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HEALTH 
Sources: PIB, The Hindu, 
VIKASPEDIA 
HELPFUL: ESSAY, GS-3, 
GEOGRAPHY AND SOCCIOLOGY  
INTRODUCTION 
The ancient Indian system of medicine, 
Ayurveda, conceived of illness as 
emanating from an imbalance in the 
basic vital elements phlegm, bile and 
gas (Kaf, Pitta, Vayu)  while the 
Chinese system of health assumed that 
it is the breakdown in the dynamic 
harmony between the Yin and Yang 
within the human body which is the 
cause of disease. On the other hand, 
the modern health system believes in 
the germ theory of disease. But 
significant advances are being made 
towards a deeper understanding of 
health and disease at the cellular and 
genetic level which may alter our 
understanding of health and disease in 
a fundamental way in the near future.  
The health status of the people in 
the country is an important flag-post to 
evaluate the success of the  state policy. 
Health of the individual impacts the 
growth of the nation in a very material 
sense. It has been estimated that the 
differences in the growth performance 
of many countries can be attributed to 
the health status of the people. Public 
expenditure on health support 
programmes in fact contributes quite 
tangibly in spurring the growth in the 
country. According to a study by the 
WHO, India is estimated to lose 

more than $ 237 billion of its GDP 
over the period 2006-15 on 
account of premature death and 
morbidity from Non-
Communicable diseases alone. It 
is worth pondering that public 
expenditure on health care is probably 
a far more efficient economic 
investment than many other kinds of 
investments. 
It is also a sad story to learn that each 
year close to 37 million people fall 
below poverty line due to high 
expenditure on health services they 
have to incur. It is obvious that for the 
poor health is their only 
productive asset. Falling sick puts a 
double burden on them in terms of loss 
of income and expenditure on health 
care which pushes them further into 
debt and poverty. It is high time we 
inverted the dictum of Darwin and 
worked for a society which would 
ensure survival of the weakest and 
perhaps the sickest too. 
 
NATIONAL HEALTH MISSION   
The National Health Mission (NHM) 
encompasses its two Sub-Missions, the 
National Rural Health Mission 
(NRHM) and the newly launched 
National Urban Health Mission 
(NUHM). The main programmatic 
components include Health System 
Strengthening in rural and urban 
areas- Reproductive-Maternal- 
Neonatal-Child and Adolescent Health 
(RMNCH+A), and Communicable 
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and Non-Communicable Diseases. The 
NHM envisages achievement of 
universal access to equitable, 
affordable & quality health care 
services that are accountable and 
responsive to people's needs. 
NHM Components 
Reproductive-Maternal- 
Neonatal-Child and Adolescent 
Health (RMNCH+A) 
The RMNCH+A strategy is designed to 
fast-track India’s progress toward 
achieving Millennium 
Development Goals 4 and 5, while 
also increasing progress toward the 
health targets outlined in the 12th Five-
Year Plan. 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. 
RMNCH+A approach has been 
launched in 2013 and it essentially 
looks to address the major causes of 
mortality among women and children 
as well as the delays in accessing and 
utilizing health care and services. The 
RMNCH+A strategic approach has 
been developed to provide an 
understanding of ‘continuum of 
care’ to ensure equal focus on various 
life stages. Priority interventions for 
each thematic area have been included 
in this to ensure that the linkages 

between them are contextualized to the 
same and consecutive life stage. It also 
introduces new initiatives like the use 
of Score Card to track the performance, 
National Iron + Initiative to address 
the issue of anemia across all age 
groups and the Comprehensive 
Screening and Early interventions for 
defects at birth , diseases and 
deficiencies among children and 
adolescents. The RMNCH+A 
appropriately directs the States to 
focus their efforts on the most 
vulnerable population and 
disadvantaged groups in the country. It 
also emphasizes on the need to 
reinforce efforts in those poor 
performing districts that have already 
been identified as the high focus 
districts. 
Objectives: 
The 12th Five Year Plan has defined the 
national health outcomes and the three 
goals that are relevant to RMNCH+A 
strategic approach as follows: 
Health Outcome Goals 
established in the 12th Fiver Year 
Plan 

