which are set to transform quality of teaching
and improve leaders, thereby enhancing the quality of higher education institutions. He
highlighted the need for constant updation to keep abreast of recent developments
which will enrich the teaching learning experiences. Combining academic and
administrative leadership is an equal requirement for those heading educational
institutions and he hoped that LEAP will help in creating better higher education leaders
of tomorrow. He appealed to all faculties in higher education to take benefit of these
two initiatives.

 

            The launch event was graced by Secretary (HE), Chairman UGC, Vice-
Chairman AICTE and senior officials of the Department of Higher Education, UGC and
AICTE. It was attended by Vice-Chancellors, Directors, heads of autonomous bodies,
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Project Coordinators of National Resource Centres of ARPIT and representatives of
LEAP training institutions.

 

Shri R Subrahmanyam, Secretary (HE) stated that these two initiatives are extremely
significant as they will create transformative teachers and leaders.

 

Prof D P Singh, Chairman, UGC in his concluding remarks assured that UGC will
shortly bring out a notification recognizing ARPIT for career advancement of faculty. He
urged all Vice-Chancellors and Directors to encourage their faculty across all
disciplines to register and complete these refresher courses.

 

Leadership for Academicians Programme (LEAP) is a three weeks Flagship
leadership development training programme (2 weeks domestic and one week foreign
training) for second level academic functionaries in public funded higher education
institutions. The main objective is to prepare second tier academic heads who are
potentially likely to assume leadership roles in the future. The programme would provide
senior faculty, with high academic credentials, the required leadership and managerial
skills including skills of problem-solving, handling stress, team building work, conflict
management, developing communication skills, understanding and coping with the
complexity and challenges of governance in HEIs, financial & general administration.

The implementation of LEAP Programme will be through 15 NIRF top ranked Indian
Institutions namely, Indian Institute of Technology Roorkee; IIT Kanpur; NIT Trichy;
Indian Institute of Science Education and Research (IISER) Kolkata; Jawaharlal Nehru
University; IIT (BHU); University of Delhi; Indian Institute of Technology Bombay; TISS
Mumbai; University of Hyderabad ; NIEPA, Indian Institute of Technology Kharagpur;
Jamia Milia Islamia; Banaras Hindu University and AMU.

The foreign Universities identified for the training are also within the top 100 in the world
global rankings. The foreign collaborating institutions are University of Michigan; NTU
Singapore; Harvard University; Purdue University, USA ; University of Chicago;
University of Pennsylvania / Stanford; Monash University; London School of Economics/
Oxford University; University of Cambridge and University of Virginia, USA.

Annual Refresher Programme in Teaching (ARPIT), a major and unique initiative of
online professional development of 15 lakh higher education faculty using the MOOCs
platform SWAYAM. For implementing ARPIT, 75 discipline-specific institutions have
been identified and notified as National Resource Centres (NRCs) in the first phase,
which are tasked to prepare online training material with focus on latest developments in
the discipline, new & emerging trends, pedagogical improvements and methodologies for
transacting revised curriculum.

In 2018, the inaugural year itself, the NRCs are expected to cater to around 13 lakh
faculty of the total 15 lakh faculty in higher education. The courses cover a diverse range
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of topics such as, inter alia, Indian culture & Heritage Studies, Pedagogical Innovations &
Research Methodology, Latest Trends in Pedagogy and Assessment, Personal-
Emotional Development and Counselling , Neural Networks and Deep Learning & 
Knowledge discovery, ICT in Science and Maths teaching, Innovation and Best Practices
in Educational Skills, Leadership and Governance in Higher Education, Public Policy and
Administration, English Language Teaching, Hindi Literature &  Linguistics, Methodology
of Teaching Sanskrit, Effective Creations and Innovative Researches in Medieval
Gujarati Literature, Tribal and Regional languages, Urdu, French Studies, Tools,
techniques and experiments in Earth Science,  Mathematics, Statistics, Zoology,
Chemistry, Physics, Biotechnology , Biomechanics, Marine Science, Calculus, Real Time
Power Analysis and Smart Grid, Civil Infrastructure for Smart City Development,
Engineering Mechanics, Design Spectrum, DIY Manufacturing Technology, Advanced
Concepts in Fluid Mechanics, Energy Systems Engineering, Engineering Mechanics,
Physics of Semiconductors and Devices, Internet of Things, Astronomy and
Astrophysics, Electrical Engineering,  Bio-Medical engineering, Metallurgical Engineering
and Materials Sciences, Chemical Engineering, Aerospace Engineering, Tourism and
Hospitality Management, Political Science, Economics, Psychology, Development
Perspectives in Agriculture, Gender/Women's studies, Law, Disaster Management,
Climate change, Library & Information Science, Ethics, Human Rights and Environment ,
Social and Rural Development, Anthropology etc. Currently, registrations are open for
the online refresher courses on SWAYAM platform, https://swayam.gov.in/courses/public

The course is a 40 hour module with 20 hours of video content and 20 hours of non-
video content. They are offered in a highly flexible format and can be done at one’s own
pace and time. There are built-in assessment exercises and activities as part of the
academic progression in the course. At the end of the course, they will be a terminal
assessment which can be either online or a written examination. All faculties who have
successfully completed the online refresher course will be certified. The courses will
remain open from 1st November, 2018 to 28th February, 2019.  All in-service teachers,
irrespective of their subject and seniority are requested to register and complete these
refresher courses which will help them in career advancement.

NRCs are located in a mixed range of institutions such as, Central Universities, IISc,
IUCAA, IITs, IISERs, NITs, State Universities under the Ministry’s Pandit Madan Mohan
Malaviya National Mission on Teachers and Teaching (PMMMNMTT); UGC’s Human
Resource Development Centres (HRDCs), National Institutes for Technical Teachers
Training (NITTTRs), IIITs and IGNOU.

Out of 75 institutions, already 68 have uploaded their courses and started
registering the teachers. Till now, more than 30,000 teachers have enrolled to
obtain online professional development training. Necessary regulations will be
taken out by UGC, recognising the MOOCs based online refresher training of
teachers for the CAS (Career Advancement Scheme). The production of MOOCs
courses by the teachers is also recognised for the CAS. This is expected to be a
major incentive for the higher education faculty to undergo training through
MOOCs courses and also to produce MOOCs courses.

ARPIT will be an ongoing exercise so that every year NRCs will continuously develop
new refresher module in their earmarked discipline each year. The training materials will



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

be uploaded and made available through SWAYAM. NRC will publish the list of the
faculty who have been certified. The NRCs will revolutionize professional development of
faculty by catering to massive numbers by leveraging ICT and online technology platform
of SWAYAM. 

 

*****

NB/AKJ
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Source : www.hindustantimes.com Date : 2018-11-14

INDIA MUST PRIORITISE ITS FIGHT AGAINST
DIABETES

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Non-communicable diseases (NCDs) such as heart diseases, stroke and diabetes have
increased in every state in India over the past 25 years and now cause more disease and death
than infections, maternal and new-born deaths during delivery, and malnutrition put together,
according to the first comprehensive analysis of disease trends in India published in The Lancet
in September. Unhealthy lifestyles, which include being overweight, bad diets and sedentary
behaviour, are the leading causes of these chronic diseases that strike Indians at least two
decades before they do Caucasians, in the process, increasing their dependence on medicines
and bringing down quality of life over their last three to four decades.

The number of people with diabetes in India has gone up from 26 million in 1990 to 65 million in
2016, with the prevalence of diabetes in adults aged 20 years or older rising from 5*5% to 7*7%
in the same period. The jump in the rate of healthy years lost to diabetes since 1990 is the
highest among major NCDs in India. The age-standardised disability-adjusted life years (DALY)
rate, which is a measure of overall disease burden expressed in the number of years lost to bad
health, disability or early death, for diabetes increased by 39*6% from 1990 to 2016. Both
diabetes prevalence and DALYs increased in every state, with the prevalence being highest in
Tamil Nadu, Kerala and Delhi, followed by Punjab, Goa and Karnataka. The relative rate of
increase was highest in several less developed states, where the co-existence of diabetes with
malnutrition and infectious diseases such as diarrhoea, lower respiratory tract infections and
tuberculosis is leading to a double burden of disease.

Being overweight is the biggest risk factor. For every 100 overweight adults in India, there were
38 adults with diabetes, compared with the global average of 19 for every 100 in 2016. With the
number of overweight people aged 20 and above more than doubling over the past 25 years,
from 9% in 1990 to 20*4% in 2016, diabetes prevalence will shoot up dramatically in every state
unless policy support to promote prevention and early management is given the priority usually
reserved for communicable and childhood diseases. Improving surveillance systems to monitor
changing trends across states for quick policy interventions and using innovations to strengthen
primary health centres and training general physicians for early diagnosis will improve disease
management to lower diabetes-related complications, such as blindness and neuropathies.
Multi-sectoral collaborations, such as policies to reduce dietary fat, sugar and salt, to controlling
overlapping NCDs and risk factors such as high sugar, hypertension, being overweight and high
cholesterol, will collectively lower the risks for diabetes, heart disease, stroke, and certain
cancers.

