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HEALTH AND FAMILY WELFARE  
 
Inroduction: 
THE Ministry of Health and Family Welfare is instrumental and responsible for implementation of various 
programmes on the national scale in the areas of health and family welfare, prevention and control of major 
communicable and non-communicable diseases as well as promoting research across the country. It is 
responsible for formulating health and allied policies, providing guidance to states towards implementing 
health programs, managing centrally sponsored health schemes and programmes, medical education, 
regulation (drugs and devices) and health infrastructure. Expenditure is incurred by the Ministry either 
directly under central schemes or by way of grants-in- aid to the autonomous/statutory bodies, etc. The 
Ministry of Health Family Welfare (MoHFW) earlier had two departments - Department of Health & Family 
Welfare and Department of Health Research. 
Department of AIDS Control has been merged with Department of Health & Family Welfare and now be 
known as National AIDS Control Organization (NACO). In December 2014, Department of AYUSH was 
made Ministry of Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homeopathy (AYUSH) with 
focused attention on development of education and research in ayurveda, yoga and naturopathy, Unani, 
Siddha and homoeopathy systems. Directorate General of Health Services (DGHS) is an attached office 
which renders technical advice on all medical and public health matters and is involved in the 
implementation of various health services. 
 
National Health Policy,2017  
 
The National Health Policy of 1983 and the National Health Policy of 2002 have served well in guiding the 
approach for the health sector in the Five-Year Plans. The current context has however changed in four 
major ways. First, the health priorities are changing. Although maternal and child mortality have rapidly 
declined, there is growing burden on account of non-communicable diseases and some infectious diseases. 
The second important change is the emergence of a robust health care industry estimated to be growing at 
double digit. The third change is the growing incidences of catastrophic expenditure due to health care costs, 
which are presently estimated to be one of the major contributors to poverty. Fourth, a rising economic 
growth enables enhanced fiscal capacity. Therefore, a new health policy responsive to these contextual 
changes is required. 
 
The National Health Policy, 2017 (NHP, 2017) seeks to reach everyone in a comprehensive integrated way 
to move towards wellness.  It aims at achieving universal health coverage and delivering quality health care 
services to all at affordable cost. 
Objectives 
Improve health status through concerted policy action in all sectors and expand preventive, promotive, 
curative, palliative and rehabilitative services provided through the public health sector with focus on 
quality. 
 
Quantitative Goals  



3 

India YEAR Book GO+ 
Health Policies & Prog.

 

  

• Increase Life Expectancy at birth from 67.5 to 70 by 2025. 
• Establish regular tracking of Disability Adjusted Life Years (DALY) Index as a measure of burden 

of disease and its trends by major categories by 2022. 
• Reduction of TFR to 2.1 at national and sub-national level by 2025. 
• Reduce Under Five Mortality to 23 by 2025 and MMR from current levels to 100 by 2020. 
• Reduce infant mortality rate to 28 by 2019. 
• Reduce neo-natal mortality to 16 and still birth rate to “single digit” by 2025. 
• Achieve global target of 2020 which is also termed as target of 90:90:90, for HIV/AIDS i.e, - 90% of 

all people living with HIV know their HIV status, - 90% of all people diagnosed with HIV infection 
receive sustained antiretroviral therapy and 90% of all people receiving antiretroviral therapy will 
have viral suppression. 

• Achieve and maintain elimination status of Leprosy by 2018, Kala-Azar by 2017 and Lymphatic 
Filariasis in endemic pockets by 2017. 

• To achieve and maintain a cure rate of >85% in new sputum positive patients for TB and reduce 
incidence of new cases, to reach elimination status by 2025. 

• To reduce the prevalence of blindness to 0.25/ 1000 by 2025 and disease burden by one third from 
current levels. 

• To reduce premature mortality from cardiovascular diseases, cancer, diabetes or chronic respiratory 
diseases by 25% by 2025. 

• Increase utilization of public health facilities by 50% from current levels by 2025. 
• Antenatal care coverage to be sustained above 90% and skilled attendance at birth above 90% by 

2025. 
• More than 90% of the newborn are fully immunized by one year of age by 2025. 
• Meet need of family planning above 90% at national and sub national level by 2025. 
• 80% of known hypertensive and diabetic individuals at household level maintain "controlled disease 

status" by 2025. 
• Relative reduction in prevalence of current tobacco use by 15% by 2020 and 30% by 2025. 
• Reduction of 40% in prevalence of stunting of under-five children by 2025. 
• Access to safe water and sanitation to all by 2020 (Swachh Bharat Mission). 
• Reduction of occupational injury by half from current levels of 334 per lakh agricultural workers by 

2020. 
• Increase health expenditure by Government as a percentage of GDP from the existing 1.1 5 % to 2.5 

% by 2025. 
• Increase State sector health spending to > 8% of their budget by 2020. 
• Decrease in proportion of households facing catastrophic health expenditure from the current levels 

by 25%, by 2025. 
• Ensure availability of paramedics and doctors as per Indian Public Health Standard (IPHS) norm in 

high priority districts by 2020. 
• Increase community health volunteers to population ratio as per IPHS norm, in high priority districts 

by 2025. 
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• Establish primary and secondary care facility as per norm s in high priority districts (population as 
well as time to reach norms) by 2025. 

• Ensure district - level electronic database of information on health system components by 2020. 
• Strengthen the health surveillance system and establish registries for diseases of public health 

importance by 2020. 
• Establish federated integrated health information architecture, Health Information Exchanges and 

National Health Information Network by 2025. 
• Ensuring Adequate Investment - The policy proposes a potentially achievable target of raising public 

health expenditure to 2.5% of the GDP in a time bound manner. 
Preventive and Promotive Health - The policy identifies coordinated action on seven priority areas for 
improving the environment for health: 
The Swachh Bharat Abhiyan; Balanced, healthy diets and regular exercises; Addressing tobacco, alcohol 
and substance abuse ; Yatri Suraksha – preventing deaths due to rail an d road traffic accidents ; Nirbhaya 
Nari – action against gender violence ; Reduced stress and improved safety in the work place ; Reducing 
indoor and outdoor air pollution. 
 
National Rural Health Mission (NRHM) 
 
The National Rural Health Mission (NRHM) was launched on 12th April 2005, to provide accessible, 
affordable and quality health care to the rural population, especially the vulnerable groups. 
NRHM seeks to provide equitable, affordable and quality health care to the rural population, especially the 
vulnerable groups. Under the NRHM, the Empowered Action Group (EAG) States as well as North Eastern 
States, Jammu and Kashmir and Himachal Pradesh have been given special focus. The thrust of the mission 
is on establishing a fully functional, community owned, decentralized health delivery system with inter-
sectoral convergence at all levels, to ensure simultaneous action on a wide range of determinants of health 
such as water, sanitation, education, nutrition, social and gender equality. 
 
NRHM focuses on Reproductive, Maternal, Newborn, Child Health and Adolescent (RMNCH+A) Services. 
The emphasis here is on strategies for improving maternal and child health through a continuum of care and 
the life cycle approach. It recognises the inextricable linkages between adolescent health, family planning, 
maternal health and child survival. Moreover, the linking of community and facility-based care and 
strengthening referrals between various levels of health care system to create a continuous care pathway is 
also to be focussed. 
 
Strategies 
 Train and enhance capacity of Panchayat Raj Institutions (PRIs) to own, control and manage public 

health services. 
 Promote access to improved healthcare at household level through the female health activist 

(ASHA). 
 Health Plan for each village through Village Health Committee of the Panchayat. 
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 Strengthening sub - centre through an untied fund to enable local planning and action and more 
Multi-Purpose Workers (MPWs). 

 Strengthening existing PHCs and CHCs, and provision of 30- 50 bedded 
 CHC per lakh population for improved curative care to a normative standard (Indian Public Health 

Standards defining personnel, equipment and management standards). 
 Preparation and Implementation of an inter - sectoral District Health Plan prepared by the District 

Health Mission, including drinking water, sanitation & hygiene and nutrition. 
 Integrating vertical Health and Family Welfare programmes at National, State, Block, and District 

levels. 
 Technical Support to National, State and District Health Missions, for Public Health Management. 
 Strengthening capacities for data collection, assessment and review for evidence based planning, 

monitoring and supervision. 
 Formulation of transparent policies for deployment and career development of Human Resources for 

health. 
 Developing capacities for preventive health care at all levels for promoting healthy life styles, 

reduction in consumption of tobacco and alcohol etc. 
 Promoting non-profit sector particularly in under-served areas. 

 
National Urban Health Mission (NUHM) 
 
The National Urban Health Mission (NUHM) as a sub-mission of National Health Mission (NHM) has been 
approved by the Cabinet on 1st May 2013. 
NUHM envisages to meet health care needs of the urban population with the focus on urban poor, by 
making available to them essential primary health care services and reducing their out of pocket expenses 
for treatment. This will be achieved by strengthening the existing health care service delivery system, 
targeting the people living in slums and converging with various schemes relating to wider determinants of 
health like drinking water, sanitation, school education, etc. implemented by the Ministries of Urban 
Development, Housing & Urban Poverty Alleviation, Human Resource Development and Women & Child 
Development. 
 
NUHM seeks to improve the health status of the urban population particularly slum dwellers and other 
vulnerable sections by facilitating their access to quality primary health care. NUHM would cover all state 
capitals, district headquarters and other cities/towns with a population of 50,000 and above (as per census 
2011) in a phased manner. Cities and towns with population below 50,000 will be covered under NRHM. 
NUHM Framework for Implementation 
In order to effectively address the health concerns of the urban poor population, the Ministry has launched 
the sub-mission National Urban Health Mission (NUHM) under NHM. The Mission Steering Group of the 
NHM will be expanded to work as the apex body for NUHM also. Every Municipal Corporation, 
Municipality, Notified Area Committee, and Town Panchayat will become a unit of planning with its own 
approved broad norms for setting up of health facilities. 
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 The separate plans for Notified Area Committees, Town Panchayats and Municipalities will be part of the 
District Health Action Plan drawn up for sub-mission NUHM 
NUHM Cover 
NUHM would cover all State capitals, district headquarters and cities/towns with a population of more than 
50000. It would primarily focus on slum dwellers and other marginalized groups like rickshaw pullers, street 
vendors, railway and bus station coolies, homeless people, street children, construction site workers. 
Funding Pattern 
The centre-state funding pattern will be 75:25 for all the States except North-Eastern states including Sikkim 
and other special category states of Jammu & Kashmir, Himachal Pradesh and Uttarakhand, for whom the 
centre-state funding pattern will be 90:10. 
 