• Reduction of Infant Mortality 
Rate (IMR) to 25 per 1,000 live 
births by 2017 

• Reduction in Maternal Mortality 
Ratio (MMR) to 100 per 100,000 
live births by 2017 

• Reduction in Total Fertility Rate 
(TFR) to 2.1 by 2017 
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Maternal Health 
Maternal mortality is a key indicator 
for maternal health and reveals 
inequalities between and also within 

states that cannot be attributed to 
biological differences alone. Maternal 
mortality results from multiple 
reasons, which can broadly be 
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classified as medical, socio-economic 
and health system-related factors.  The 
medical causes can be direct or 
indirect.  
The most common direct medical 
causes of maternal death as per SRS 
(2001–03) are haemorrhage, mainly 
postpartum (37%), sepsis because of 
infection during pregnancy, labour and 
postpartum period (11%), unsafe 
abortions (8%), hypertensive disorders 
(5%) and obstructed labour (5%).  
These conditions are largely 
preventable and once detected, they 
are treatable. A significant proportion 
of maternal deaths are also attributed 

to ‘indirect causes’, the most common 
of which are anaemia and malaria. 
  

 Neonatal Health 
Among children who die before their 
fifth birthday, almost one third of them 
die of infectious causes, nearly all of 
which are preventable. As per WHO-
CHERG 2012 estimates, the causes of 
child mortality in the age group 0–5 
years in India are (a) neonatal causes 
(52%), (b) pneumonia (15%), (c) 
diarrhoeal disease (11%), (d) measles 
(3%), (e) injuries (4%) and (f) others 
(15%). The major causes of neonatal 
deaths are prematurity (18%), that is, 
birth of a child before 37 weeks of 
gestation, infections (16%) such as 
pneumonia and septicaemia and 

asphyxia (10%), that is, inability to 
establish breathing immediately after 
birth and congenital causes (5%).  
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Preterm birth has emerged as the 
leading cause of neonatal death, 
underlying the need for rapid scale-up 

of maternal health interventions in 
order to improve neonatal health 
outcomes. 

A large number of maternal and child 
deaths are attributable to the ‘three 
delays’:  
(1) the delay in deciding to seek care,  
(2) the delay in reaching the 
appropriate health facility, and  
(3) the delay in receiving quality care 
once inside an institution.  
The delay in deciding to seek care can 
occur due to inadequate resources, 
poor access to high-quality health care 
and lack of awareness of the 

importance of maternal and newborn 
health careat the household level. The 
unavailability of basic reproductive 
health services, including 
contraceptives, pre- and postnatal care 
and emergency obstetric and neonatal 
care, as well as delays in seeking 
institutional care and the poor quality 
of care provided in the health facility 
can potentially contribute to maternal 
and child deaths

Initiatives 
Janani Shishu Suraksha 
Karyakram 
Background 
About 56,000 women in India die 
every year due to pregnancy related 
complications. Similarly, every year 
more than 13 lacs infants die within 
1year of the birth and out of these 
approximately 9 lacs i.e. 2/3rd of the 
infant deaths take place within the first 
four weeks of life. Out of these, 
approximately 7 lacs i.e. 75% of the 
deaths take place within a week of the 
birth and a majority of these occur in 
the first two days after birth.  
 
In order to reduce the maternal and 
infant mortality, Reproductive and 
Child Health Programme under the 
National Rural health Mission (NHM) 

is being implemented to promote 
institutional deliveries so that skilled 
attendance at birth is available and 
women and new born can be saved 
from pregnancy related deaths.  
 