First Published: Nov 13, 2018 17:57 IST
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Source : www.pib.nic.in Date : 2018-11-14

FOUNDATION STONE LAID FOR ALL INDIA INSTITUTE
OF AYURVEDA, YOGA AND NATUROPATHY THE
CENTRE WILL BECOME HUB OF EDUCATION FOR
TRADITIONAL MEDICINAL SYSTEMS- SHRIPAD NAIK

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

AYUSH

Foundation Stone Laid for All India Institute of Ayurveda,
Yoga and Naturopathy The Centre will become Hub of
Education for traditional medicinal systems- Shripad Naik

Posted On: 13 NOV 2018 5:35PM by PIB Mumbai

Panaji, November 13, 2018

Minister of state (I/C) for AYUSH Shri Shripad Naik laid the foundation stone for All India
Institute of Ayurveda, Yoga and Naturopathy at Dhargal, Goa. Health Minister, Shri Vishawjeet
Rane, Sports and Tourism Minister, Shri Manohar Ajgaonkar, Secretary, Union Ministry of
AYUSH Vaidya Rajesh Kotecha were present on this occasion.

Shripad Naik in his address thanked the people who allotted their land for this project. He also
assured of maximum employment to the locals. Shri Naik further said that, Drugless medicinal
systems will help the people to overcome on lifestyle diseases.

The institute is the extension of All India Institute of Ayurveda, New Delhi. 250 bedded hospital
will also cater 500 students every year offering undergraduate, postgraduate and P.HD degrees.
Ayurveda have a 100 bed facility and Naturopathy with 150 bed capacity. Yoga department with
facility of Diabetic Clinic, Cardiac Care Unit including Yoga therapy room for 30 patients. Institute
includes Medical College for Ayurveda, Naturopathy and Yoga which has hostel facility for 67
rooms for doctors and 91 rooms for 182 students.

The cost of the project is Rs 301 crore. The Institute will be managed with the trained and
qualified doctors and staff.
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Source : www.thehindu.com Date : 2018-11-15

SETTING A PROPER DIET PLAN
Relevant for: Health, Education & Human Resources | Topic: Poverty & Hunger and related issues

Despite being one of the fastest growing economies in the world, India has been ranked at 103
out of 119 countries, with hunger levels categorised as “serious”, in the Global Hunger Index
2018. Strikingly, in July, three girls died of starvation resulting from prolonged malnutrition in the
national capital Delhi, which has a high per capita income. India’s child malnourishment level is
not only the highest in the world but varies considerably across States. As per the National
Family Health Survey-2016, the proportion of stunted (low height for age) children under five is
significantly higher (38.4%) than global (22.9%) averages. The underweight (low weight for age)
children rate (35.7%) is a lot higher than the global average (13.5%) too. India is home to over
53.3 million stunted, 49.6 million underweight and 29.2 million wasted (low weight for height)
children under five.

Growing prosperity has hardly made any significant dent in chronic malnutrition of children.
Faster economic growth has enormous benefits, but it is by no means sufficient and sustainable
if millions of children remain undernourished, as it not only impacts early childhood health and
imposes disease burden but also affects education, wages and productivity when they grow up,
which will impact India’s growth. Where does the solution lie?

World’s hungry population on the rise again, says U.N. report

One problem lies with the current thinking of growth-oriented development. No doubt, the low
income and Empowered-Action-Group (EAG) States face major challenges to improve
malnutrition, but, two EAG States, Chhattisgarh and Odisha, have performed better on this front
compared to Gujarat and Maharashtra where per capita income is almost double. The
development path prevalent in Gujarat is more about growth and investment, which, however,
has not been able to translate as better nutritional status in the State. Odisha, which is a low
income State, has a better network of Integrated Child Development Services (ICDS), public
health facility/workforce per lakh population and educational attainment among women, which
have translated into a better nutritional status when compared with Gujarat. Further, tribals,
rural, poor and illiterate mothers’ children are badly off in so-called developed States of Haryana,
Gujarat and Punjab. These groups are also affected in poorer States of U.P., Bihar, Jharkhand
and Madhya Pradesh. Around two-thirds of stunted/underweight children are from 200 districts
of both less developed and developed States.

Another prominent idea is the need to link agriculture and nutrition, as agriculture provides
answers to most nutrition problems. Our estimates, however, show malnutrition continues to be
high in agricultural surplus States like Haryana (34% stunting and 29.5% underweight).
Worryingly, malnutrition in some of its agriculturally-developed districts (Karnal, Panipat,
Sonipat, Rohtak as well as in Gurugram) is even higher than the average of Odisha. Recently,
Madhya Pradesh has registered double-digit growth in food grain production making it one of the
wheat granaries of India, but acute malnutrition is still critical in most of its districts with a high
proportion of underweight (42.8%) and stunted children (41.9%).

For nutrition security: On undernourishment

To understand the contradiction between agrarian plenty and malnutrition, let us take the
example of diversified food. With the increase in diversity in food intake, measured through Food
Intake Index using 19 food items in all 640 districts, malnutrition (stunted/underweight) status
declines. Only 12% of children are likely to be stunted and underweight in areas where diversity
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in food intake is high, while around 50% children are stunted if they consume less than three
food items.

A majority of children across districts in Tamil Nadu consume a reasonably highly diversified
food, leading to lower percentage of stunted/underweight children across districts. Children in a
majority of districts in West Bengal, Odisha, Kerala and Karnataka consume mediocre level of
food items and malnutrition is relatively lower than in Rajasthan, U.P., Jharkhand, M.P., Gujarat,
Bihar and Haryana (children in many of their districts consume less diversified food). The
diversified food intake is very low in a majority of Indian districts; just 28% of children consumed
over five items of the total 19 food items.

An inclusive and holistic approach, including controlling/regulating food price, strengthening the
public distribution system (PDS) and income support policies for making food cheaper are
important steps. The ICDS was a high impact nutrition intervention, but its universal availability
and quality are questionable due to poor functioning. The government must broaden the ICDS
programme by ensuring diversity in food items in worst-hit districts. The launch of the National
Nutrition Mission as a strategy to fight maternal and child malnutrition is a welcome step towards
achieving the targets of underweight and stunted children under five years from 35.7% to 20.7%
and from 38.4% to 25% respectively by 2022. But sustained budgetary commitment towards
nutrition components is not sharply visible.

Shailender Kumar Hooda is Associate Professor at the Institute for Studies in Industrial
Development, New Delhi, and Rabiul Ansary is Research Associate at the same institute. The
views expressed are personal
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Source : www.pib.nic.in Date : 2018-11-15

ALL NORTH EASTERN STATES COMMIT TO
DECLARING ODF BY DECEMBER 2018

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Ministry of Drinking Water & Sanitation

All North Eastern States commit to declaring ODF by
December 2018

Posted On: 14 NOV 2018 6:40PM by PIB Delhi

A regional review meeting of the North Eastern States was held in Guwahati, Assam, today. The
workshop comprised discussions on sustaining Open Defecation Free (ODF) status, Solid and
Liquid Waste Management (SLWM), and rural water supply. Teams from Arunachal Pradesh,
Assam, Manipur, Meghalaya, Mizoram, Nagaland, Tripura and Sikkim joined the review

Key aspects of sustainability such as geo-tagging, verification of ODF villages, conversion of
dysfunctional toilets, IEC expenditure, Swachhagrahi engagement were reviewed.

Speaking on the occasion, Shri ParameswaranIyer, Secretary, Ministry of Drinking Water and
Sanitation emphasized the importance of the joint effort being made by the Central and State
SBM teams towards sustaining gains made under the program so far. He spoke about the
importance of continued focus on behavior change communication and periodic verifications to
ensure that the safe sanitation habits and practices developed over the past few years are
sustained in the future as well.

The teams from the ODF States of the region spoke about efforts to sustain their ODF status.
Sikkim highlighted the solid and liquid waste management initiatives being undertaken in the first
ODF State of the country.

Non-ODF States committed to declaring themselves as ODF by December 2018. Assam shared
highlights of “Mission Sambhav”, under which more than one lakh pit digging activities were
initiated on a single day during the Swachhata Hi Seva fortnight.

Shri Akshay Rout, Director General, Special Projects , Ministry of Drinking Water and Sanitation
pointed to the criticality of the sustainability phase of SBM and the necessity for the managers
for regular monitoring.

A parallel session was held for the National Rural Drinking Water Programme (NRDWP) at the
review meeting. Ms. V. Radha, Joint Secretary, Ministry of Drinking Water and Sanitation, spoke
about the need to increase the coverage of household water supply connections by taking up
community-managed, low cost schemes.

Other senior officials taking part in the review were Shri Hiranya Borah, Deputy Director
General, Shri Samir Kumar, Joint Secretary, and Mission Directors from the participating States.