 
 
 
National Health Mission (NHM) 
The National Health Mission (NHM) envisages achievement of universal access to equitable, affordable & 
quality health care services that are accountable and responsive to people's needs. The National Health 
Mission (NHM) encompasses its two Sub-Missions, the National Rural Health Mission (NRHM) and the 
National Urban Health Mission (NUHM). 
The main programmatic components include: 

1. Health System Strengthening in rural and urban areas 
2. Reproductive-Maternal- Neonatal-Child and Adolescent Health (RMNCH+A) 
3. Communicable and Non-Communicable Diseases. 

 
The National Health Mission seeks to ensure the achievement of the following indicators: 

o Maternal Mortality Rate (MMR) to 1/1000 live births 
o Reduce Infant Mortality Rate (IMR) to 25/1000 live births 
o Reduce Total Fertility Rate (TFR) to 2.1 
o Prevention and reduction of anaemia in women aged 15–49 years 
o Prevent and reduce mortality & morbidity from communicable, non-communicable; injuries and 

emerging diseases 
o Reduce household out-of-pocket expenditure on total health care expenditure 
o Reduce annual incidence and mortality from Tuberculosis by half 
o Reduce prevalence of Leprosy to <1/10000 population and incidence to zero in all districts 
o Annual Malaria Incidence to be <1/1000 
o Less than 1 per cent microfilaria prevalence in all districts 
o Kala-azar Elimination by 2015, <1 case per 10000 population in all blocks 

 
India New Born Action Plan (INAP) 
India Newborn Action Plan (INAP) was launched in September 2014,  for accelerating the reduction of 
preventable newborn deaths and stillbirths in the country - with the goal of attaining ‘Single Digit Neo-natal 
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Mortality Rate (NMR) by 2030’ and ‘Single Digit Still Birth Rate (SBR) by 2030’. Currently, there are 
estimated 7.47 lakh neonatal deaths annually.The neo-natal deaths are expected to reduce to below 2.28 lakh 
annually by 2030, once the goal is achieved. 
The India Newborn Action Plan (INAP) is India’s committed response to the Global Every Newborn Action 
Plan (ENAP), launched in June 2014 at the 67th World Health Assembly, to advance the Global Strategy for 
Women’s and Children’s Health. 
Goals 

1. Single Digit NMR by 2030, with all the states to individually achieve this target by 2035. 
2. Single Digit SBR by 2030, with all the states to individually achieve this target by 2035 

Components of INAP: 
o Builds on existing commitments under the National Health Mission and 'Call to Action' for Child 

Survival and Development 
o Aligns with the Global Every Newborn Action Plan (ENAP); defines commitments based on specific 

contextual needs of the country 
o Aims at attaining Single Digit Neonatal Mortality Rate by 2030, five years ahead of the global plan 
o Emphasizes strengthened surveillance mechanism for tracking stillbirths 
o Focuses on ending preventable newborn deaths, improving quality of care and care beyond survival 
o Prioritizes those babies that are born too soon, too small, or sick—as they account for majority of all 

newborn deaths 
o Aspires towards ensuring equitable progress for girls and boys, rural and urban, rich and poor, and 

between districts and states 
o Identifies major guiding principles under the overarching principle of Integration: Equity, Gender, 

Quality of Care, Convergence, Accountability, and Partnerships 
o Defines six pillars of interventions: Pre-conception and antenatal care; Care during labour and child 

birth; Immediate newborn care; Care of healthy newborn; Care of small and sick newborn; and Care 
beyond newborn survival 

o Serves as a framework for states/districts to develop their own action plan with measurable indicators 
 
Accredited Social Health Activist (ASHA) worker 
One of the key components of the National Rural Health Mission is to provide every village in the country 
with a trained female community health activist ASHA or Accredited Social Health Activist. Selected from 
the village itself and accountable to it, the ASHA will be trained to work as an interface between the 
community and the public health system.  
Following are the key components of ASHA : 

o ASHA must primarily be a woman resident of the village married/ widowed/ divorced, preferably in 
the age group of 25 to 45 years. 

o She should be a literate woman with due preference in selection to those who are qualified up to 10 
standard wherever they are interested and available in good numbers. This may be relaxed only if no 
suitable person with this qualification is available. 
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o The ASHAs will receive performance-based incentives for promoting universal immunization, 
referral and escort services for Reproductive & Child Health (RCH) and other healthcare 
programmes, and construction of household toilets. 

o Empowered with knowledge and a drug-kit to deliver first-contact healthcare, every ASHA is 
expected to be a fountainhead of community participation in public health programmes in her 
village. 

o ASHA will be the first port of call for any health related demands of deprived sections of the 
population, especially women and children, who find it difficult to access health services. 

o ASHA will be a health activist in the community who will create awareness on health and its social 
determinants and mobilise the community towards local health planning and increased utilisation and 
accountability of the existing health services. 

o She would be a promoter of good health practices and will also provide a minimum package of 
curative care as appropriate and feasible for that level and make timely referrals. 

o ASHA will provide information to the community on determinants of health such as nutrition, basic 
sanitation & hygienic practices, healthy living and working conditions, information on existing 
health services and the need for timely utilisation of health & family welfare services. 

o She will counsel women on birth preparedness, importance of safe delivery, breast-feeding and 
complementary feeding, immunization, contraception and prevention of common infections 
including Reproductive Tract Infection/Sexually Transmitted Infections (RTIs/STIs) and care of the 
young child. 

o She will act as a depot older for essential provisions being made available to all habitations like Oral 
Rehydration Therapy (ORS), Iron Folic Acid Tablet(IFA), chloroquine, Disposable Delivery Kits 
(DDK), Oral Pills & Condoms, etc 

 
Janani Suraksha Yojana 
JananiSurakshaYojana (JSY) is a safe motherhood intervention under the National Health Mission. It is 
being implemented with the objective of reducing maternal and neonatal mortality by promoting 
institutional delivery among poor pregnant women. The scheme, launched on 12 April 2005 by the Hon’ble 
Prime Minister, is under implementation in all states and Union Territories (UTs), with a special focus on 
Low Performing States (LPS).  
JSY is a centrally sponsored scheme, which integrates cash assistance with delivery and post-delivery care. 
The Yojana has identified Accredited Social Health Activist (ASHA) as an effective link between the 
government and pregnant women. 
The scheme focuses on poor pregnant woman with a special dispensation for states that have low 
institutional delivery rates, namely, the states of Uttar Pradesh, Uttarakhand, Bihar, Jharkhand, Madhya 
Pradesh, Chhattisgarh, Assam, Rajasthan, Orissa, and Jammu and Kashmir. While these states have been 
named Low Performing States (LPS), the remaining states have been named High Performing states (HPS). 
 
Janani Shishu Suraksha Karyakram 
Government of India has launched the Janani Shishu Suraksha Karyakaram (JSSK) on 1st June, 2011. The 
scheme is to benefit pregnant women who access Government health facilities for their delivery. Moreover it 
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will motivate those who still choose to deliver at their homes to opt for institutional deliveries. All the States 
and UTs have initiated implementation of the scheme. 
In view of the difficulty being faced by the pregnant women and parents of sick new- born along-with high 
out of pocket expenses incurred by them on delivery and treatment of sick- new-born, Ministry of Health 
and Family Welfare (MoHFW) has taken a major initiative to evolve a consensus on the part of all States to 
provide completely free and cashless services to pregnant women including normal deliveries and caesarean 
operations and sick new born (up to 30 days after birth) in Government health institutions in both rural and 
urban areas. 
Features 

• The initiative entitles all pregnant women delivering in public health institutions to absolutely free 
and no expense delivery, including caesarean section. 

• The entitlements include free drugs and consumables, free diet up to 3 days during normal delivery 
and up to 7 days for C-section, free diagnostics, and free blood wherever required. This initiative 
also provides for free transport from home to institution, between facilities in case of a referral and 
drop back home. Similar entitlements have been put in place for all sick newborns accessing public 
health institutions for treatment till 30 days after birth.This has now been expanded to cover sick 
infants: 

• The scheme aims to eliminate out of pocket expenses incurred by the pregnant women and sick new 
borne while accessing services at Government health facilities. 

• The scheme is estimated to benefit more than 12 million pregnant women who access Government 
health facilities for their delivery. Moreover it will motivate those who still choose to deliver at their 
homes to opt for institutional deliveries. 

• All the States and UTs have initiated implementation of the scheme 
 
Rashtriya Bal Swasthya Karyakram (RBSK) 
 
Rashtriya Bal Swasthya Karyakram (RBSK) is a new initiative aiming at early identification  and  early  
intervention  for  children  from  birth  to  18  years to cover 4 ‘D’s viz. Defects at  birth,  Deficiencies,  
Diseases,  Development  delays  including  disability. 
It is important to note that the 0 - 6 years age group will be specifically managed at  District  Early  
Intervention  Center  ( DEIC ) level  while  for  6 -18  years  age  group,  management  of conditions  will  
be  done  through  existing  public  health facilities.  DEIC will act as referral linkages for both the age 
groups. 
First level of screening is to be done at all delivery points through existing Medical Officers, Staff Nurses 
and ANMs. After 48 hours till 6 weeks the screening of newborns will be done by ASHA at home as a part 
of HBNC package. Outreach  screening  will  be  done  by  dedicated  mobile  block  level  teams  for  6  
weeks  to  6 years at anganwadis centres and 6 - 18 years children at school. 
Once the child is screened and referred from any of these points of identification, it would be ensured that 
the necessary treatment/intervention is delivered at zero cost to the family. 
Target age group 
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The services aim to cover children of 0 -6  years of  age  in  rural  areas  and  urban  slums  in addition  to  
children  enrolled  in  classes  I to XII in  Government  and  Government  aided  Schools. It is expected that 
these services will reach to about 27 crores children in a phased manner. The broad category of age group 
and estimated beneficiary is as shown below in the table. The children have been grouped in to three 
categories owing to the fact that different sets of tools would be used and also different set of conditions 
could be prioritized. 
 