Several initiatives have been launched 
by the Ministry of health and Family 
Welfare (MoHFW) including Janani 
Suraksha Yojana (JSY) a key 
intervention that has resulted in 
phenomenal growth in institutional 
deliveries. More than one crore women 
are benefitting from the scheme 
annually and the outlay for JSY has 
exceeded 1600 crores per year. 
Situation 
High out of pocket expenses being 
incurred by pregnant women and their 
families in the case of institutional 
deliveries in form of drugs, User 
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charges, diagnostic tests, diet, for C –
sections. 
The New Initiative 
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 & urban areas. 
Government of India has launched 
Janani Shishu Suraksha Karyakaram 
(JSSK) on 1st June, 2011. 
The following are the Free 
Entitlements for pregnant 
women: 

• Free and cashless delivery 
• Free C-Section 
• Free drugs and consumables 
• Free diagnostics 
• Free diet during stay in the 

health institutions 
• Free provision of blood 
• Exemption from user charges 
• Free transport from home to 

health institutions 
• Free transport between facilities 

in case of referral 
• Free drop back from Institutions 

to home after 48hrs stay 

The following are the Free 
Entitlements for Sick newborns 
till 30 days after birth. This has 
now been expanded to cover sick 
infants:   

• Free treatment 
• Free drugs and consumables 
• Free diagnostics 
• Free provision of blood 
• Exemption from user charges 
• Free Transport from Home to 

Health Institutions 
• Free Transport between facilities 

in case of referral 
• Free drop Back from Institutions 

to home 
Key features of the scheme: 

• 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 
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been expanded to cover sick 
infants:   

• The scheme aims to eliminate out 
of pocket expenses incurred by 
the pregnant women and sick 
new borns 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. 

Janani Suraksha Yojana (JSY) 
Janani Suraksha Yojana (JSY) is a safe 
motherhood intervention under 
the National Rural Health Mission 
(NHM). It is being implemented with 
the objective of reducing maternal and 
neonatal mortality by promoting 
institutional delivery among poor 
pregnant women. The scheme is under 
implementation in all states and Union 
Territories (UTs), with a special focus 
on Low Performing States (LPS).  
 
Janani Suraksha Yojana was launched 
in April 2005 by modifying the 
National Maternity Benefit Scheme 
(NMBS). The NMBS came into effect in 
August 1995 as one of the components 
of the National Social Assistance 

Programme (NSAP). The scheme was 
transferred from the Ministry of Rural 
Development to the Department of 
Health & Family Welfare during the 
year 2001-02. The NMBS provides for 
financial assistance of Rs. 500/- per 
birth up to two live births to the 
pregnant women who have attained 19 
years of age and belong to the below 
poverty line (BPL) households. When 
JSY was launched the financial 
assistance of Rs. 500/- , which was 
available uniformly throughout the 
country to BPL pregnant women under 
NMBS, was replaced by graded scale of 
assistance based on the categorization 
of States as well as whether beneficiary 
was from rural/urban area. States were 
classified into Low Performing States 
and High Performing States on the 
basis of institutional delivery rate i.e. 
states having institutional delivery 25% 
or less were termed as Low Performing 
States (LPS) and those which have 
institutional delivery rate more than 
25% were classified as High 
Performing States (HPS). Accordingly, 
eight erstwhile EAG states namely 
Uttar Pradesh, Uttarakhand, Madhya 
Pradesh, Chhattisgarh, Bihar, 
Jharkhand, Rajasthan, Odisha and the 
states of Assam & Jammu & Kashmir 
were classified as Low Performing 
States. The remaining States were 
grouped into High Performing States. 
Demand generation for skilled 
obstetric care: In order to motivate 
women to deliver at health facilities, 
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Janani Suraksha Yojana (JSY) was 
launched as a scheme with the 
provision of conditional cash 
transfer to a pregnant woman for 
institutional care during delivery and 
the immediate postpartum period. One 
of the objectives is to reach the 
unreached pregnant women (nearly 7.5 
million a year) who still deliver at 
home. The increasing number of 
institutional births demands that 
quality of antenatal care with 
identification and timely referral of 
complicated cases, delivery care and 
immediate postpartum care be 
improved in order to capitalise on this 
opportunity and reduce maternal 
morbidity and mortality. The forty-
eight hours stay at the health facility 
should be promoted for the well-being 
and survival of the mother and the 
newborn. Additional focus is required 
for motivating mother/family for the 
adoption of postpartum family 
planning method and counselling on 
exclusive breast feeding, immunisation 
and child care practices.  
A new development under JSY is 
the decision to make direct cash 
payments through AADHAR 
enabled payment system and this 
has been introduced in forty-three 
districts to begin with. This requires 
enrolment of all potential JSY 
beneficiaries on the MCTS portal, 
facilitating registration for AADHAR 
and opening/linking bank accounts to 
AADHAR for all potential JSY 