The Dy Commissioners of Assam interacted with the central team through a video Conference.
The review concluded with a media interaction with eminent media persons and media houses
from across the North East.
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Source : www.livemint.com Date : 2018-11-16

OPINION
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

While the ambition behind and success to date of the Swachh Bharat mission are laudable, it is
at risk of unravelling unless it can ensure that India remains permanently open defecation free.
To do so, the mission must bring about sustainable behavioural change through ‘System 2’ and
‘System 1’ drivers.

Much has been written about Swachh Bharat since its launch in 2014. Advocates of the scheme
rightly point to the number of toilets constructed and the number of villages that are declared
open defecation free— over 8 crore toilets and 5 lakh villages respectively—whereas critics
point to the low usage of the toilets constructed and question the truth behind open defecation
free claims.

The 2017 Swachh Survekshan survey conducted by the Quality Council of India reports that
62% of rural households now have a toilet. This is an increase of over 20 percentage points
since 2014. More significantly, the survey concludes that more than 90% of the individuals who
had access to toilets were using them. Yet, stories continue to pour in, suggesting that the
ground reality isn’t so rosy. The lengthy queues, lack of water supply and the poor
communication in remote and tribal populations have all resulted in low uptake in areas where it
is needed the most. Reports suggesting that the Jaipur Municipal Corporation hired an event
management company to ‘persuade’ citizens to give feedback that would make the programme
seem a success, raise further questions of the mission’s reliability. Similar findings have also
been reported in Maharashtra and Gujarat, both declared as open defecation free states.

As with most things, the true scale of Swachh Bharat’s success lies somewhere in the middle.
Irrespective of the narrative weaved and the actual success achieved by the mission before its
conclusion, a pertinent question still remains. What happens after it ends?

Until recently, the underlying philosophy of Swachh Bharat could be aptly described by quoting
the Kevin Costner movie, Field of Dreams: “If you build it, he will come.” Policymakers hoped
that once enough toilets were built to declare India open defecation free, it would continue to
remain so. This failed to take into account that, unlike eradicating smallpox or polio, eliminating
open defecation isn’t a one-off. To truly make India open defecation free requires a sustainable
change in societal mindset and behaviour.

One way to bring about behavioural change is to adopt, what psychologists refer to as System 2
drivers of change. These focus on spreading rational knowledge (germ theory), having explicit
action plans (such as personal and political commitments to change) and using human emotions
of pride and shame to change behaviour. Community led Total Sanitation (CLTS) programmes
is one such approach. It promotes the mobilisation of local communities to talk openly about,
appraise and analyse their defecation practices. Triggers, both psychological and visual, are
used to shock and disgust people in an effort to move away from such practices.

Maharashtra with its adoption of the ‘Good Morning Squads’, Indore with its ‘dibba gang’ and
Delhi with its Gabbar posters, are all using System 2 drivers to trigger behavioural change. If
policymakers believe that such methods can be effective, and evidence of CLTS programmes
from Bangladesh and Malawi seems to suggest so, emphasis must be put on ensuring proper
training, to prevent facilitators from using tactics of public shaming and coercion. Behavioural
change must also be understood more widely to include System 1 drivers.
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Poorly understood and inadequately adopted by policymakers, System 1 drivers play a critical
role in facilitating desired behaviour. Research suggests that people tend to stick to their existing
habits for tasks performed frequently and so, System 1 drivers, rather than focusing on changing
habits, look to cultivate existing ones into a more positive outcome. They tap into the
unconscious, cue-driven behaviours that all humans have.

To mitigate open defecation, a simple but ingenious System 1 driver would be the building of
public toilets in fields which people already use to defecate openly. Leveraging India’s recent
growth in mobile connectivity and growth in constructed household toilets, incentive programs
for increased latrine use can also issue text message reminders, scheduled and framed to
promote latrine usage at the same time and place each day.

Strategic timing of key interventions can also go a long way in disrupting behaviour. For
example, promoting the use of toilets during the monsoon, when people find it difficult to
defecate openly, or launching new interventions during the outbreak of a disease, when people
are actively thinking about hygiene, are ways to ensure a new behaviour is developed. Lastly,
initiatives creating an annual ritual, aligned with prevalent religious beliefs, when a village is
declared open defecation free can ensure change is celebrated and thus, sustained in the long
run.

For India to permanently eradicate open defecation, the Swachh Bharat Mission must adopt
three pillars of support. The first must provide and maintain the infrastructure needed to aid toilet
use. The second must motivate people to change behaviour towards toilet use and the third
must harness cues and automatic habits to drive positive behaviour. It’s time policymakers start
focusing on the third pillar, before the facade wobbles.

Karan Paintal is an alumnus of The Takshashila Institution.

Comments are welcome at theirview@livemint.com
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Source : www.thehindu.com Date : 2018-11-16

A RESEARCH HUB FOR ANTIBIOTICS RESISTANCE
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Denmark said on Thursday it would create an international research centre focused on the fight
against resistance to antibiotics, a scourge affecting almost half a million people worldwide.

Danish Health Minister Ellen Trane Norby signed a memorandum of understanding in Seattle, in
the United States, with the international network of research centres CGIAR, to establish the
centre, her office said.

Denmark aims to lead “future global work on finding new solutions for the serious challenges
with antimicrobial resistance we are facing today,” Ms. Norby said in a statement.

The International Centre for Interdisciplinary Solutions on AMR (Antimicrobial Resistance),
financed by Denmark and private investors, will open in 2019 and is expected to employ up to
500 people.

In 2016, 4, 90,000 people developed a resistance to antibiotics, according to figures from the
World Health Organisation. The growing problem causes 33,000 deaths in Europe each year, a
recent study by the Stockholm-based European Centre for Disease Prevention and Control
(ECDC) said. “The burden of these infections is comparable to that of influenza, tuberculosis
and HIV/AIDS combined,” the ECDC said.

Discovered in the 1920s, antibiotics have saved tens of millions of lives by defeating bacterial
diseases such as pneumonia, tuberculosis and meningitis.

Every year, November 12 is observed as World Pneumonia Day to raise awareness and to
advocate for global action to protect against, help prevent, and
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Source : www.pib.nic.in Date : 2018-11-16

RURAL JHARKHAND DECLARED ODF, WEST BENGAL
COMMITS TO BECOME ODF BY DECEMBER 2018

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Ministry of Drinking Water & Sanitation

Rural Jharkhand declared ODF, West Bengal commits to
become ODF by December 2018

Posted On: 15 NOV 2018 6:08PM by PIB Delhi

A regional review meeting of the Eastern States was held in Kolkata, West Bengal,
today. The workshop comprised discussions on sustaining Open Defecation Free
(ODF) status, Solid and Liquid Waste Management (SLWM), and rural water supply.
Teams from West Bengal, Jharkhand, Bihar and Odisha joined the review. Key
aspects of sustainability such as geo-tagging, verification of ODF villages, conversion
of dysfunctional toilets, IEC expenditure, Swachhagrahi engagement were reviewed. 

In his opening address, the Hon'ble Minister of Public Health Engineering,
Government of West Bengal, Shri Subrata Mukherjee, emphasised on the importance
of sustaining safe sanitation practices and shared the State's commitment towards
achieving open defecation free status. West Bengal currently has a rural sanitation
coverage of 97% and is on track to becoming ODF much before the national target of
October 2019.

Speaking on the occasion, Shri Parameswaran Iyer, Secretary, Ministry of Drinking
Water and Sanitation, congratulated the team from Jharkhand for declaring the State
as Open Defecation Free today. He further emphasized the importance of continuing
behavior change efforts and periodic verifications to ensure that the safe sanitation
habits and practices developed over the past few years are sustained in the future as
well. He further appreciated the team from West Bengal for committing to declaring
rural West Bengal ODF by December 2018.

Shri Akshay Rout, Director General, Special Projects, Ministry of Drinking Water and
Sanitation shared details of the ongoing Swachh Bharat World Toilet Day Contest
(9th-19th November 2018). He urged all States and districts to come forward and
participate in the Contest by organizing mass mobilization for Swachhata at the
grassroots.

Shri Samir Kumar, Joint Secretary, Ministry of Drinking Water and Sanitation, spoke
about the importance of undertaking solid and liquid waste management activities as
ODF-plus interventions in all districts.

The review meeting was preceded by an early morning village visit during which the
Ministry officers and State Mission team visited villages in the outskirts of Kolkata and
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interacted with villagers regarding their access to and usage of household toilets. The
Swachh Bharat Mission Directors from the participating States were also present at
the meeting.
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Source : www.indianexpress.com Date : 2018-11-17

SKILL INDIA IS AILING
Relevant for: Health, Education & Human Resources | Topic: Human resources & Sports and related issues

Recreating the classic ‘mohalle ki Diwali’ on Digital?

Remember the fanfare and optimism over the launch of Skill India in July 2015, and the
roadmap for skilling 400 million people by 2022 (World Youth Skills day)? Today, Skill India
looks like a patient who, after having their treatment diagnosed as successful, has relapsed into
a condition worse than before and is on their last leg.