Mission Indradhanush 
Mission Indradhanush was launched by the Ministry of Health and Family Welfare, Government of India on 
December 25, 2014. Between 2009-2013 immunization coverage has increased from 61% to 65%, indicating 
only 1% increase in coverage every year. To accelerate the process of immunization by covering 5% and 
more children every year, Indradhanush mission has been adopted to achieve target of full coverage by 
2020. 
 
Objective 
The Mission Indradhanush aims to cover all those children by 2020 who are either unvaccinated, or are 
partially vaccinated against vaccine preventable diseases. India’s Universal Immunisation Programme (UIP) 
provide free vaccines against 12 life threatening diseases, to 26 million children annually.  The Universal 
Immunization Programme provides life-saving vaccines to all children across the country free of cost 
to protect them against Tuberculosis, Diphtheria, Pertussis, Tetanus, Polio, Hepatitis B, Pneumonia 
and Meningitis due to Haemophilus Influenzae type b (Hib), Measles, Rubella, Japanese Encephalitis 
(JE) and Rotavirus diarrhoea. (Rubella, JE and Rotavirus vaccine in select states and districts). 
 
 
Intensified Mission Indradhanush (IMI) 
The Intensified Mission Indradhanush (IMI) has been launched by the Government of India to reach each 
and every child under two years of age and all those pregnant women who have been left uncovered under 
the routine immunisation programme. The special drive will focus on improving immunization coverage in 
select districts and cities to ensure full immunization to more than 90% by December 2018. 
Intensified Mission Indradhanush will have inter-ministerial and inter-departmental coordination, action-
based review mechanism and intensified monitoring and accountability framework for effective 
implementation of targeted rapid interventions to improve the routine immunization coverage. IMI is 
supported by 11 other ministries and departments, such as Ministry of Women and Child Development, 
Panchayati Raj, Ministry of Urban Development, Ministry of Youth Affairs among others. The convergence 
of ground level workers of various departments like ASHA, ANMs, Anganwadi workers, Zila preraks under 
National Urban Livelihood Mission (NULM), self-help groups will be ensured for better coordination and 
effective implementation of the programme. 
Intensified Mission Indradhanush would be closely monitored at the district, state and central level at regular 
intervals. Further, it would be reviewed by the Cabinet Secretary at the National level and will continue to 
be monitored at the highest level under a special initiative ‘Proactive Governance and Timely 
Implementation (PRAGATI)’. 
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This Intensified Mission is driven based on the information received from gap assessment, supervision 
through government, concurrent monitoring by partners, and end-line surveys. Under IMI, special strategies 
are devised for rigorous monitoring of the programme. States and districts have developed coverage 
improvement plans based on gap self-assessment. These plans are reviewed from state to central level with 
an aim to reach 90% coverage by December 2018. 
An appreciation and awards mechanism is also conceived to recognize the districts reaching more than 90% 
coverage. The criteria includes best practices and media management during crisis. To acknowledge the 
contribution of the partners/Civil Society Organization (CSOs) and others, Certificate of Appreciation will 
be given. 
 
Rashtriya Kishor Swasthya Karyakram 
The Ministry of Health & Family Welfare has launched a health programme for adolescents, in the age 
group of 10-19 years, which would target their nutrition, reproductive health and substance abuse, among 
other issues. 
 
The Rashtriya Kishor Swasthya Karyakram was launched on 7th January, 2014. The key principle of this 
programme is adolescent participation and leadership, Equity and inclusion, Gender Equity and strategic 
partnerships with other sectors and stakeholders. The programme envisions enabling all adolescents in India 
to realize their full potential by making informed and responsible decisions related to their health and well-
being and by accessing the services and support they need to do so. 
To guide the implementation of this programme, MOHFW in collaboration with UNFPA has developed a 
National Adolescent Health Strategy. It realigns the existing clinic-based curative approach to focus on a 
more holistic model based on a continuum of care for adolescent health and developmental needs. 
The Rashtriya Kishor Swasthya Karyakram (National Adolescent Health Programme), will comprehensively 
address the health needs of the 243 million adolescents. It introduces community-based interventions 
through peer educators, and is underpinned by collaborations with other ministries and state governments. 
Objectives 

• Reduce the prevalence of malnutrition among adolescent girls and boys 
• Reduce the prevalence of iron-deficiency anaemia (IDA) among adolescent girls and boys 
• Improve knowledge, attitudes and behaviour, in relation to SRH 
• Reduce teenage pregnancies 
• Improve birth preparedness, complication  readiness and provide early parenting support for  

adolescent parents 
• Address mental health concerns of adolescents 
• Promote favourable attitudes for preventing injuries and violence (including GBV) among  

adolescents 
• Increase adolescents’ awareness of the adverse effects and consequences of substance misuse 
• Promote behaviour change in adolescents to prevent NCDs such as hypertension, stroke, cardio-

vascular diseases and diabetes 
 
RMNCH+A(Reproductive, Maternal, Newborn, Child and Adolescent Health) 
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Improving the maternal and child health and their survival are central to the achievement of national health 
goals under the National Health Mission (NHM). SDG Goal 3 also includes the focus on reducing maternal, 
newborn and child mortality. In the past years, innovative strategies evolved under the national programme 
to deliver evidence-based interventions to various population groups. 
Following the Government of India’s “Call to Action (CAT) Summit” in February, 2013, the Ministry of 
Health & Family Welfare launched Reproductive, Maternal, Newborn Child plus Adolescent Health 
(RMNCH+A) to influence the key interventions for reducing maternal and child morbidity and mortality.  
The RMNCH+A strategy is built upon the continuum of care concept and is holistic in design, 
encompassing all interventions aimed at reproductive, maternal, newborn, child, and adolescent health under 
a broad umbrella, and focusing on the strategic lifecycle approach. 
The RMNCH+A strategy promotes links between various interventions across thematic areas to enhance 
coverage throughout the lifecycle to improve child survival in India. The “plus” within the strategy focuses 
on: 

• Inclusion of adolescence as a distinct life stage within the overall strategy. 
• Linking maternal and child health to reproductive health and other components like family planning, 

adolescent health, HIV, gender, and preconception and prenatal diagnostic techniques. 
• Linking home and community-based services to facility-based services. 
• Ensuring linkages, referrals, and counter-referrals between and among various levels of health care 

system to create a continuous care pathway, and to bring an additive /synergistic effect in terms of 
overall outcomes and impact. 

 
Integrated Child Development Service (ICDS) 
The Integrated Child Development Service (ICDS) Scheme providing for supplementary nutrition, 
immunization and pre-school education to the children is a popular flagship programme of the government. 
Launched in 1975, it is one of the world’s largest programmes providing for an integrated package of 
services for the holistic development of the child. ICDS is a centrally sponsored scheme implemented by 
state governments and union territories. The scheme is universal covering all the districts of the country. 
The Scheme has been renamed as Anganwadi Services. 
Objectives 

• To improve the nutritional and health status of children in the age-group 0-6 years; 
• To lay the foundation for proper psychological, physical and social development of the child; 
• To reduce the incidence of mortality, morbidity, malnutrition and school dropout; 
• To achieve effective co-ordination of policy and implementation amongst the various departments to 

promote child development; and 
• To enhance the capability of the mother to look after the normal health and nutritional needs of the 

child through proper nutrition and health education. 
Beneficiaries 

• Children in the age group of 0-6 years 
• Pregnant women and 
• Lactating mothers 

Services under ICDS 
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The ICDS Scheme offers a package of six services, viz. 
1. Supplementary Nutrition 
2. Pre-school non-formal education 
3. Nutrition & health education 
4. Immunization 
5. Health check-up and 
6. Referral services 

Three of the six services viz. immunization, health check-up and referral services are related to health and 
are provided through National Health Mission and Public Health Infrastructure. The services are offered at 
Anganwadi Centres through Anganwadi Workers (AWWs) and Anganwadi Helpers (AWHS) at grassroots 
level. 
 
National Vector Borne Disease Control Programme 
Launched in 2003-04 by merging National anti -malaria control programme ,National Filaria Control 
Programme and Kala Azar Control programmes .Japanese B Encephalitis and Dengue/DHF have also been 
included in this Program Directorate of NAMP is the nodal agency for prevention and control of major 
Vector Borne Diseases 
List of Vector Borne Diseases Control Programme Legislations: 
1)    National Anti - Malaria programme 
2)    Kala - Azar Control Programme 
3)    National Filaria Control Programme 
4)    Japenese Encephilitis Control Programme 
5)    Dengue and Dengue Hemorrhagic fever 
 
1)    NATIONAL ANTI - MALARIA PROGRAMME 
Malaria is one of the serious public health problems in India. At the time of independence malaria was 
contributing 75 million cases with 0.8 million deaths every year prior to the launching of National Malaria 
Control Programme in 1953. A countrywide comprehensive programme to control malaria was 
recommended in 1946 by the Bhore committee report that was endorsed by the Planning Commission in 
1951. The national programme against malaria has a long history since that time. In April 1953, Govt. of 
India launched a National Malaria Control Programme (NMCP). 
2)    KALA -AZAR CONTROL PROGRAMME 
Kala-azar or visceral leishmaniasis (VL) is a chronic disease caused by an intracellular protozoan 
(Leishmania species) and transmitted to man by bite of female phlebotomus sand fly.Currently, it is a main 
problem in Bihar, Jharkhand, West Bengal and some parts of Uttar Pradesh. In view of the growing problem 
planned control measures were initiated to control kala-azar. 
3)    NATIONAL FILARIA CONTROL PROGRAMME 
Bancroftian filariasis caused by Wuchereria bancrofti, which is transmitted to man by the bites of infected 
mosquitoes - Culex, Anopheles, Mansonia and Aedes. Lymphatia filaria is prevalent in 18 states and union 
territories. Bancroftian filariasis is widely distributed while brugian filariasis caused by Brugia malayi is 
restricted to 7 states - UP, Bihar, Andhra Pradesh, Orissa, Tamil Nadu, Kerala, and Gujarat. The National 
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Filaria Control Programme was launched in 1955. The activities were mainly confined to urban areas. 
However, the programme has been extended to rural areas since 1994. 
4)    JAPANESE ENCEPHALITIS CONTROL PROGRAMME 
Japanese encephalitis (JE) is a zoonotic disease and caused by an arbovirus, group B (Flavivirus) and 
transmitted by Culex mosquitoes. This disease has been reported from 26 states and UTs since 1978, only 15 
states are reporting JE regularly. The case fatality in India is 35% which can be reduced by early detection, 
immediate referral to hospital and proper medical and nursing care. The total population at risk is estimated 
160 million. The most disturbing feature of JE has been the regular occurrence of outbreak in different parts 
of the country. 
 