beneficiaries that do not have 
AADHAR number, entering AADHAR 
details and bank account numbers on 
the portal for regular reviewing and 
monitoring. 
 
 
Child Health 
Background  
In India, an estimated 26 millions of 
children are born every year. As per 
Census 2011, the share of children (0-6 
years) accounts 13% of the total 
population in the Country. An 
estimated 12.7 lakh children die every 
year before completing 5 years of age. 
However, 81% of under-five child 
morality takes place within one year of 
the birth which accounts nearly 10.5 
lakh infant deaths whereas 57% of 
under-five deaths take place within 
first one month of life accounts 7.3 lakh 
neo-natal deaths every year in the 
Country. 
In 2000, 189 nations made a promise 
to free people from extreme poverty 
and multiple deprivations. This pledge 
became the eight Millennium 
Development Goals (MDGs) to be 
achieved by 2015. 
Goal 4: Reduce Child Mortality: 
The target is to reduce Under-Five 
Mortality Rate (U5MR) by two-thirds, 
between 1990 and 2015. In case of 
India, it translates into a goal of 
reducing U5MR to 42 per 1000 live 
births by 2015 and assessed by the 
following three targets: 
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4.1 Under five mortality rate 
4.2 Infant mortality rate 
4.3 Proportion of 1 year old children 
immunised against measles. 
Progress of achievements against 
MDG 4 targets are as follows: 
1. India set a target of bringing down 
under five mortality to 42/1000 live 
birth by 2015. Under 5 mortality rate 
has declined to 49/1000 live births in 
2013 (SRS). 11 States have achieved 
MDG4 ( <42 per 1000 live births) 
namely Andhra Pradesh, Delhi, 
Himachal Pradesh, Jammu & Kashmir, 
Karnataka, Kerala, Maharashtra, 
Punjab, Tamil Nadu, Telangana and 
West Bengal. 
2. Infant Mortality Rate currently 
stands at 40 /1000 live births (SRS 
2013), against the MDG target of 29 
/1000 live births by 2015. 15 
States/UTs have already achieved 
MDG 4 ( <29 per 1000 live births) 
namely Kerala, Tamil Nadu, Goa, 
Andman & Nicobar Islands, 
Chandigarh, Daman & Diu, Delhi, 
Lakshadweep, Puducherry, Manipur, 
Maharashtra, Nagaland, Tripura, 
Sikkim, Punjab. Further, 13 States/UTs 
are near to achieving MDG4 namely 
West Bengal, Gujarat, Karnataka, 
Jharkhand, Uttarakhand, Himachal 
Pradesh, Jammu & Kashmir, Dadar & 
Nagar Haveli, Arunachal Pradesh, 
Mizoram, Bihar, Haryana, Andhra 
Pradesh. 
3. Children (12-23 months) immunised 
against measles has reached a coverage 

of 74% in 2009 (CES 2009) against a 
target of universal immunization 
against measles. Measles 
immunisation in rural areas improved 
from 61.8% to 72.4% over a period of 
four years (2005 to 2009), while urban 
measles immunisation coverage in this 
period declined from 79.4 from 78.3%. 
Causes of Child Mortality in India 
As per WHO 2012 estimates, the 
causes of Child Mortality in the age 
group 0-5 years in India are (a) 
Neonatal causes (53%), (b) Pneumonia 
(15%), (c) Diarrhoeal disease (12%), (d) 
Measles (3%), (e) Injuries (3%) and (f) 
others (14%) 
Causes of Infant Mortality 
The prominent causes of death among 
infants are perinatal conditions (46%), 
respiratory infections (22%), 
diarrhoeal disease (10%), other 
infectious and parasitic diseases (8%), 
and congenital anomalies (3.1%). 
Causes of Neo-natal Mortality 
The major causes of neonatal deaths 
are Infections (33%) such as 
Pneumonia, Septicemia and Umbilical 
Cord infection; Prematurity (35%) i.e 
birth of newborn before 37 weeks of 
gestation and Asphyxia (20%) i.e. 
inability to breathe immediately after 
birth and leads to lack of oxygen. 
Thrust area under Child Health 
programme 
Thrust Area 1 : Neonatal Health 