Why this relapse? The fatal flaw the surgeons committed was in forgetting all about education.
In all successful countries — Germany, the UK, Japan or even China — skills and education
remain closely knitted. We somehow missed the bus in 1977 when 10+2 was introduced by D S
Kothari, the then UGC chairman, with vocational education as the central objective in
accordance with the recommendations of the Education Commission Report (1964-66).
Unfortunately, there were few takers for vocational education, primarily due to deep-rooted
social prejudices against working with one’s hands as it is considered lowly and demeaning. As
a result, over the years, the budgetary provisions for skills in schools dried up and today it exists
in a silo as a scheme of the Ministry of Skills and Entrepreneur Development (MSDE). The
dream of streaming 50 per cent students into the vocational side never materialised. The
challenge now is how to make a U-turn and kick-start it all over again.

An attempt was made in 2010-13 when the two major stakeholders — the Ministry of Human
Resource Development (MHRD) and Ministry of Labour and Employment (MoLE) — buried the
hatchet, so to speak, and jointly notified, with the approval of the Union Cabinet, the National
Skill Qualification Framework (NSQF).

NSQF is a framework under which skills are mainstreamed into the education system at the
national level. There are several advantages to NSQF, over the modular courses offered by the
MSDE. First, it streams students according to their aptitude and capacity into the general or
vocational line from Class IX itself. Whereas the certificates and diplomas granted by the MSDE
and others are terminal in nature, NSQF can lead a student to a bachelor’s degree in vocational
education (B.Voc). Second, it seamlessly provides pathways between education, skills and the
job market, thereby de-stigmatising vocational education by making it part-and-parcel of the
school and university system. General education subjects such as reading, writing, arithmetic
and basic science provide the necessary glue. NSQF also recognises prior learning, through
which an estimated 20 million school dropouts can get a second chance.

The National Policy for Skill Development and Entrepreneurship 2015 also highlights the
importance of NSQF and the need for linkages between skills and education. Unfortunately, this
has been totally lost in translation. This disconnect is due to the nature of the institutional
architecture that has emerged with the MSDE as the centrepiece and a false understanding of
its role. MSDE’s success as a ministry depends largely on its capacity to work closely with the
other 18 ministries, the state governments and the industry partners, who are the real sherpas of
Skill India.

It was because of this lack of understanding that the official advertisement and press note
released by the MSDE at the launch of Skill India in 2015 made no mention of the MHRD as a
partner, though it does in the case of other ministries. This disconnect continues and manifests
in such retrograde decisions as the jettisoning of the pilot NSQF project started in Haryana and
West Bengal schools in 2013. The National Council on Skill Development headed by the PM
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could play a crucial role in ensuring that the true spirit of NSQF is kept in mind by all, especially
the coordinating ministry.

Skill India has also been afflicted by insufficient industry partners and the failure to attract
genuine skill knowledge providers. At present, with the chase to meet targets, the space has
been taken over by fly-by-night operators raising serious ethical issues. The Apprenticeship Act,
which has enormous potential, has also failed to enthuse industry. There are no figures available
on actual placements but some estimates indicate figures as low as 5 to 10 per cent.

The university system can bring in uniformity throughout the country in terms of enforcing the
National Occupation Standards and NSQF. Skill universities have started to spring up in many
states, and before it is too late, we need to have an apex body to ensure standardisation across
the country. If need be, the government must not hesitate to create a National Skills University
which could do the same path-breaking work that IGNOU did in the 1980s for Open and
Distance Learning (ODL), which today has grown to become one of the largest ODL systems in
the world.

The MSDE is finding it extremely difficult to tackle the mind-boggling target of skilling 400 million
(though officially, the claim is 250 million till end 2017). If skills had remained a part of education
as envisaged in 1977, it could have ridden piggyback on the wave of massification of higher
education that is taking place in the country. The target of achieving 30 per cent GER by 2022,
which seemed impossible in 2008 (it was 11 per cent then), is now well on its course to being
achieved. The present target would have been less daunting with the MHRD’s capital and
human resources of more than 900 universities, 6,000 technical institutions, 3,200 polytechnics,
36,000 colleges and 1.55 million schools, compared to the MSDE’s 10,000 ITIs.

Are we, then, not barking up the wrong tree? Is the MSDE prepared to play second fiddle to the
MHRD in the area of skills now that we have created a new ministry for good? Or is the Ministry
of Finance willing to make a much larger allocation to a ministry other than the MSDE in the
name of Skill India? Why are we failing to get the cooperation of genuine industry partners on a
viable scale?
Having identified the “monster in the mist”, we now need to be bold and implement 10+2 in its
original spirit, along with NSQF, and not fall into the trap of the petty turf games which ministries
and bureaucrats are so prone to playing.
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Source : www.thehindu.com Date : 2018-11-18

ROAD MAP TO AFFORDABLE MEDICINES
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

It goes without saying that no government can allow market forces a free hand in the pricing of
medicines. Affordability of medicines has to be ensured so that no person in need of it has to
suffer. This is especially true in India where a large number of people are still poor. The
Narendra Modi government has been focussing on making medicines affordable by making
them available through Jan Aushadhi Kendras, enabling price control of essential medicines,
promoting prescription of generic medicines by medical practitioners and focussing on a
conducive intellectual property regime (IPR).

Generic drugs tend to cost less than branded ones. These drugs form the largest segment of the
Indian pharmaceutical sector. The increasing prevalence of chronic diseases and ever-rising
costs of hospitalisation and medicines are responsible for the growth of the generic drugs
market. In this context, the National Health Protection Scheme (NHPS), also known as
‘Ayushman Bharat’, launched in 2018 — which seeks to insure 10 crore families for 5,00,000 —
is expected to exponentially increase the demand for medicines. A well-functioning, end-to-end
generic medicine supply chain will keep costs low.

An initiative to ensure affordable medicines through dedicated outlets was launched in the form
of the Pradhan Mantri Bhartiya Janaushadhi Pariyojana (PMBJP) in 2008. The mission was to
create awareness among the public about generic medicines and provide commonly used
generic medicines and health-care products. However, as on March 31, 2012, only 157 stores
were opened; later, many became non-functional. Till the end of 2014-15, there were 99 stores.

In 2014, the impetus came from the Modi government.A ‘Strategic Action Plan’ was prepared.
The product basket now has more than 600 medicines and 154 surgical and consumables in all
therapeutic categories. There are over 4,000 Jan Aushadhi Kendras in the country. These
centres are gradually becoming ubiquitous and government-procured generic medicines are
sold at prices that are between 50% and 90% cheaper than the branded medicines in the open
market.

Due to sustained efforts by the government to put in place a legal framework to promote generic
medicines, the Medical Council of India issued a directive in September 2016, making it
mandatory — by amending the Indian Medical Council (Professional Conduct, Etiquette and
Ethics) Regulations, 2002 — to prominently mention the generic names of drugs along with
brand names in prescriptions. There is an advisory to State drug controllers that all branded
drugs, imported or domestically manufactured, should mandatorily have generic names
mentioned in bold letters while packaging.

The instrument of price control is also being used to restraint companies from pricing their
medicines exorbitantly. ‘Every few years, the Health Ministry, in consultation with experts, draws
up a National List of Essential Medicines (NLEM). These medicines, deemed essential for the
treatment of common conditions, automatically come under price control. Under NLEM 2015, a
total of 376 drugs are under price control. In addition, the government has the power to bring
any item of medical necessity under price control — paragraph 19 of the Drugs (Prices Control)
Order, 2013. This provision was used to regulate the prices of cardiac stents and knee implants’.
There has been an attempt by the government to strike a fine balance between the health
interests of consumers and the financial health of Indian pharmaceutical companies.

India has also emerged as the low-cost supplier of medicines to other countries and is the
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largest provider of generic medicines globally in terms of volume. The Indian pharmaceutical
sector industry supplies over 50% per cent of the global demand for various vaccines, 40% of
generic demand in the U.S. and 25% of all medicines in the U.K. At present, over 80% of
antiretroviral drugs (used globally to combat AIDS) are supplied by Indian pharmaceutical firms.

A serious threat to affordability of medicines comes from big global firms. These pharmaceutical
companies and their governments have been trying to lobby with the Indian government to make
patent protection more stringent despite the fact that both compulsory licensing and prohibition
of evergreening, provided under the Indian Patents Act, 1970, are valid under the TRIPS
agreement of the World Trade Organisation. India has resisted any change in its intellectual
property laws that can have the effect of making medicines unaffordable.

Gopal Krishna Agarwal is National Spokesperson of the BJP on economic affairs

Every year, November 12 is observed as World Pneumonia Day to raise awareness and to
advocate for global action to protect against, help prevent, and

Our existing notification subscribers need to choose this option to keep getting the alerts.