Govt. of India has constituted a Task Force at National Level which is in operation and reviews the JE 
situations and its control strategies from time to time. Though Directorate of National Anti-Malaria 
Programme is monitoring JE situation in the country. 
5)    DENGUE AND DENGUE HEMORRHAGIC FEVER 
One of the most important resurgent tropical infectious disease is dengue. Dengue Fever and Dengue 
Hemorrhagic Fever (DHF) are acute fevers caused by four antigenically related but distinct dengue virus 
serotypes (DEN 1,2,3 and 4) transmitted by the infected mosquitoes, Aedes aegypti. Dengue outbreaks have 
been reported from urban areas from all states. All the four serotypes of dengue virus (1,2,3 and 4) exist in 
India. The Vector Aedes Aegypti breed in peridomestic fresh water collections and is found in both urban 
and rural areas. 
 
Revised National TB Control Programme (RNTCP) 
 
Tuberculosis (TB) control activities are implemented in the country for more than 50 years. The National 
TB Programme (NTP) was launched by the Government of India in 1962 in the form of District TB Centre 
model involved with BCG vaccination and TB treatment. In 1978, BCG vaccination was shifted under the 
Expanded Programme on Immunisation.  
Around the same time in1993, the WHO declared TB as a global emergency, devised the directly observed 
treatment – short course (DOTS), and recommended to follow it by all countries. The Government of India 
revitalized NTP as Revised National TB Control Programme (RNTCP) in the same year. DOTS was 
officially launched as the RNTCP strategy in 1997 and by the end of 2005 the entire country was covered 
under the programme. 
During 2006–11, in its second phase RNTCP improved the quality and reach of services, and worked to 
reach global case detection and cure targets. These targets were achieved by 2007-08. Despite these 
achievements, undiagnosed and mistreated cases continued to drive the TB epidemic. TB was the leading 
cause of illness and death among persons living with HIV/AIDS and large number of multidrug resistant TB 
(MDR-TB) cases were reported every year. During this period for achievement of the long term vision of a 
“TB free India”, National Strategic Plan for Tuberculosis Control 2012-2017 was documented with the goal 
of ‘universal access to quality TB diagnosis and treatment for all TB patients in the community’. 
Significant interventions and initiatives were taken during NSP 2012-2017 in terms of mandatory 
notification of all TB cases, integration of the programme with the general health services (National Health 
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Mission), expansion of diagnostics services, programmatic management of drug resistant TB (PMDT) 
service expansion, single window service for TB-HIV cases, national drug resistance surveillance and 
revision of partnership guidelines. 
However, to eliminate TB in India by 2025, five years ahead of the global target, a framework to guide the 
activities of all stakeholders including the national and state governments, development partners, civil 
society organizations, international agencies, research institutions, private sector, and many others whose 
work is relevant to TB elimination in India is formulated by RNTCP as National Strategic Plan for 
Tuberculosis Elimination 2017-2025. 
 
‘National strategic plan for tuberculosis elimination 2017-2025’- 
RNTCP has released a ‘National strategic plan for tuberculosis 2017-2025’ (NSP) for the control and 
elimination of TB in India by 2025. According to the NSP TB elimination have been integrated into the four 
strategic pillars of “Detect – Treat – Prevent – Build” (DTPB). 
Key populations is addressed in NSP: 

• TB-HIV 
• Diabetics, Tobacco use and Alcohol dependence 
• Poor, undernourished, economically and socially backward communities 
• TB control in hilly and difficult terrains 
• Substance dependence and sexual minorities 
• TB and pregnancy 
• Paediatric population 
• Prison Inmates and staff of prisons/jails 
• management of extra pulmonary TB 

NIKSHAY portal 
 To facilitate TB notification, RNTCP has developed a case-based web-based TB surveillance system called 
“NIKSHAY” (https://nikshay.gov.in ) for both government and private health care facilities. Future 
enhancements under NIKSHAY are for patients support, logistics management, direct data transfers, 
adherence support and to support interface agencies which are supporting programme to expand the reach. 
 
Nikshya  poshak yozana 
It is centrally sponsored scheme under National Health Mission (NHM), financial incentive of Rs.500/- per 
month is provided for nutritional support to each notified TB patient for duration for which the patient is on 
anti-TB treatment. Incentives are delivered through Direct benefit transfer (DBT) scheme to bank accounts 
of beneficiary*. 
 
Isoniazid Preventive Therapy (IPT) 
 Preventive therapy is recommended to Children < 6 years of age, who are close contacts of a TB patient. 
Children will be evaluated for active TB by a medical officer/ pediatrician and after excluding active TB 
he/she will be given INH preventive therapy 
In addition to above, INH preventive therapy will be considered in following situation: 
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• For all HIV infected children who either had a known exposure to an infectious TB case or are 
Tuberculin skin test (TST) positive (>=5mm induration) but have no active TB disease. 

• All TST positive children who are receiving immunosuppressive therapy (e.g. Children with 
nephrotic syndrome, acute leukemia, etc.) 

• A child born to mother who was diagnosed to have TB in pregnancy will receive prophylaxis for 6 
months, provided congenital TB has been ruled out. BCG vaccination can be given at birth even if 
INH preventive therapy is planned. 

 
National Leprosy Eradication Programme (NLEP) 
Since the inception of National Leprosy Eradication Programme (NLEP) in the year 1983 spectacular 
success have been made in reducing the burden of Leprosy. The country achieved the goal of leprosy 
elimination as a public health problem. i.e. prevalence rate (PR) of less than 1 case / 10,000 population at 
National level by December 2005, as set by National Health Policy 2002. Although prevalence has come 
down at national and state level, new cases are being continuously detected and these cases will have to be 
provided quality leprosy services through GHC system. 
XII th Plan Objectives: 

• Elimination of leprosy i.e. prevalence of less than 1 case per 10,000 population in all districts of the 
country. 

• Strengthen Disability Prevention & Medical Rehabilitation of persons affected by leprosy. 
• Reduction in the level of stigma associated with leprosy. 

Background: 
The National Leprosy Control Programme was launched by the Govt. of India in 1955. Multi Drug Therapy 
came into wide use from 1982 and the National Leprosy Eradication Programme was introduced in 1983. 
Since then, remarkable progress has been achieved in reducing the disease burden. India achieved the goal 
set by the National Health Policy, 2002 of elimination of leprosy as a public health problem, defined as less 
than 1 case per 10,000 population, at the National level in December 2005. 
Following are the programme components : 

• Case Detection and Management 
• Disability Prevention and Medical Rehabilitation 
• Information, Education and Communication  (IEC) including Behaviour Change Communication 

(BCC) 
• Human Resource and Capacity building 
• Programme Management 

 
National AIDS Control Programme: 
The National AIDS Control Programme (NACP), launched in 1992, is being implemented as a 
comprehensive programme for prevention and control of HIV/ AIDS in India. Over time, the focus has 
shifted from raising awareness to behaviour change, from a national response to a more decentralized 
response and to increasing involvement of NGOs and networks of People living with HIV (PLHIV). 
The NACP I started in 1992 was implemented with an objective of slowing down the spread of HIV 
infections so as to reduce morbidity, mortality and impact of AIDS in the country. 
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In November 1999, the second National AIDS Control Project (NACP II) was launched to reduce the spread 
of HIV infection in India, and (ii) to increase India’s capacity to respond to HIV/AIDS on a long-term basis. 
NACP III was launched in July 2007 with the goal of Halting and Reversing the Epidemic over its five-year 
period. 
NACP IV, launched in 2012, aims to accelerate the process of reversal and further strengthen the epidemic 
response in India through a cautious and well defined integration process over the next five years. 
NACP - IV - Objectives 

• Reduce new infections by 50% (2007 Baseline of NACP III) 
• Provide comprehensive care and support to all persons living with HIV/AIDS and treatment services 

for all those who require it. 
Steps to prevent AIDS transmission 

• Targeted Interventions for High Risk Groups and Bridge Population (Female Sex Workers (FSW), 
Men who have Sex with Men (MSM), Transgenders/Hijras, Injecting Drug Users (IDU), Truckers & 
Migrants) 

• Needle-Syringe Exchange Programme (NSEP) and Opioid Substitution Therapy (OST) for IDUs 
• Prevention Interventions for Migrant population at source, transit and destination 
• Link Worker Scheme (LWS) for HRGs and vulnerable population in rural areas 
• Prevention & Control of Sexually Transmitted Infections/Reproductive Tract Infections (STI/RTI) 
• Blood Safety 
• HIV Counseling & Testing Services 8. Prevention of Parent to Child Transmission 
• Condom promotion 
• Information, Education & Communication (IEC) & Behaviour Change Communication (BCC). 
• Social Mobilization, Youth Interventions and Adolescent Education Programme 
• Mainstreaming HIV/AIDS response 
• Work Place Interventions 

 
New Initiatives under NACP IV 

• Differential strategies for districts based on data triangulation with due weightage to vulnerabilities 
• Scale up of programmes to target key vulnerabilities 

a) Scale up of Opioid Substitution Therapy (OST) for IDUs 
b) Scale up and strengthening of Migrant Interventions at Source, Transit & Destinations 

including roll out of Migrant Tracking System for effective outreach 
c) Establishment and scale up of interventions for Transgenders (TGs) by bringing in 

community participation and focused strategies to address their vulnerabilities 
d) Employer-Led Model for addressing vulnerabilities among migrant labour e. Female 

Condom Programme 
• Scale up of Multi-Drug Regimen for Prevention of Parent to Child Transmission (PPTCT) in keeping 

with international protocols 
• Social protection for marginalised populations through mainstreaming and earmarking budgets for 

HIV among concerned government departments 
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• Establishment of Metro Blood Banks and Plasma Fractionation Centre 
• Launch of Third Line ART and scale up of first and second Line ART 
• Demand promotion strategies specially using mid-media, e.g., National Folk Media Campaign & 

Red Ribbon Express and buses (in convergence with the National Health Mission) 
 
National Tobacco Control Programme (NTCP) 
 
Government of India launched the National Tobacco Control Programme (NTCP) in the year 2007-08 
during the 11th Five-Year-Plan, with the aim to (i) create awareness about the harmful effects of tobacco 
consumption, (ii) reduce the production and supply of tobacco products, (iii) ensure effective 
implementation of the provisions under “The Cigarettes and Other Tobacco Products (Prohibition of 
Advertisement and Regulation of Trade and Commerce, Production, Supply and Distribution) Act, 2003” 
(COTPA) (iv) help the people quit tobacco use, and (v) facilitate implementation of strategies for prevention 
and control of tobacco advocated by WHO Framework Convention of Tobacco Control . 
 