• Essential new born care (at every 
‘delivery’ point at time of birth) 
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• Facility based sick newborn care 

(at FRUs & District Hospitals) 
• Home Based Newborn Care 

Thrust Area 2 : Nutrition 
• Promotion of optimal Infant and 

Young Child Feeding Practices 
• Micronutrient supplementation 

(Vitamin A, Iron Folic Acid) 
• Management of children with 

severe acute malnutrition 
Thrust Area 3: Management of 
Common Child hood illnesses 

• Management of Childhood 
Diarrhoeal Diseases & Acute 
Respiratory Infections 

Thrust Area 4: Immunisation 
• Intensification of Routine 

Immunisation 
• Eliminating Measles and 

Japanese Encephalitis related 
deaths 

• Polio Eradication 
The strategies for child health 
intervention focus on improving skills 
of the health care workers, 
strengthening the health care 
infrastructure and involvement of the 
community through behaviour change 
communication. 
India Newborn Action Plan 
(INAP):Preventing Newborn 
Deaths and Stillbirths [Pib ] 
The India Newborn Action Plan (INAP) 
was launched in September 2014 with 
the aim of ending preventable newborn 
deaths and stillbirths by 2030. 
The salient features are: 
     INAP has set the goals for 

neonatal mortality and stillbirths. The 
goal is to attain Single Digit Neonatal 
Mortality and Stillbirth Rates by 2030. 
  
     INAP is to be implemented within 
the existing Reproductive, Maternal, 
Newborn, Child and Adolescent health 
(RMNCH+A) framework of the 
National Health Mission (NHM). 
  
    Six pillars of intervention 
packages impacting stillbirths and 
newborn health have been identified, 
which include: 
  
o    Preconception and antenatal care 
o    Care during labour and child birth 
o    Immediate newborn care 
o    Care of healthy newborn 
o    Care of small and sick newborn 
o    Care beyond newborn survival 
  
     For effective implementation, a 
systematic plan for monitoring and 
evaluation has been developed with a 
list of dashboard indicators. 
INAP is now serving as a framework 
for the States to develop state-specific 
action plans and it is expected that 
these interventions would have an 
impact in reducing newborn mortality 
in the country. 
Birth Defect surveillance has been 
started recently in 37 Medical Colleges 
across the country. This aims to build 
and strengthen surveillance capacity 
and expand the availability of 
standardized and accurate data on 
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congenital anomalies. 
INAP has been disseminated at the 
national and regional levels in order to 
facilitate the States to formulate their 
own need-based plans. As a result, the 
States are now in the process of 
developing their State-specific 
Newborn Action Plans. 
Rashtriya Bal Swasthya 
Karyakram (RBSK)  
Under National Rural Health Mission, 
significant progress has been made in 
reducing mortality in children over the 
last seven years (2005-12). Whereas 
there is an advance in reducing child 
mortality there is a dire need to 
improving survival outcome. This 
would be reached by early detection 
and management of conditions that 
were not addressed comprehensively in 
the past. 
According to March of Dimes (2006), 
out of every 100 babies born in this 
country annually, 6 to 7 have a birth 
defect. This would translate to around 
17 lakhs birth defects annually in the 
country and accounts for 9.6% of all 
the newborn deaths. Various 
nutritional deficiencies affecting the 
preschool children range from 4 per 
cent to 70 per cent. Developmental 
delays are common in early childhood 
affecting at least 10 percent of the 
children. These delays if not intervened 
timely may lead to permanent 
disabilities including cognitive, hearing 
or vision impairment. Also, there are 
group of diseases common in children 