END
Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

Source : www.thehindu.com Date : 2018-11-20

GLOBAL FIGHT ON MALARIA STALLED: WHO
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Mosquito menace: Fogging in progress to control mosquitoes in Chennai, in this file photo .   |
Photo Credit: K_Pichumani

The World Health Organisation on Monday said global efforts to fight malaria have hit a plateau
as it reported there were more cases of the killer disease in 2017 than the previous year.

The latest WHO report showed that the number of malaria cases climbed to 219 million last
year, two million higher than 2016, while international funding has declined.

“The world faces a new reality,” WHO director-general Tedros Adhanom Ghebreyesus, warned
as the UN agency launched the new report.

“As progress stagnates, we are at risk of squandering years of toil, investment and success in
reducing the number of people suffering from the disease,” the WHO chief said.

Malaria, which is spread to people through the bites of infected female mosquitoes, occurs in 91
countries but about 90% of the cases and deaths are in sub-Saharan Africa.

Foreign funding to some of the most affected countries has declined, in certain instances by
more than 20 percent for every individual at risk of contracting the disease.

“A considerable proportion of people at risk of infection are not being protected, including
pregnant women and children in Africa,” the WHO chief said.

The disease killed 4,35,000 people last year, the majority of them children under five in Africa.

Another constraint in fighting malaria has been mosquitoes building up resistance to some
insecticides, it said.

WHO said it was embarking on new ways to scale up the battle against one of the world's
deadliest diseases.

The plan includes country-led projects to “jumpstart aggressive” control efforts, said Kesete
Admasu, who heads Roll Back Malaria, a global partnership initiative to curb the parasitic
disease.

Mozambique is one of the target countries.

“Business as usual is no longer an option,” said Mr. Admasu.

Most malaria cases reported last year were in Burkina Faso, Cameroon, the Democratic
Republic of the Congo, Ghana, India, Mali, Mozambique, Niger, Nigeria, Tanzania and Uganda.

Five countries accounted for nearly half of the cases: Nigeria (25 percent), DR Congo (11
percent), Mozambique (five percent), and India and Uganda with four percent each.

However countries such as Ethiopia, India, Pakistan and Rwanda recorded “substantial”
declines in malaria cases.
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Every year, November 12 is observed as World Pneumonia Day to raise awareness and to
advocate for global action to protect against, help prevent, and

Our existing notification subscribers need to choose this option to keep getting the alerts.

END
Downloaded from crackIAS.com

© Zuccess App by crackIAS.com



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

Source : www.thehindu.com Date : 2018-11-20

‘LITERACY LEVELS IN RURAL INDIA SUFFER FROM
MIGRATION OF FAMILIES’

Relevant for: Health, Education & Human Resources | Topic: Education and related issues

Literacy levels in rural households of India dip with seasonal migration, the UNESCO global
education monitoring report 2019 has observed, bringing out the educational challenges thrown
up by migration.

“In India, 10.7 million children aged 6 to 14 lived in rural households with a seasonal migrant in
2013. About 28% of youth aged 15 to 19 in these households were illiterate or had not
completed primary school, compared to 18% of the cohort overall,” says the report. “About 80%
of seasonal migrant children in seven cities lacked access to education near work sites, and
40% are likely to end up in work rather than education, experiencing abuse and exploitation.”

Construction sector

The report says that the construction sector absorbs the majority of short-term migrants. “A
survey in Punjab state of 3,000 brick kiln workers in 2015-16 found that 60% were inter-State
migrants. Between 65% and 80% of all children aged five to 14 living at the kilns worked there
seven to nine hours per day. About 77% of kiln workers reported lack of access to early
childhood or primary education for their children,” it says.

Inter-State migration rates have doubled between 2001 and 2011. “An estimated 9 million
migrated between States annually from 2011 to 2016,” the report says.

It also warns of the negative impact on education for children who are left behind as their
parents migrate: “Test scores were lower among left-behind children aged 5-8.”

Addressing the issue

The report, however, acknowledges that India has taken steps to address the issue.

“The Right to Education Act in 2009 made it mandatory for local authorities to admit migrant
children. National-level guidelines were issued, allowing for flexible admission of children,
providing transport and volunteers to support with mobile education, create seasonal hostels
and aiming to improve coordination between sending and receiving districts and states,” it says.

The report says some State governments have also taken steps for migrant children’s
education. It, however, observes that most interventions are focused on keeping children in
home communities instead of actively addressing the challenges faced by those who are already
on the move.

It also talks of a failed initiative: “A pilot programme used on brick kiln sites from 2010-2011 in
Rajasthan to track the progress of out-of-school children did not improve learning in any
substantial way. Teachers on the sites cited culture, language, lifestyle, cleanliness and clothing
as major barriers between them and the kiln labour community. Teacher and student
absenteeism were rampant.”

The report sees the growth of slums and informal settlements — where schools are often scarce
— due to migration as a challenge. “18% of the students displaced by a riverfront project in
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Ahmedabad dropped out and an additional 11% had lower attendance,” it says, citing an
example.

The report shows there is only one urban planner for every 1,00,000 people in India, while there
are 38 for every 1, 00,000 in the United Kingdom.
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A 21ST CENTURY REVOLUTION: ON BILL GATES'
MOVE TO SCALE UP SANITATION

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

When Microsoft founder Bill Gates displayed a glass beaker with human faeces on stage at a
sanitation conference in Beijing recently, he was praised by World Bank president Jim Yong Kim
for “making poop cool”. Mr. Gates was in China to pursue the serious business of reinventing the
toilet. Innovation, he reasoned, would expand sanitation quickly and save children in developing
countries from the crippling consequences of stunting. In many places, children play amidst
faeces in the open and contract disease, resulting in malnutrition and stunting.

Over the last seven years, the Bill and Melinda Gates Foundation (BMGF) has devoted $200
million to incubate new technologies that will dramatically scale up sanitation. It has announced
a further investment of $200 million to achieve this, and trials of new toilets and processing
technologies are going on in India, among other countries. According to UNICEF, 22.2% of
children, or 151 million, under five years were stunted globally in 2017. The World Bank says
annual healthcare costs from lack of sanitation in developing countries is a staggering $260
billion.

The challenge to decentralise sanitation, in Mr. Gates’s view, has parallels with the historic shift
from mainframe computing, which only governments and large corporations could afford, to
personal computers. Fast-expanding cities cannot have massive sewage treatment plants. What
they need is stand-alone processors, which will help communities and individuals.

At the Beijing conference, which also hosted the Reinvented Toilet Expo, Mr. Gates observed
that “in many places in India today, 30% or 40% of the kids end up malnourished. "That is
because faeces containing pathogens lie exposed. Open defecation has a high health cost. It
spreads disease, stunts children and prevents them from achieving normal physical and mental
development. The answer lies in new technologies, some of which are at a high stage of
maturity now. If India adopts them, it can rapidly expand sanitation at low cost.

To many observers, including Mr. Gates, India is further behind on sanitation than on other
issues, which is reflected in the high levels of stunting. This situation persists despite high levels
of economic development over the years. The BMGF wants to change that not just for Indians,
who form a significant proportion of the 4.5 billion people worldwide looking for solutions, but
those in Africa and other parts of Asia. The solution it offers is the reinvented toilet and omni
processor waste treatment plants.

Technologists and researchers have been working on these from the time the BMGF issued a
“challenge” to them in 2011 seeking innovative solutions. The technology teams now have
working prototypes. It is now up to politicians and policymakers to make decisions to adopt
them, especially because the Sustainable Development Goal of sanitation and clean water for all
by 2030 is not far away.

Innovation involves a shift away from the gold standard of flush toilets connected to sewers. In
the new order, there will be stand-alone facilities that are aesthetically designed, finely
engineered and equipped with reliable chemical processes that produce nothing more than ash
from solids, while reusing the liquid as non-potable water after treatment. The future, the BMGF
hopes, will belong to these Multi-User Reinvented Toilets. The prototypes are undergoing trials
in far-flung centres such as Coimbatore in Tamil Nadu and Durban in South Africa. The
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technologies that run inside them have been developed by research institutions such as
California Institute of Technology (Caltech), University of South Florida, and Duke University.
Some products are ready for prime time. Caltech’s partnership with toilet-maker Eram Scientific
will help induct the technology and deploy it at scale. There may also be a mix-and-match
approach, leveraging the best technologies from the individual prototypes.

What makes these reinvented toilets special is that they expel nothing. They turn liquid waste
into clear water for flushing, and solids into pellets or ash that is fertilizer. Success will depend
on making large community deployments, and developing cost-effective models for individuals.
One reinvented toilet by Helbling of Switzerland has a classic European design and cost $500 to
develop. While the reinvented toilet gets optimised, India should, in parallel, look at omni
processors for faecal sludge treatment plants (FSTP). These “zero emission” processors will end
dumping of faecal sludge taken from septic tanks into rivers, lakes, farms and open spaces.
They can also prevent the death of workers in septic tanks. Some models also attach a gasifier
that can use municipal solid waste, providing a solution to handle that urban waste stream as
well.