During the 11th Five Year Plan, NTCP was implemented in 21 states covering 42 districts. To carry forward 
the momentum generated by the NTCP during the 11th Five Year Plan and baseline data generated through 
the Global Adult Tobacco Survey (GATS) India 2009-2010, indicating high level of prevalence of tobacco 
use, it was upscaled in the 12th Five Year Plan with a goal to reduce the prevalence of tobacco use by 5% by 
the end of the 12th FYP. As per the second round of GATS, the number of tobacco users has reduced by 
about 81 lakh (8.1 million). 
 
 
National Population Policy 
As per the latest World Population Prospects released by United Nations (revision 2015), the   estimated   
population   of   India   will   be    1419   million    approximately    whereas    China’s population will be 
approximately 1409 million, by 2022. In spite of the perceptible decline in Total Fertility Rate (TFR) from 
3.6 in 1991 to 2.3 in 2013, India is yet to achieve replacement level of 2.1. Twenty four states/UTs have 
already achieved replacement level of TFR by 2013, while states like UP and Bihar with large population 
base still have TFR of 3.1 and 3.4 respectively. The other states like Jharkhand (TFR 2.7), Rajasthan (TFR 
2.8), Madhya Pradesh (TFR 2.9), and Chhattisgarh (TFR 2.6) continue to have higher levels of fertility and 
contribute to the growth of population. 
 
The National Population Policy 2000, is uniformly applicable to the whole country. In pursuance of this 
policy, Government has taken a number of measures under Family Planning Programme and as a result, 
Population Growth Rate in India has reduced substantially which is evident from the following:-         
i.         The percentage decadal growth rate of the country has declined significantly from 21.5% for the 
period 1991-2001 to 17.7% during 2001-2011. 
ii.     Total Fertility Rate (TFR) was 3.2 at the time when National Population Policy, 2000 was adopted and 
the same has declined to 2.3 as per Sample registration Survey (SRS) 2013 conducted by the Registrar 
General of India. 
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Steps/Measures to Control the Population Growth of India by 
the Government of India 
  
  
·        More emphasis on Spacing methods like IUCD. 
·        Availability of Fixed Day Static Services at all facilities. 
·        A rational human resource development plan is in place for provision of IUCD, minilap and NSV to 
empower the facilities (DH, CHC, PHC, SHC) with at least one provider each for each of the services and 
Sub Centres with ANMs trained in IUD insertion. 
·        Quality care in Family Planning services by establishing Quality Assurance Committees at state 
and   district levels. 
·        Improving contraceptives supply management up to peripheral facilities. 
·        Demand generation activities in the form of display of posters, billboards and other audio and video 
materials in the various facilities. 
·        National Family Planning Indemnity Scheme’ (NFPIS) under which clients are insured in the 
eventualities of deaths, complications and failures following sterilization and the providers/ accredited 
institutions are indemnified against litigations in those eventualities. 
·        Compensation scheme for sterilization acceptors - under the scheme MoHFW provides compensation 
for loss of wages to the beneficiary and also to the service provider (& team) for conducting sterilisations.  
·        Increasing male participation and promotion of Non Scalpel Vasectomy. 
·        Emphasis on Miniap Tubectomy services because of its logistical simplicity and requirement of only 
MBBS doctors and not post graduate gynecologists/surgeons. 
·        Accreditation of more private/NGO facilities to increase the provider base for family planning services 
under PPP. 
·        Strong political will and advocacy at the highest level, especially, in States with high fertility rates. 
 
National Programme for Family Planning 
India was the first country in the world to have launched a National Programme for Family Planning in 
1952. Over the decades, the programme has undergone transformation in terms of policy and actual 
programme implementation and currently being repositioned to not only achieve population stabilization 
goals but also promote reproductive health and reduce maternal, infant & child mortality and morbidity. 
Under the programme public health sector provides various family planning services at various levels of 
health system. 
National Programme for Family Planning 
India was the first country in the world to have launched a National Programme for Family Planning in 
1952. Over the decades, the programme has undergone transformation in terms of policy and actual 
programme implementation and currently being repositioned to not only achieve population stabilization 
goals but also promote reproductive health and reduce maternal, infant & child mortality and morbidity. 
Under the programme public health sector provides various family planning services at various levels of 
health system. 
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 “Mission Pariwar Vikas” 
For improved access to contraceptives and family planning services in high fertility districts spreading over 
seven high focus states, the Ministry of Health and Family Welfare launched “Mission Pariwar Vikas”in 
2016. Special focus has been given to 146 high fertility Districts of Bihar, Uttar Pradesh, Assam, 
Chhattisgarh, Madhya Pradesh, Rajasthan & Jharkhand, with an aim to ensure availability of contraceptive 
methods at all the levels of Health Systems. 
Goal - Its overall goal is to reduce India's overall fertility rate to 2.1 by the year 2025 
Objective -The key strategic focus of this initiative is on improving access to contraceptives through 
delivering assured services, ensuring commodity security and accelerating access to high quality family 
planning services. 
 
New Interventions under Family Planning Programme 
1.                  Scheme for Home delivery of contraceptives by ASHAs at doorstep of beneficiaries: The govt. 
has launched a scheme to utilize the services of ASHA to deliver contraceptives at the doorstep of 
beneficiaries.  
2.                  Scheme for ASHAs to ensure spacing in births: The scheme is operational from 16th May, 
2012, under this scheme, services of ASHAs to be utilised for counselling newly married couples to ensure 
delay of 2 years in birth after marriage and couples with 1 child to have spacing of 3 years after the birth of 
1st child.  ASHAs are to be paid the following incentives under the scheme:- 
a.      Rs. 500/- to ASHA for ensuring spacing of 2 years after marriage. 
b.      Rs. 500/- to ASHA for ensuring spacing of 3 years after the birth of 1st child. 
c.      Rs. 1000/- in case the couple opts for a permanent limiting method up to 2 children only. The scheme 
is being implemented in 18 States of the country (8 EAG, 8 NE Gujarat and Haryana). 
3.                  Boost to spacing methods by introduction of new method PPIUCD (Post-Partum Intra Uterine 
Contraceptives Device. 
4.                  Introduction of the new device   Cu IUCD 375, which is effective for 5 years.  
5.                  Emphasis on Postpartum Family Planning (PPFP) services with introduction of PPIUCD and 
promotion of minilap as the main mode of providing sterilisation in the form of post-partum sterilisation to 
capitalise on the huge cases coming in for institutional delivery under JSY. 
Assured delivery of family planning services for both IUCD and sterilisation. 
6.                  Compensation for sterilisation acceptors has been enhanced for 11 High Focus States with high 
TFR. 
7.                 Compensation scheme for PPIUCD under which the service provider as well as the ASHAs who 
escorts the clients to the health facility for facilitating the IUCD insertion are compensated. 
8.                  Scheme for provision of pregnancy testing kits at the sub-centres as well as in the drug kit of 
the ASHAs for use in the communities to facilitate the early detection and decision making for the outcome 
of pregnancy. 
9.                  RMNCH Counselors (Reproductive Maternal New Born and Child Health) availability at the 
high case facilities to ensure counseling of the clients visiting the facilities. 
10.             Celebration of World Population Day 11th July & Fortnight: The event is observed over a month 
long period, split into fortnight of mobilization/sensitization followed by a fortnight of assured family 
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planning service delivery and has been made a mandatory activity from 2012-13 and starts from 27th June 
each year. 
11.             FP 2020- Family Planning Division is working on the national and state wise action plans so as 
to achieve FP 2020 goals. The key commitments of FP 2020 are as under : 
·        Increasing financial commitment on Family Planning whereby India commits an allocation of 2 billion 
USD from 2012 to 2020. 
·        Ensuring access to family planning services to 48 million (4.8 crore) additional women by 2020 (40% 
of the total FP 2020 goal). 
·        Sustaining the coverage of 100 million (10 crore) women currently using contraceptives. 
 
Reducing the unmet need by an improved access to voluntary family planning services, supplies and 
information. In addition to above, Jansankhya Sthirata Kosh/National Population Stabilization Fund has 
adopted the following strategies as a population control measure:- 
Prerna Strategy:- JSK has launched this strategy for helping to push up the age of marriage of girls and 
delay in first child and spacing in second child the birth of children in the interest of health of young mothers 
and infants. The couple who adopt this strategy awarded suitably. This helps to change the mindsets of the 
community. 
Santushti Strategy:- Under this strategy, Jansankhya Sthirata Kosh, invites private sector gynaecologists 
and vasectomy surgeons to conduct sterilization operations in Public Private Partnership mode. The private 
hospitals/nursing home who achieved target to 10 or more are suitably awarded as per strategy. 
 