viz. dental caries, rheumatic heart 
disease, reactive airways diseases etc. 
Early detection and management 
diseases including deficiencies bring 
added value in preventing these 
conditions to progress to its more 
severe and debilitating form and 
thereby reducing hospitalization and 
improving implementation of Right to 
Education. 
Rashtriya Bal Swasthya Karyakram 
(RBSK) is an important 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 
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 Home 
Based New-born Care (HBNC) 
package.  Outreach screening will be 
done by dedicated Mobile Health 
teams for 6 weeks to 6 years at 
anganwadis centres and 6-18 years 
children at school.    
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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. 

National Deworming Day August 2016 
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India shall be in the forefront of the war against Neglected Tropical Diseases . It 
was first launched National Deworming Day (NDD) in 2015 which was implemented 
in 11 States/UTs across all Government and Government-aided schools and 
Anganwadi centres targeting children aged 1 to 19 years. The deworming initiative 
was implemented in 277 districts and 9.49 lakh frontline workers were trained for 
NDD 2015. Against a target of 10.31 crore children between ages of 1 to 19 years, a 
total of 8.98 crore children received deworming tablet (Albendazole) through 
4.70 lakh schools and 3.67 lakh Anganwadi centres with an unprecedented coverage 
of 85%. The Minister said, “India is now launching National Deworming Day 2016 to 
cover the whole country, aiming towards a massive target of 27 crore children in 536 
districts of the country”. 
Apart from the Health Ministry, Department of School Education and Literacy 
under the Ministry of Human Resource Development, Ministry of Women and Child 
Development, Ministries of Panchayati Raj, Drinking Water and Sanitation are 
collaborating to implement the National Deworming Day effectively for heightened 
impact. 
The National Deworming Day will mobilize health personnel, state governments and 
other stakeholders to prioritize investment in control of Soil Transmitted 
Helminth (STH) infections—one of the most common infections. Further he 
said, “It aims to create mass awareness about the most effective and low-cost STH 
treatment— administering Albendazole tablets. Along with Albendazole 
administration, behaviour change practices in terms of cleanliness, hygiene, use of 
toilets, wearing shoes/chappals, washing hands etc. is also important to reduce 
incidents of re-infection”.  
 
India has the highest burden of parasitic worms in the world. Parasitic worms in 
children interfere with nutrient uptake, and can contribute to anaemia, 
malnourishment, and impaired mental and physical development. According to the 
2012 report ‘Children in India’, published by the Ministry of Statistics and 
Programme Implementation, Government of India, 48% of children under the 
age of 5 years are stunted and 19.8% are wasted, indicating that half of the 
country’s children are malnourished. 
School-based mass deworming program is safe, cost-effective, and can reach 
millions of children quickly. Deworming has been shown to reduce absenteeism in 
schools; improve health, nutritional, and learning outcomes; and increase the 
likelihood of higher-wage jobs later in life.  
 
At the state and local level, community mobilisation and outreach efforts are 
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underway to engage community-based health workers, like ASHAs, Gram Sabhas 
and others, to spread awareness and encourage participation in the program. 
Routine Immunization  
• Immunization Programme is one of the key interventions for protection of 

children from life threatening conditions, which are preventable. It is one of the 
largest immunization programme in the world and a major public health 
intervention in the country. 

• Immunization Programme in India was introduced in 1978 as Expanded 
Programme of Immunization (EPI). The programme gained momentum in 1985 
and was expanded as Universal Immunization Programme (UIP) to be 
implemented in phased manner to cover all districts in the country by 1989-90. 

• UIP become a part of Child Survival and Safe Motherhood Programme in 1992. 
Since, 1997, immunization activities have been an important component of 
National Reproductive and Child Health Programme and is currently one of the 
key areas under National Rural Health Mission (NHM) since 2005. 

• It targets to vaccinate 2.7 crore new born and 3 crore pregnant mothers annually 
for vaccines under UIP. 