India’s record in treating urban sewage is poor at 30%, and a third of about 847 large sewage
treatment plants are not functional, according to BMGF estimates. The priority should be to put
all these plants to full use, and equip them to handle faecal sludge by adding omni processors to
them. In Beijing, Mr. Gates observed that “political leaders like Prime Minister Modi have been
willing to speak about sanitation.” The Swachh Bharat Mission has brought faecal sludge
treatment within its ambit, and many Chief Ministers want FSTPs. Put together, their orders total
415 such plants this year. Disappointingly, only a minority of these will have omni processors.
Indians have contributed a lot by way of taxes for sanitation, and the money should be spent on
the new technology.

Even in an advanced State such as Tamil Nadu, which is working to upgrade its infrastructure,
only 30% of urban sewage is treated, says Alkesh Wadhwani, Country Director, Poverty
Alleviation, BMGF. On the other hand, in 3,500 small cities, very little gets treated. There are
some promising signs. Odisha wants 115 faecal sludge treatment plants. Andhra Pradesh has
taken the lead and funded 33 plants, and, importantly, tendered for omni processors for these.
Tamil Nadu has announced that it will build 48 plants out of its own funds, estimating that 80% of
the faecal sludge problem can be managed across the State at a cost of less than about 200
crore. Large and often idle sewage treatment plants can be put to dual use, by adding an FSTP,
preferably with an omni processor. In the case of small towns, a cluster approach will help, and
two or three of them can come together to share treatment plant capacity.

Philanthropy of the kind advanced by Mr. Gates aims to take up issues that may not otherwise
get attention, and to lower the barriers for governments to act. Now that technology is ready with
a “zero effluent” toilet, national policy should make it accessible to everyone.

ananthakrishnan.g@thehindu.co.in
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UNION HRD MINISTER LAUNCHES ‘INSTITUTION’S
INNOVATION COUNCIL (IIC)’PROGRAM OF MHRD’S
INNOVATION CELL THROUGH VIDEO CONFERENCING

Relevant for: Health, Education & Human Resources | Topic: Education and related issues

Ministry of Human Resource Development

Union HRD Minister launches ‘Institution’s Innovation
Council (IIC)’Program of MHRD’s Innovation Cell through
video conferencing

Posted On: 21 NOV 2018 4:27PM by PIB Delhi

Union HRD Minister Shri Prakash Javadekar through video conferencing launched the
‘Institution’s Innovation Council (IIC)programunder Innovation cellof MHRD in New Delhi today.
Ministry of Human Resource Development has established an “Innovation cell” at AICTE with a
purpose to systematically foster the culture of Innovation in all Higher Education Institutions
(HEIs) across the country.

 

Speaking on the occasion the Minister said that the it is a significant step in institutionalising
innovation and developing a scientific temperament in the country. He informed that the purpose
of formation of network of Institution’s Innovation Councils (IICs) is to encourage, inspire and
nurture young students by exposing them to new ideas and processes resulting in innovative
activities in their formative years.He also informed that more than 1000 Higher Education
Institutions (HEIs) have already formed IICs in their campuses and enrolled for the IIC network
managed by MHRD’s Innovation cell to promote innovation through multitudinous modes leading
to an innovation promotion eco-system in their campuses.

 

The Union Minister said that Universities are the main research centers of developedcountries
and because of their research they areat the top in global innovation ranking.Hesaid that now
I n d i a n u n i v e r s i t i e s a r e  a l s o  s e t t i n g u p  r e s e a r c h  c e n t e r s
through‘Institution’sInnovationCouncil(IIC)programand we are expecting good rank in global
innovation ranking in next 2-3 years through this initiative.

 

The Minister said that the educational advancement in higher education can only be achieved by
encouraging best practices in innovation and advance research and Innovation Cell has
undertaken many initiatives in this direction such as implementing programs like Atal Ranking of
Institutions on Innovation Achievement (ARIIA), Smart India Hackathon (SIH)- 2019, etc. He also
appreciated the efforts the officials of MHRD and AICTE to bring out this program which will
contribute in the holistic development of education in the country.
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Shri R. Subrahmanyam, Secretary (HE), MHRD, Prof. Anil Sahasrabudhe, Chairman, AICTE,
Dr. N. Saravana Kumar, Joint Secretary (TE), Prof.BhushanPatwardhan,Vice-Chairman,UGC,
Dr. Abhay Jere, CIO, MIC and dignitaries from the Central Govt agencies and more than 800
representatives from Higher Educational Institutions and Universities across the country were
present on the occasion.

*****
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AHEAD ON MALARIA: ON REDUCTION IN CASES IN
INDIA

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

India has suffered from a major burden of malaria for decades, with high levels of morbidity and
death. But the declining trend of the scourge shows that sustained public health action can
achieve good results. The World Malaria Report 2018 of the World Health Organisation notes
that India’s record offers great promise in the quest to cut the number of new cases and deaths
globally by at least 40% by 2020, and to end the epidemic by 2030. A lot of that optimism has to
do with the progress made by Odisha, one of the most endemic States. Investments made there
in recruiting accredited social health workers and large-scale distribution of insecticide-treated
bednets, together with strategies to encourage health-seeking behaviour, seem to have paid off.
The WHO report highlights a sharp drop in the number of cases in the State. The reduction in
cases by half in 2017 compared to the same study period in 2016 appears to reinforce
research findings: malaria cases in Odisha have been coming down steadily since 2003, with a
marked reduction since 2008, attributed to greater political and administrative commitment. This
positive trend should encourage authorities not just in Odisha, but in the northeastern States and
elsewhere too to cut the transmission of the disease further. Importantly, the reduction in the
number of cases should not produce complacency and lead to a reduction in deployment of
health workers and funding cuts to programme components. Where allocations have been
reduced, they should be reversed. It should be pointed out that even in 2017, the Union Health
and Family Welfare Ministry put the number of malaria cases in Odisha at 3,52,140.

One issue that requires monitoring in India is resistance to combination therapy using
artemisinin. Recent reports indicate that some patients in West Bengal became resistant to the
treatment protocol used for the falciparum parasite, which causes debilitating cerebral malaria
and leads to a high number of deaths. The phenomenon requires close monitoring — although
the WHO said in a recent assessment that the treatment policy was changed to another
efficacious set of combination drugs in some northeastern States, after statistically significant
treatment failure rates were found in 2012. Eliminating malaria requires an integrated approach,
and this should involve Chhattisgarh, Jharkhand and West Bengal, which have a higher burden
of the disease. Odisha’s experience with using public health education as a tool and reaching
out to remote populations with advice needs to be replicated. Given that emerging resistance to
treatment has been reported in Myanmar, among other countries in this belt, there is a need for
a coordinated approach to rid southern Asia of malaria.

Maharashtra’s proposal on reservation for Marathas is bound to invite judicial scrutiny
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DEMYSTIFYING SCIENCE: WHAT ARE
HANTAVIRUSES?

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

First identified in 1993, hantaviruses cause severe and sometimes fatal respiratory infections
and are known to infect lung cells. Though relatively rare, infections caused by them are
expected to increase in the coming decades as temperatures across the globe rise due to
climate change. The danger is that we are totally unprepared for this possibility. Hantavirus is
transmitted to humans who inhale the virus from the urine, faeces, or saliva of infected rodents.
Infection with hantavirus can progress to Hantavirus Pulmonary Syndrome (HPS). Early HPS
symptoms include fatigue, fever and muscle aches, followed after a week or so by coughing and
shortness of breath. HPS has a mortality rate of around 40%, according to the U.S. Centers for
Disease Control and Prevention. No treatments or vaccines are available. A study on
hantaviruses has been published in Nature, and its findings could point to a strategy to fight
HPS.

Fun facts or complex puzzles, science contains mysteries ranging from the minute to the
magnificent. Taste science! Take this quiz!
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POOR SANITATION, HARASSMENT REASONS FOR
BIRTH PROBLEMS IN INDIA

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Image for representational purpose only.  

A recent study that analysed nearly 8,000 women in India who gave birth between 2004 and
2005 and 2011 and 2012 (India Human Development Survey) has pointed out that there is a
strong association between adverse birth outcomes and sanitation access, gender-based
harassment and physical labour.

About 14.9% and 15.5% of the study group experienced preterm birth and low infant birth weight
respectively. The researchers found that spending more than two hours per day fetching water
was associated with low birth weight while open defecation or sharing latrine within the building
was associated with greater chances of low birth weight or preterm birth. The paper was
published in PLOS ONE.

“Many homes in low-income countries have no private toilet facilities and private drinking water
source. Women and girls are tasked with fetching water from outside the home, which can be
physically stressful,” says Prof. Kelly Baker, from the Department of Occupational and
Environmental Health, University of Iowa College of Public Health, U.S in a release. She is the
corresponding author of the paper. “In addition, homes often lack private toilet facilities, meaning
women must use shared or public latrines or manage their sanitation needs in open spaces,”
she says.