RSBY Scheme 
RSBY scheme is a National Health Insurance Programme run by the Government of India. This scheme 
aims at providing cashless insurance to the BPL category for hospitalisation in public as well as private 
hospitals. The Rashtriya Swasthya Bima Yojana started on April 1, 2008, and was a project controlled by the 
Ministry of Labour and Employment. On 1st April 2015, it came under the Ministry of Health and Family 
Welfare. 
According to the reports of February 2014, a total of 36 million families have been enrolled under the RSBY 
Scheme. 
Benefits of RSBY Scheme 

• The Beneficiaries under this scheme are provided with insurance coverage up to Rs. 30,000 per 
annum on family floater basis and extends to maximum five members of the family including the 
head of the household, spouse and up to three dependants. 

• The beneficiaries are provided with a biometric-enabled smart card. 
• The Central Government of India provides 75% of the estimated annual premium and 90% 

contribution for J&K and the North-eastern states. 
• 25% of the total annual premium and 10% in case of J&K and the North-eastern states is provided by 

the State Governments. 
• It provides cashless insurance coverage for all health services and hospitalization. 
• Providing one-day prior pre-hospitalization expenses and 5 days post-hospitalization expenses along 

with transport allowances. 
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Features of the RSBY Scheme 

• Information Technology (IT) Intensive – IT applications are used on a large scale for the issue of a 
biometric-enabled smart card for every beneficiary family included under the RSBY Scheme. This 
smart card contains their fingerprints and photographs. The hospitals under the RSBY are IT enabled 
and are also connected to the server located at the district level. 

• Empowering the beneficiary by providing BPL households with the freedom to choose between 
public and private hospitals. 

• A key feature of RSBY is that the beneficiary under the Rashtriya Swasthya Bima Yojana Scheme in 
a particular district of any state will be able to use his or her smart card in any of the RSBY 
empanelled hospital across the country. 

• The use of the biometric-enabled smart card and a key management system makes the RSBY scheme 
safe and secure. The key management system in RSBY ensures that the card is handed over to the 
correct beneficiary and accountability is ensured in terms of issuance and usage of the smart card. 
With the biometric-enabled Smart Card, it is ensured that only the real beneficiary uses the smart 
card. 

RSBY is a business model for all stakeholders in the social sector scheme with incentives to provide 
treatment to a large number of beneficiaries since it is paid according to per beneficiary treated. 
 
Ayushman Bharat Abhiyan 
The Ayushman Bharat programme was launched in 2018 to address health issues at all levels – primary, 
secondary and tertiary. 
 It has two components: 

a) Pradhan Mantri Jan Arogya Yojana (PM-JAY), earlier known as the National Health Protection 
Scheme (NHPS) 

b) Health and Wellness Centres (HWCs) 
Ayushman Bharat is an integrated approach comprising health insurance and primary, secondary and tertiary 
healthcare. The HWCs are aimed at improving access to cheap and quality healthcare services at the primary 
level. PM-JAY will cover the financial protection for availing healthcare services at the secondary and 
tertiary levels. 
Ayushman Bharat is the largest government-funded healthcare programme in the world with over 50 crore 
beneficiaries. It has been dubbed ‘Modicare’. 
 
Importance of Ayushman Bharat: 
The 71st round of the National Sample Survey Office (NSSO) revealed many grim numbers about the 
country’s healthcare system. 

• About 86% of rural households and 82% of urban households do not have access to healthcare 
insurance. 

• Over 17% of the country’s population spend a minimum of 1/10th of their household budgets on 
availing health services. 

• Unexpected and serious healthcare problems often lead families to debt. 
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• Over 19% and over 24% of the urban and rural households respectively meet their healthcare 
financial needs through borrowings. 

To address these grave concerns, the government, in accordance with the National Health Policy 2017, 
launched the Ayushman Bharat programme along with its two sub-missions, PMJAY and HWCs. 

1. Pradhan Mantri Jan Arogya Yojana (PM-JAY) 
• It was launched as the National Health Protection Mission and renamed later. 
• It is the largest government-funded health insurance scheme in the world. 
• The scheme offers eligible families an insurance cover of Rs. 5 lakh per annum per family. 
• This amount is intended to cover all secondary and most tertiary care expenditure incurred. 
• There is no cap on family size and age under the scheme, to ensure that nobody is left behind. 
• The cover will include pre and post hospitalisation expenses. It will also cover all pre-existing 

conditions. (3 days of pre-hospitalisation and 15 days of post-hospitalisation like medicines and 
diagnostics are covered.) 

Components of treatment covered under the scheme: 
• Medical examination, consultation and treatment 
• Medical consumables and medicines 
• Intensive and non-intensive care services 
• Medical implant services 
• Lab and diagnostic investigations 
• Complications arising out of treatment 
• Accommodation benefits and food services 

The beneficiary will also receive a defined transport allowance per hospital. 
The beneficiaries can take cashless treatment from any empanelled hospital anywhere in the country. This 
includes both public and private hospitals. By default, all government hospitals in the states that are 
implementing the scheme will be empanelled. 
PM-JAY Eligibility Criteria 
PM-JAY is an entitlement-based scheme. The eligible families are fixed based on the deprivation criterion in 
the Socio-Economic Caste Census (SECC) database. 
 

2. Health and Wellness Centres (HWCs) 
HWCs are being created by converting the existing primary health centres and subcentres. They provide 
comprehensive primary health care (CPHC) including child and maternal health services, non-
communicable diseases, and also diagnostic services and free essential drugs. 
HWCs are important because they offer CPHC that is critical to enhancing health outcomes. Primary 
healthcare plays a vital role in preventing many disease conditions. Providing CPHC decreases morbidity 
and mortality at a lower cost and greatly reduces the requirement for secondary and tertiary care. 
 
Rashtriya Arogya Nidhi 
Rashtriya Arogya Nidhi (RAN) (formerly National Illness Assistance Fund, set up on 13.01.1997, with an 
initial contribution of Rs.5 crore made by Ministry of Health & Family Welfare) provides financial 
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assistance to patients who are living below poverty line and suffering from major life threatening diseases 
related to inter-alia, heart, liver, kidney and for cancer, etc., to receive medical treatment at any of the 12 
super specialty Government hospitals / institutes or other Government hospitals. 
Under RAN, a revolving fund has been set up in 12 hospitals for financial assistance upto ceiling of Rs 2 
lakhs per patient (Rs 5 lakh for emergency cases), so as to curtail the procedural delay for treatment. For 
assistance beyond Rs 2 lakhs (5 lakhs), the matter has to be referred to the Union Ministry of Health & 
Family Welfare. Upto Rs. 10 Lakh can be sanctioned to one patient, subject to approvals by the technical 
committee of RAN. 
Reimbursement of medical expenditure already incurred by the patients is not permissible under RAN. 
Further, no grant/assistance is released to patients seeking treatment at private hospitals. Diseases of 
common nature and disease for which treatment is available free of cost under other health 
Scheme/programme of the Government are also not eligible for grants under RAN. 
Funds: 
Apart from the initial contribution made by the Ministry of Health and Family welfare, the Fund could also 
be subscribed to by individuals, corporate bodies in private or public sector, philanthropic organizations etc. 
either in India or abroad (but with the approvals as required under Foreign Contribution Regulation Act). 
All contributions made to RAN by resident entities are exempted from payment of income tax. 
For this purpose, Revolving Funds have been set up in 12 Central Government hospitals/institutes and an 
amount up to Rs. 50 lakh is placed at their disposal for providing financial assistance. Being a revolving 
fund, it is replenished as and when the utilisation certificates and documents, as specified, are received from 
the Hospital/Institute for the funds released earlier. 
 
The umbrella scheme of Rashtriya Arogya Nidhi (RAN) will have three components 
namely (i) Rashtriya Arogya Nidhi (RAN), (ii) Health Minister's cancer Patients Fund (HMCPF) 
and (iii) Scheme for financial assistance for patients suffering from specified rare diseases' 
 
 The objectives of the three components of the RAN Scheme are given below: 
(a) Rashtriya ArogyaNidhi- to provide financial assistance to poor patients living below threshold poverty 
line and suffering from life threatening diseases relating to heart, kidney, liver, etc for their treatment at 
Government hospitals/institutes having super speciality facilities. 
(b) Health Ministers Cancer Patient Fund - to provide financial assistance to poor patients living below 
threshold poverty line and suffering from cancer' for their treatment at Regional Cancer Centres (RCCs) 
Tertiary Care Cancer Centres (TCCC) and State Cancer Institutes (SCD). 
Health Minister’s Cancer Patient Fund (HMCPF) set up for providing financial assistance to the tune of Rs. 
2 lakh to the poor patients suffering from cancer and having treatment in the 27 Regional Cancer Centres 
(RCC) in India. It was set up in 2009 as a separate corpus fund within RAN to be managed through the 
Management and Technical Committees of the RAN. Like RAN, revolving funds have been set up in these 
RCCs by placing an amount upto Rs. 50 lakh, for providing financial assistance for treatment upto Rs. 2 
lakh. Cases involving expenditure over and above the stipulated limit, are referred to the Ministry of Health 
and Family Welfare. Funds to the RCCs are released on submission of utilization certificate and list of 
beneficiaries in respect of funds released to them earlier. 
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(c) Financial assistance Scheme for poor patients suffering from rare diseases – to provide financial 
assistance to poor patients living below threshold poverty line and suffering from specified lare diseases for 
their treatment at Govemment hospitals/institutes having super specialty facilities. 
Health Minister’s Discretionary Grant 
This scheme is also the part of RAN.Under the scheme of Health Minister’s Discretionary Grant (HMDG), 
financial assistance up to ₹ 1,25,000/- is available to the poor and needy patients to defray a part of 
expenditure on hospitalization for undergoing major surgical intervention and treatment of major diseases. 
The patients who are not covered under RAN, due to criterion of below poverty line and whose annual 
income does not exceed ₹ 1,25,000/- can avail the financial assistance under the scheme. 
 