Another shocking find of the study was that harassment of women and girls in the community
was also associated with both preterm birth and low infant birth weight. “Interventions that
reduce domestic responsibilities related to water and sanitation and changed social norms
related to gender-based harassment may reduce rates of preterm birth and low infant birth
weight in India,” adds the report.

Though there were limitations due to self-reported behaviours and small sample size, the study
was able contribute to the limited evidence related to sanitation infrastructure and other social
factors that play a role in preterm birth and low infant birth weight.

A mom did it, and failed. What she learnt in the process, and what we can too.
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OPINION
Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Ayushman Bharat is going to cover 500 million people, making it the world’s largest public health
insurance programme. However, it will only be successful if the Indian government uses
technology in every aspect of the project—to scale the provision of health services, monitor
treatment and ensure accountability.

This is not an insignificant challenge as even the most advanced nations around the world have
struggled with the digitisation of the medical sector. One of the primary challenges has been to
effectively coordinate data generated by the various stakeholders in the healthcare ecosystem.

The fundamental unit of digital healthcare is the electronic health record or the EHR. In a fully
digital health system, every entity that a patient comes in contact with during the life cycle of her
diagnosis and treatment—the physician, the hospital into which she is admitted, the diagnostic
clinic that processes her tests, the insurance company, etc—will each generate EHRs pertaining
to the same patient. If all these EHRs are optimally coordinated they can be efficiently used
across the ecosystem. If, on the other hand, health data access is restricted, it can have
significant deleterious effects on treatment and the cost of healthcare.

The trouble is that around the world, the process of digitization of the healthcare ecosystem took
place haphazardly. Each stakeholder adopted its own digital systems with little reference to
others in the ecosystem. As a result, in most Western countries, each entity in the ecosystem
generates its own form of EHR that is stored on closed and proprietary data platforms that make
it hard to share information with other stakeholders.

India faces an additional challenge. The vast majority of healthcare interventions in India take
place non-digitally. Even though close to 70% of healthcare in India is delivered through the
private sector, with the exception of a few large private hospital chains and major diagnostic
laboratory franchises, the digitization of the systems in most of these facilities is rudimentary at
best. In the primary healthcare centres that serve the vast majority of our rural hinterland, data is
often logged on paper or at best in Excel, making their value as a digital asset questionable.

As bleak as this might sound, the lack of widespread digitization is, in fact, a tremendous
opportunity that we would do well to grasp. Unlike in the West, where uncoordinated digitization
has resulted in fragmentation because the data resides in impenetrable silos, India has the
opportunity to create a framework that can greatly facilitate cross-platform medical data
exchange.

A fundamental requirement of such a system is the common taxonomy that each of the
platforms in the medical ecosystem can follow. By adopting the Systemised Nomenclature of
Medicine (SNOMED) classification for use in the Indian ecosystem, the Indian government
seems to be moving in the right direction. As more software platforms conform to this taxonomy,
the exchange of data between these systems will doubtless improve.

However, there are still several structural questions that remain to be addressed. In the first
place it is important to confirm, in line with the recommendations of the Justice Srikrishna
Committee, that the rights with respect to the medical data generated by these various
stakeholders will vest with the patient as the data principal. As it currently stands, hospitals and
laboratories often assume proprietary authority over medical data generated using their facilities
that makes it hard for patients to retrieve their own records. The national digital health system



cr
ac

kIA
S.co

m

cr
ac

kIA
S.co

m

needs to put the patient first, allowing her to access all EHRs that pertain to her condition
regardless of where in the ecosystem they might reside.

Given the disaggregated nature of health data, it would be technically infeasible to create a
single central repository of health records for each of the 1.2 billion people in this country.
Instead, we should create a digital framework for the interchange of health data, and ensure that
the decision to transfer data across the network is made exclusively by the patient. This system
should take into account modern technologies like wearable devices that have, in the past few
years, moved beyond being merely recreational to providing clinical grade data. Since these
devices continuously monitor our personal health parameters, the quality of data they generate
is likely to be far more useful than that collected during a single outpatient visit.

Central to this framework is the issue of personal privacy. Much of the data we have been
talking about is sensitive and it is critical that the government should keep the principles of
personal privacy in mind while designing it.

For instance, the framework of health application programming interfaces through which these
various systems will interact with each other in order to transfer data from one part of the
ecosystem to another must fully implement principles of purpose limitation and data minimization
to ensure that only data which is necessary in order to achieve a clearly stated purpose is
capable of being accessed. More importantly, the entire system should be designed such that,
by default, access to a patient’s health record is not possible without the consent of the patient
provided digitally.

If implemented with care and foresight, this could well become the most advanced healthcare
system in the world.

Rahul Matthan is a partner at Trilegal and author of Privacy 3.0: Unlocking Our Data Drive
Future. Ex Machina is a column on technology, law and everything in between. His Twitter
handle is @matthan.

Comments are welcome at views@livemint.com
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CSIR TO ESTABLISH A HIGH-END SKILL
DEVELOPMENT CENTRE IN CHANDIGARH.

Relevant for: Health, Education & Human Resources | Topic: Human resources & Sports and related issues

Ministry of Science & Technology

CSIR to establish a High-End Skill Development Centre in
Chandigarh.

Posted On: 27 NOV 2018 5:49PM by PIB Delhi

India’s premier National Research Laboratory CSIR-Institute of Microbial Technology (CSIR-
IMTECH) today announced a new partnership with Merck, a leading German science and
technology company, to establish a ‘High End Skill Development Centre’ in CSIR-IMTECH,
Chandigarh. Equipped with the next generation technologies, like gene editing & single-molecule
biomarker detection, the centre will help accelerate healthcare research and train Indian
students and researchers in latest life science technologies and make them industry ready.

Under the Memorandum of Understanding, Merck in collaboration with CSIR-IMTECH will use
their expertise in Life Science to build a centre which will help researchers and students develop
advanced competencies and analytical skills required for life science research. This will be a first
of its kind, Academia-Industry-led, ‘High End Skill Development Centre’ laboratory in Chandigarh
that has been established to augment Government of India’s initiative for skilling India in the
area of Life Science.

This ‘High End Skill Development Centre’ will enrich skills by conducting workshops, trainings
and seminar series on cutting edges life science processes, tools and techniques. The centre
will facilitate hands-on experience to learning and real time sample analysis. The proposed state
of the art Centre will integrate Work-based and Research-based learning by providing next
generation lab set-up for carrying out real time sample analysis and learning workshops for
selected group of technologies in the domain of Life Sciences.

The event was presided over by Dr., Director General of CSIR & Secretary of the Department of
Scientific and Industrial Research (DSIR) and representatives of Merck at the CSIR
Headquarters, New Delhi.

DG-CSIR Dr. Shekhar C. Mande , present on the occasion said that this collaboration resonates
with the Government of India's mission of ‘Skill India’ and would be a new benchmark for up
scaling employability skills for graduates and post graduates who are aspiring to make a career
in the life science sector.

Expanding on the contours of this MoU, the Director of CSIR-IMTECH, Dr. Anil Koul said that
collaboration with leading companies like Merck will bring a paradigm shift in the way knowledge
alliances like these are created in public-private partnership mode.

The Centre will have skill development-oriented curriculum and real-time exposure to the
cutting-edge technologies which will be further strengthened after assessing initial outcomes.
This High-End Skill Development Centre will function on the principle of “no-profit, no-loss” basis
and has been primarily created to augment Government of India’s initiative for building skills in
the area of Life Science.
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GET THE MODEL RIGHT: ON STATE-SPONSORED
INSURANCE

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

World Bank data, in 2015, showed that nearly 65% of health-care expenditure in India is “Out of
Pocket” (OoP). A report by the World Health Organisation has shown that around 3.2% of
Indians would fall below the poverty line because of high OoP health expenditure. Thus, a
national health insurance scheme like the Ayushman Bharat is welcome.

While the principle of insuring a vulnerable population is widely accepted, what is contentious is
the model that the government has adopted — that of using insurance companies. High
premiums are paid for these schemes. Ayushman Bharat, for instance, has enhanced the
Rashtriya Swasthya Bima Yojana (RSBY) of the United Progressive Alliance government, to
cover around 11 crore families with a yearly coverage of 5 lakh. Experts estimate this will require
25,000 crore per year, when fully implemented. Similarly, the Central and State governments
jointly paid 17,796 crore for crop insurance (2017-18) under the Pradhan Mantri Fasal Bima
Yojana (PMFBY).

Insurance works on the principle of pooling the risk of policy holders. But another common
sense idea must guide insurance decisions. If an individual, corporation or a government can
bear a certain quantum of risk by themselves, it is not financially sensible to insure with an
insurance company. This is because administrative overheads and profit margins of insurance
companies are included in insurance premium costs.

At least if the companies involved in the process are restricted to the public sector, government
funds would only be going from one pocket to another. But at a phase when India is trying to
promote more foreign direct investment and private sector participation in insurance, it is only
fair to provide a level-playing field to public and private sector insurance companies.

However, recently in Jammu and Kashmir, when a compulsory health insurance scheme for
employees was rolled out by the Central government tied to a private insurer, it raised eyebrows
and was subsequently rolled back. Similarly, last year, insurance companies made a bumper
profit of 85% to the tune of 15,029 crore on crop insurance premium under the PMFBY.

Another pertinent issue is finding reinsurers for government insurance schemes, a problem that
is being encountered by companies on the Pradhan Mantri Jeevan Jyoti Bima Yojana because
of high claims.

Typical insurance company costs include designing insurance products to suit customer needs;
actuarial input to assess and manage risk; advertising and marketing; empanelment (of
approved service providers such as hospitals); administrative expenses to provide prior approval
of claims; and processing, which includes functions such as fraud detection.

However, of these, the first three are not applicable to programmes such as Ayushman Bharat
which will be fully funded by the government as a blanket scheme. The government is also
funding more than 80% of crop insurance. The last three functions, i.e. empanelling service
providers, pre-approving hospitalisation of patients and subsequently settling the claim, are
commonly outsourced to third-party administrators (TPAs) even by insurance companies.

No insurance company has the kind of financial resources the Centre and the States have.
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Hence, governments must consider bearing the risk by themselves — known as the “trust mode”
— instead of using insurance companies as risk-bearers and intermediaries. However, in India,
governments continue to pay hefty sums in premium to insurance companies.

This phenomenon was researched in 2015 by Srikant Nagulapalli and Sudarsana Rao Rokkam
of the Andhra Pradesh University. Studying the Aarogyasri scheme introduced in undivided
Andhra Pradesh by the late Congress Chief Minister, Y.S. Rajasekhar Reddy (the forerunner of
the RSBY), they showed that the bid by insurance companies on such health schemes included
a 20% margin for administrative expense and profit. By avoiding insurance companies and using
TPAs instead, governments can save about 15%, or up to 6,000 crore per year. These savings
will continue to rise due to rising premiums. Additionally, since premiums paid to insurance
companies are transferred at the beginning of the year, there is an opportunity cost, which at
current interest rates could amount to around 2,000 crore a year. The study also found the
claim-to-premium ratio and customer satisfaction to be better in the trust mode than the
insurance mode. It would also prevent exorbitant profits accruing to insurance companies in
good cropping seasons as in 2017-18.

Those who recommend the use of insurance companies allude that the government lacks the
expertise to manage insurance. While the “government has no business being in business” is
the neoliberal mantra, insurance companies are a redundant layer in the government’s social
security structure. The government has already proclaimed that it wishes to cut the intermediary
through the JAM trinity (Jan Dhan-Aadhaar-Mobile) and direct benefit transfers. It has also
indicated that it wants to optimise fund utilisation through the recently introduced Public Finance
Management System. Shifting to the trust mode will be the next natural step in this path, not only
saving taxpayer money but also benefiting farmers and the underprivileged instead of insurance
companies.

‘Americai’ V. Narayanan is a CPA, an IRDA certified insurance broker and Chairman of
EasyInsuranceIndia.com. Kavya Narayanan is a commerce graduate

Blaming Gandhi for Partition and by implication lionising his assassin is the worst form of
historical revisionism
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CABINET APPROVES THE ALLIED AND HEALTHCARE
PROFESSIONS BILL, 2018 FOR REGULATION AND
STANDARDISATION OF EDUCATION AND SERVICES
BY ALLIED AND HEALTHCARE PROFESSIONALS

Relevant for: Health, Education & Human Resources | Topic: Health & Sanitation and related issues

Cabinet

Cabinet approves the Allied and Healthcare Professions
Bill, 2018 for regulation and standardisation of education
and services by allied and healthcare professionals

Posted On: 22 NOV 2018 1:36PM by PIB Delhi

          The Union Cabinet chaired by Prime Minister Shri Narendra Modi has approved the Allied
and Healthcare Professions Bill, 2018 for regulation and standardisation of education and
services by allied and healthcare professionals.The Bill provides for setting up of an Allied and
Healthcare Council of India and corresponding State Allied and Healthcare Councils which will
play the role of a standard-setter and facilitator for professions of Allied and Healthcare.

Details:

 

Establishment of a Central and corresponding State Allied and HealthcareCouncils; 15
major professional categories including 53 professions in Allied and Healthcare streams.

i.

 

The Bill provides for Structure, Constitution, Composition and Functions of the Central
Council and State Councils,   e.g.   Framing  policies  andstandards, Regulation of
professional conduct, Creation and maintenanceof live Registers, provisions for common
entry and exit examinations, etc.

ii.

 

The Central Council will comprise 47 members, of which 14 members shall be ex-officio
representing diverse and related roles and functions andremaining 33 shall be non-ex-
officio members who mainly represent the 15professional categories.

iii.

 

The State Councils are also envisioned to mirror the Central Council,comprising 7 ex-
officio and 21 non-ex officio members and Chairperson tobe elected from amongst the
non-ex officio members.

iv.

Professional Advisory Bodies under Central and State Councils will examine issues
independently and provide recommendations relating to specific recognised categories.

v.
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The Bill will also have an overriding effect on any other existing law for any of the covered
professions.

vi.

 

vii. The State Council will undertake recognition of allied and healthcare institutions.●

 

Offences and Penalties clause have been included in the Bill to check malpractices.viii.
 

The Bill also empowers the Central and State Governments to make rules.ix.
 

Central Govt. also has the power to issue directions to the Council, tomake regulations and
to add or amend the schedule.

x.

 

Targets:

 

An Interim Council will be constituted within 6 months of passing of the Act holding charge
for a period of two years until the establishment of the Central Council.The Council at the
Centre and the States are to be established as body corporate with a provision to receive
funds from various sources.Councils will also be supported by Central and State
Governments respectively through Grant-in-aid as needed. However, if the
StateGovernment expresses inability, the Central Government may release some grant for
initial years to the State Council.

●

 

Major Impact, including employment generation potential:

 

Bring all existing allied and healthcare professionals on board during thefirst few of years
from the date of establishment of the Council.

i.

 

Opportunity to create qualified, highly skilled and competent jobs inhealthcare by enabling 
professionalism of the allied  and  healthcare workforce.

ii.

 

 High quality, multi-disciplinary care in line with the vision of AyushmanBharat, moving
away from a 'doctor led' model to a 'care accessible and team based’ model.

iii.

 

Opportunity to cater to the global demand (shortage) of healthcareworkforce which is
projected to be about 15 million by the year 2030, asper the WHO Global Workforce, 2030
report.

iv.
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Expenditure involved:

 

Total cost implication is expected to be Rupees 95 crores for the first four years. About four-fifth
of the total budget (i.e. Rupees 75 crores) is being earmarked for the States while the remaining
fund will support the Central Council operations for 4 years and also establish the Central and
State Registers.

 

Number of beneficiaries:

 

It is estimated that the Allied and Healthcare Professions Bill, 2018 will directlybenefit around 8-9
Lakh existing Allied and Healthcare related professionals inthe country and several other
graduating professionals joining workforce annually and contributing to the health system.
However, since this Bill is directed to strengthen the healthcare delivery system at large, it may
be saidthat the entire population of the country and the health sector as a whole will be benefited
by this Bill.

 

Background:

 

In the current state of healthcare system, there exist many allied and healthcare
professionals, who remain unidentified, unregulated and underutilised. Our system is highly
focused on efforts towards strengthening limited categories of professionals such as
doctors, nurses and frontline workers (like Accredited Social Health Activist or ASHAs,
Auxiliary Nurse Midwife or ANMs). However, numerous others have been identified over the
years, whose potential can be utilised to improve and increase the access to quality driven
services in the rural and hard to reach areas.

i.

 

Allied and Healthcare Professionals (A&HPs) constitute an important element of the health
human resource network, and the skilled and efficient Allied and Healthcare Professionals
(A&HPs) can reduce the cost of care and dramatically improve the accessibility to quality
driven healthcare services.

ii.

 

Globally, Allied and Healthcare Professionals typically attend undergraduate degree
programme of a minimum of three to four years to begin with and may attain up to PhD
level qualification in their respective streams. However, most of Indian institutions offering
such courses lack standardisation.

iii.
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Majority of the countries worldwide, have a statutory licensing or regulatory body that is
authorised to license and certify the qualifications and competence of such professionals,
particularly those involved in direct patient care (such as physiotherapist, nutritionist etc.)
or those whose occupation impact patient care directly (such as lab technologists,
dosimetrists etc.).

iv.

 

Though such professionals have existed in the Indian healthcare system for many
decades, a considerable gap in the allied and healthcare space is because of a lack of a
comprehensive regulatory framework and absence of standards for education and training
of A&HPs.

v.

 

The Bill thus seeks to establish a robust regulatory framework which will play the role of a
standard-setter and regulator for Allied and Healthcare professions.

vi.
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