 
National Medical Commission Bill, 2019 
The National Medical Commission Bill, 2019 was introduced by the Minister of Health and Family Welfare, 
Dr. Harsh Vardhan in Lok Sabha on July 22, 2019.  The Bill seeks to repeal the Indian Medical Council Act, 
1956 and provide for a medical education system which ensures: (i) availability of adequate and high quality 
medical professionals, (ii) adoption of the latest medical research by medical professionals, (iii) periodic 
assessment of medical institutions, and (iv) an effective grievance redressal mechanism.  Key features of the 
Bill include: 
  
Constitution of the National Medical Commission:  The Bill sets up the National Medical Commission 
(NMC).  Within three years of the passage of the Bill, state governments will establish State Medical 
Councils at the state level.  The NMC will consist of 25 members, appointed by the central government.  A 
Search Committee will recommend names to the central government for the post of Chairperson, and the 
part time members.  The Search Committee will consist of seven members including the Cabinet Secretary 
and five experts nominated by the central government (of which three will have experience in the medical 
field). 
  
Members of the NMC will include: (i) the Chairperson (must be a medical practitioner), (ii) Presidents of 
the Under-Graduate and Post-Graduate Medical Education Boards, (iii) the Director General of Health 
Services, Directorate General of Health Services, (iv) the Director General, Indian Council of Medical 
Research, and (v) five members (part-time) to be elected by the registered medical practitioners from 
amongst themselves from states and union territories for a period of two years.  
  
Functions of the National Medical Commission:  Functions of the NMC include: (i) framing policies for 
regulating medical institutions and medical professionals, (ii) assessing the requirements of healthcare 
related human resources and infrastructure, (iii) ensuring compliance by the State Medical Councils of the 
regulations made under the Bill, (iv) framing guidelines for determination of fees for up to 50% of the seats 
in private medical institutions and deemed universities which are regulated under the Bill. 
  
Medical Advisory Council:  Under the Bill, the central government will constitute a Medical Advisory 
Council.  The Council will be the primary platform through which the states/union territories can put forth 
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their views and concerns before the NMC.  Further, the Council will advise the NMC on measures to 
determine and maintain minimum standards of medical education. 
  
Autonomous boards:  The Bill sets up autonomous boards under the supervision of the NMC.  Each 
autonomous board will consist of a President and four members, appointed by the central government.  
These boards are: (i) the Under-Graduate Medical Education Board (UGMEB) and the Post-Graduate 
Medical Education Board (PGMEB):  These Boards will be responsible for formulating standards, 
curriculum, guidelines, and granting recognition to medical qualifications at the undergraduate and post 
graduate levels respectively. (ii) The Medical Assessment and Rating Board (MARB):  MARB will have the 
power to levy monetary penalties on medical institutions which fail to maintain the minimum standards as 
laid down by the UGMEB and PGMEB.  The MARB will also grant permission for establishing a new 
medical college, starting any postgraduate course, or increasing the number of seats.  (iii) The Ethics and 
Medical Registration Board:  This Board will maintain a National Register of all licensed medical 
practitioners, and regulate professional conduct.  Only those included in the Register will be allowed to 
practice medicine.  The Board will also maintain a separate National Register for community health 
providers.  
  
Community health providers:  Under the Bill, the NMC may grant a limited license to certain mid-level 
practitioners connected with the modern medical profession to practice medicine.  These mid-level 
practitioners may prescribe specified medicines in primary and preventive healthcare.  In any other cases, 
these practitioners may only prescribe medicines under the supervision of a registered medical practitioner. 
  
Entrance examinations:  There will be a uniform National Eligibility-cum-Entrance Test for admission to 
under-graduate and post-graduate super-speciality medical education in all medical institutions regulated 
under the Bill.  The NMC will specify the manner of conducting common counselling for admission in all 
such medical institutions. 
  
The Bill proposes a common final year undergraduate examination called the National Exit Test for the 
students graduating from medical institutions to obtain the license for practice.  This test will also serve as 
the basis for admission into post-graduate courses at medical institutions under this Bill. 
 
 
AYUSH 
The Ministry of AYUSH was formed on 9th November 2014 to ensure the optimal development and 
propagation of AYUSH systems of health care. Earlier it was known as the Department of Indian System of 
Medicine and Homeopathy (ISM&H) which was created in March 1995 and renamed as Department of 
Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy (AYUSH) in November 2003, with 
focused attention for development of Education and Research in Ayurveda, Yoga and Naturopathy, Unani, 
Siddha and Homoeopathy. 
Ayush Systems: 
Ayurveda 
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‘Ayurveda’ literally means “Science of Life”. Ayurveda is evolved from the various Vedic hymns rooted in 
the fundamental philosophies about life, disease and health. The Charak Samhita and Sushruta Samhita 
developed around 2500 BC are the main treaties of Ayurveda fully available today. According to Ayurveda, 
health is considered as a pre-requisite for achieving the goals of life i.e., Dharma, Artha, Kama and Moksha. 
Ayurveda takes an integrated view of the physical, mental, spiritual and social aspects of human beings and 
about the interrelationships between these aspects. 
Yoga 
Yoga is essentially spiritual and it is an art and science of healthy living which focuses on bringing harmony 
between body and mind. The word ‘Yoga’ has two meanings; the first comes from the root ‘Yujir’ or 
‘Union’, the second is derived from a different root ‘yuja’ which means ‘Samadhi’ - the highest state of 
mind and the absolute knowledge. These two are the most important meanings of the word Yoga according 
to Panini, the most well-known Sanskrit grammarian. 
Yoga is being practiced as part of healthy lifestyle and has become part of our spiritual heritage. In the 
present era, Yoga is popular world-wide because of its spiritual values, therapeutic credentials, its role in the 
prevention of diseases, promotion of health and management of lifestyle related disorders. Several clinical 
studies have lucidly demonstrated the therapeutic potentials of Yoga in the treatment of many lifestyle 
related or psychosomatic disorders. The specialty of this system is that it can get along with any other 
systems of health care. 
Naturopathy 
Naturopathy is a science of health and healing and a drug less therapy based on well founded philosophy. It 
has its own concept of health and disease and principles of treatment. Naturopathy is a system of medicine 
that advocates harmonious living with constructive principles of nature on physical, mental, moral and 
spiritual planes. It has great health promotive and restorative, and disease preventive as well as curative 
potential. 
Unani 
The Unani system of medicine originated in Greece and passed through many countries before establishing 
itself in India during the medieval period. It is based on well-established knowledge and practices relating to 
the promotion of positive health and prevention of disease. The fusion of traditional knowledge of ancient 
civilizations like Egypt, Arabia, Iran, China, Syria and India. It emphasizes the use of naturally occurring 
mostly herbal medicines and some medicines of animals, marine and mineral origin. This system of 
medicine was documented in Al- Qanoon, a medical classics, by Sheikh Bu-Ali Sina (Avicena) (980-1037) 
AD), in Al-Havi by Razi (850-923 AD) and in many others books written by the Unani physicians. 
Siddha 
The Siddha System of medicine is one of the ancient systems of medicine in India having its close links with 
Dravidian culture. The term Siddha means achievements and Siddhars are those who have achieved 
perfection in medicine. Eighteen Siddhars are said to have contributed towards the systematic development 
of this system and recorded their experiences in Tamil language. 
Homoeopathy 
The physicians from the time of Hippocrates (around 400 B.C.) had observed that certain substances could 
produce symptoms of a disease in healthy people similar to those of people suffering from the disease. Dr. 
Christian Friedrich Samuel Hahnemann, a German physician scientifically examined this phenomenon and 
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codified the fundamental principles of Homoeopathy. Homoeopathy was brought into India around 1810 
A.D. by European missionaries and received official recognition by a Resolution passed by the Constituent 
Assembly in 1948 and then by the Parliament. 
Sowa-Rigpa 
Sowa-Rigpa is among the oldest surviving health traditions of the world with a living history of more than 
2500 years. It has been in vogue and practised in Himalayan regions throughout particularly in Leh and 
Laddakh (J&K), 
  
Himachal Pradesh, Arunachal Pradesh, Sikkim, Darjeeling, etc. Sowa-Rigpa is effective in managing 
chronic diseases like asthma, bronchitis, arthritis, etc. The basic theory of Sowa-Rigpa is explained in terms 
of (i) the body and the mind as the locus of treatment; (ii) antidote, i.e., the treatment;(iii) the method of 
treatment through antidote;(iv)medicines that cure the disease and lastly (v) pharmacology. Sowa- Rigpa 
emphasizes the importance of the five cosmological physical elements in the formation of the human body, 
the nature of disorders and the remedial measures. 
 
Health Research 
Indian Council of Medical Research (ICMR) 

o ICMR is India’s apex scientific body for the formulation, coordination and promotion of biomedical 
research. 

o It was established in 1911 as Indian Research Fund Association (IRFA) making it one of oldest and 
largest medical research bodies in the world. 

o The ICMR functions under Department of Health Research, Ministry of Health and Family Welfare. 
o It is headquartered in New Delhi. 
o Its Governing Body is presided over by Health Minister. 
o It is assisted in scientific and technical matters by Scientific Advisory Board comprising eminent 

experts in different biomedical disciplines. 
o ICMR’s research priorities coincide with national health priorities such as control and management 

of communicable diseases, fertility control, maternal and child health, control of nutritional 
disorders, research on major non-communicable diseases like cancer, cardiovascular diseases, 
diabetes and mental health research and drug research (including traditional remedies) and 
developing alternative strategies for health care delivery. 

Headquarter– New Delhi 
Director General– Prof. Balram Bhargava 
 
Flagship Programmes 
The India TB Research Consortium: ICMR took a lead and initiated a new flagship programme to establish 
India TB research and development consortium that aims to bring together all major national players (with 
international collaborators) to address overarching scientific questions to tackle TB in a mission mode. 
TB Diagnostic Initiative: Truenat Rif, an indigenous, cost effective, rapid molecular diagnostic kit for 
TB/MDR-TB has been developed in collaboration with ICMR, DBT and the industry. Feasibility study is 
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currently underway across 100 districts. Active case finding pilot project initiated in five states for bridging 
gap in last mile delivery of services amongst tribal populations. 
e-Health/M-Health and use of Space Technology Tools 
With the changing time, ICMR is focusing its efforts on using e-Health/ M- Health and promote the use of 
space technology tools. 
 ICMR has developed- a mobile based disease surveillance system for malaria (MosQuit) using mobile 
platform. This technology has been developed by RMRC, Dibrugarh in collaboration with CDAC, Pune, 
which has been deployed in Tengaghat PHC of Assam.  
ICMR has also developed various e-learning programmes in Health Research as well as prepared databases 
like TB-Drugs, DDRTB, Food and Nutrition Database, etc.  
To address the impact of climate change on human health and promote use of space technology tools ICMR 
has developed an early warning system of JE for Upper Assam, initiated studies on mapping of malaria and 
mosquito-genic conditions, developed models for predicting filariasis. These efforts will be up-scaled for 
larger use in the coming year. 
 
Corona Virus(nCOV19) 
What is Corona Virus? 
Coronaviruses are a large family of viruses which may cause illness in animals or humans.  In humans, 
several coronaviruses are known to cause respiratory infections ranging from the common cold to more 
severe diseases such as Middle East Respiratory Syndrome (MERS) and Severe Acute Respiratory 
Syndrome (SARS). The most recently discovered coronavirus causes coronavirus disease COVID-19. 
What is COVID19? 
COVID-19 is the infectious disease caused by the most recently discovered coronavirus. This new virus and 
disease were unknown before the outbreak began in Wuhan, China, in December 2019. 
Symptoms 
The most common symptoms of COVID-19 are fever, tiredness, and dry cough. Some patients may have 
aches and pains, nasal congestion, runny nose, sore throat or diarrhea. These symptoms are usually mild and 
begin gradually. Some people become infected but don’t develop any symptoms and don't feel unwell. Most 
people (about 80%) recover from the disease without needing special treatment. Around 1 out of every 6 
people who gets COVID-19 becomes seriously ill and develops difficulty breathing. Older people, and those 
with underlying medical problems like high blood pressure, heart problems or diabetes, are more likely to 
develop serious illness. People with fever, cough and difficulty breathing should seek medical attention. 
How does COVID19 spread? 
People can catch COVID-19 from others who have the virus. The disease can spread from person to person 
through small droplets from the nose or mouth which are spread when a person with COVID-19 coughs or 
exhales. These droplets land on objects and surfaces around the person. Other people then catch COVID-19 
by touching these objects or surfaces, then touching their eyes, nose or mouth. People can also catch 
COVID-19 if they breathe in droplets from a person with COVID-19 who coughs out or exhales droplets. 
This is why it is important to stay more than 1 meter (3 feet) away from a person who is sick. 
WHO is assessing ongoing research on the ways COVID-19 is spread and will continue to share updated 
findings.     
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Is COVID19 same as SARS? 
No. The virus that causes COVID-19 and the one that caused the outbreak of Severe Acute Respiratory 
Syndrome (SARS) in 2003 are related to each other genetically, but the diseases they cause are quite 
different. 
SARS was more deadly but much less infectious than COVID-19. There have been no outbreaks of SARS 
anywhere in the world since 2003. 
SARS –CoV : 

o SARS (severe acute respiratory syndrome) is caused by the SARS coronavirus, known as SARS 
CoV. Coronaviruses commonly cause infections in both humans and animals. 

o SARS is an airborne virus 
o SARS originated in China in 2002. It's thought that a strain of the coronavirus usually only found in 

small mammals mutated, enabling it to infect humans. 
o The SARS infection quickly spread from China to other Asian countries. It was declared pandemic 

by WHO. 
o The period of infection, there were 8,098 reported cases of SARS and 774 deaths. 

Since 2004, there have not been any known cases of SARS reported anywhere in the world. 
MERS: 

o Middle East respiratory syndrome (MERS) is a viral respiratory disease caused by a novel 
coronavirus (Middle East respiratory syndrome coronavirus, or MERS‐CoV) that was first identified 
in Saudi Arabia in 2012. 

o Approximately 35% of reported patients with MERS-CoV infection have died. 
o The World Health Organisation has identified around 2,500 cases of infection in 27 countries since 

initial outbreaks, resulting in nearly 860 deaths. 
 
Testing methods for COVID19 
There are several ways to test for the new strain of coronavirus. Most are either molecular or serological 
tests. 

1. Molecular tests: 
o Molecular tests look for signs of an active infection. 
o They usually involve taking a sample from the back of the throat with a cotton swab. The doctor then 

sends the sample off for testing. 
o The sample will undergo a polymerase chain reaction (PCR) test. This type of test detects signs of 

the virus’s genetic material. 
o A PCR test can confirm a diagnosis of COVID-19 if it identifies two specific SARS-CoV-2 genes. If 

it identifies only one of these genes, it will produce an inconclusive result. 
o Molecular tests can only help diagnose current cases of COVID-19. They cannot tell whether 

someone has had the infection and since recovered. 
 

2. Serological tests: 
o These tests detect antibodies that the body produces to fight the virus. These antibodies are present in 

anyone who has recovered from COVID-19.  
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o The antibodies exist in blood and tissues throughout the body. A serological test usually requires a 
blood sample.  

o Serological tests are particularly useful for detecting cases of infection with mild or no symptoms. 
 
ICMR approves TB machines for Covid-19 testing 
Indian Council of Medical Research (ICMR) has given its nod to Diagnostic machines used to test drug-
resistant tuberculosis (TB) for conducting Covid-19 tests. In this regard, Truenat beta CoV test on Truelab 
workstation will be used for screening test of COVID-19. A total of 800 truenat machines are available in 
India. 
Currently India is using real time Polymerase Chain Reaction (RT-PCR) testing approved by United States 
and Food and Drug Administration (FDA). 
 
About Truenat: 

o It is a battery operated small machine that requires minimal training and gives the result between 30-
60 minutes. 

o The sample of the throat and the nasal swab is collected by the trained technicians wearing personal 
protective equipment. 

o There are two-way and four-way Truenat machines. Four-way Truenat machines can run 32 to 48 
samples of multiple diseases – COVID19, HIV and TB, while two-way can handle 16 to 24 samples. 

o The cost of a test on Truenat machines will be of Rs 1000-Rs.1500. 
 
Jeevan ventilator for COVID19 

o The Indian Railways has developed a low-cost ventilator ‘Jeevan’ at its premier coach production 
unit,Rail Coach Factory (RCF), Kapurthala in Punjab.The cost of “Jeevan”is around Rs 
10,000 without the compressor and it will not rise over Rs 30,000 even after adding a few more 
indicators.The ventilator is now awaiting the final clearance from the Indian Council of Medical 
Research (ICMR). 

o It should be noted that this ventilator has produced at a time when the nation needs them utmost due 
to COVID-19 effect. Currently India has 57,000 ventilators but their requirement can be reached 
between 110,000-220,000. 

o Also, Jeevan will produce low cost effective service as other ventilators cost between Rs5- Rs15 
lakh. 

o If Jeevan receives final clearance from ICMR then RCF will produce 100 such devices every day. 
o The reason behind its low cost is that it is produced from materials which were already available in 

the factory. For eg: the portable compressor has been made from an air cooling machine, the body 
from coach components, the argon flow has been taken from a laser welding machine, while the 
microprocessor has been taken from the coach information system. 

 
Aarogya Setu App  

o Aarogya Setu app has been launched by the Ministry of Electronics and Information Technology. 
o It will help people in identifying the risk of getting affected by the CoronaVirus. 
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o It will calculate risk based on the user's interaction with others, using cutting edge Bluetooth 
technology, algorithms and artificial intelligence. 

o Once installed in a smartphone, the app detects other nearby devices with Aarogya Setu installed. 
o The App will help the Government take necessary timely steps for assessing risk of spread of 

COVID-19 infection, and ensuring isolation where required. 
 
Problems of Indian Medical system 
The following are the major problems of health services: 
1. Neglect of Rural Population: 
A serious drawback of India’s health service is the neglect of rural masses. It is largely a service based on 
urban hospitals. Although, there are large no. of PHC’s and rural hospitals yet the urban bias is visible. 
According to health information 31.5% of hospitals and 16% hospital beds are situated in rural areas where 
75% of total population resides. 
Moreover the doctors are unwilling to serve in rural areas. Instead of evolving a health system dependent on 
paramedical (like bare-footed doctors in China) to strengthen the periphery. India has evolved one 
dependent on doctors giving it a top-heavy character. 
 
2. Emphasis on Culture Method: 
The health system of India depends almost on imported western models. It has no roots in the culture and 
tradition of the people. It is mostly service based on urban hospitals. This has been at the cost of providing 
comprehensive primary health care to all. Otherwise speaking, it has completely neglected preventive, pro-
motive, rehabilitative and public health measures. 
 
3. Inadequate Outlay for Health: 
According to the National Health Policy 2002, the Govt. contribution to health sector constitutes only 0.9 
percent of the GDP. This is quite insufficient. In India, public expenditure on health is 17.3% of the total 
health expenditure while in China, the same is 24.9% and in Sri Lanka and USA, the same is 45.4 and 44.1 
respectively. This is the main cause of low health standards in the country. 
 
4. Social Inequality: 
The growth of health facilities has been highly imbalanced in India. Rural, hilly and remote areas of the 
country are under served while in urban areas and cities, health facility is well developed. The SC/ST and 
the poor people are far away from modern health service. 
 
5. Shortage of Medical Personnel: 
In India shortage of medical personnel like doctors, a nurse etc. is a basic problem in the health sector. In 
1999-2000, while there were only 5.5 doctors per 10,000 population in India, the same is 25 in the USA and 
20 in China. Similarly the number of hospitals and dispensaries is insufficient in comparison to our vast 
population. 
 
6. Medical Research: 
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Medical research in the country needs to be focused on drugs and vaccines for tropical diseases which are 
normally neglected by international pharmaceutical companies on account of their limited profitability 
potential. The National Health Policy 2002 suggests to allocate more funds to boost medical research in this 
direction. 
 
7. Expensive Health Service:  
In India, health services especially allopathic are quite expensive. It hits hard the common man. Prices of 
various essential drugs have gone up. Therefore more emphasis should be given to the alternative systems of 
medicine. Ayurveda, Unani and Homeopathy systems are less costly and will serve the common man in 
better way. Concluding the health system has many problems. These problems can be overcome by effective 
planning and allocating more funds. 
. 
 
 
All the best 
Hope this document will help my students 
Jai Hind 
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