• More than 90 lakh Immunization sessions are conducted annually with nearly 
27,000 cold chain points across the country. 

• Under the Universal Immunization Programme, Government of India is 
providing vaccination to prevent eight vaccine preventable diseases nationally, 
i.e. Diphtheria, Pertussis, Tetanus, Polio, Measles, severe form of Childhood 
Tuberculosis and Hepatitis B and meningitis & pneumonia caused by 
Haemophilus influenza type B, and against Japanese Encephalitis in selected 
districts. 

 Polio: India reported its last case of polio on 13th January 2011. South East Asia 
Region (SEAR) has been certified Polio free on 27th March, 2014. As a part of 
Polio end game strategy, Injectable Polio Vaccine (IPV) vaccine has been 
introduced in 6 states from 30th November 2015 in Phase1. In 2016, IPV will be 
introduced in the remaining states. 

 Measles: Nationwide coverage of Measles first dose was started in 1985 in 
Routine immunization (RI). 2nd dose of Measles was introduced in 2010; in 22 
states immediately in RI and in remaining 14 states in RI after campaign (Measles 
Supplementary Immunization Activity) covering ~12 crore children. As on date, 
the entire country is providing two dose measles vaccine schedule under routine 
immunization. 
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 Hepatitis B: Hepatitis B vaccine was piloted in 2002-03 and then scaled up in 

entire country in 2010 to protect children from liver diseases such as Jaundice 
and Cancer. 

 Pentavalent vaccine: Pentavalent vaccine contains five antigens i.e. Hepatitis 
B, Diphtheria + Pertussis + Tetanus (DPT – current trivalent vaccine) and 
Haemohilus influenza b (Hib) vaccine. Pentavalent vaccination is provided to the 
children at the age of 6, 10 and 14 weeks as primary dose. The vaccine has 
replaced DPT and Hep B vaccine in the immunization schedule. However, birth 
dose of Hep B and two booster doses of DTP (at 16-24 month and 5 years of age) 
will continue to be given. India introduced Pentavalent vaccine initially in two 
states viz. Kerala and Tamil Nadu in December 2011. At present, Pentavalent 
vaccine has been expanded to all 36 States/UTs. 

 Rotavirus Vaccine: to be given under UIP as a 3 dose vaccine along with DPT 
1st, 2nd and 3rd dose in a phased manner, initially in four states i.e. Andhra 
Pradesh, Odisha, Haryana and Himachal Pradesh in first quarter of 2016. 
Subsequently, the vaccine will be scaled up in entire country. 

 Japanese encephalitis: Japanese Encephalitis (JE) is an acute viral illness 
with high case fatality and long term complications. JE vaccination program 
started in 2006 in JE endemic areas with strategy to cover all children of 1-15 
years of age in mass vaccination drive (campaign mode) and subsequent 
integration into routine immunization. Out of total 204 identified JE endemic 
districts across 21 states, campaign activity has been completed in 182 districts 
and JE vaccine has been introduced as a part of RI in those districts (two doses, 
first at 9-12 months and second at 16-24 months). In addition, there is a plan to 
cover remaining districts in subsequent years. 

 Adult JE vaccination: Recently, NVBDCP has identified 21 high burden 
districts from Assam, Uttar Pradesh and West Bengal for adult JE vaccination (5 
districts in Assam, selected blocks of 7 districts in UP and selected blocks 9 
districts in West Bengal). 

 MNTE validation: Maternal and Neonatal Tetanus Elimination has been 
validated in all 36 state/UTs of the country 
(2001-15) with support from partners 
(WHO, UNICEF). India validated MNTE 
by May 2015, well before the global target 
date set by WHO of December 2015.  
 
Mission Indradhanush: (PRELIMS 
2016) 
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 Launched on 25th December, 2014, this seeks to drive towards 90% full 
immunization coverage of India and sustain the same by year 2020. The objective 
of Mission Indradhanush is to fully immunize more than 89 lakh children who are 
either unvaccinated or partially vaccinated; those that have not been covered during 
the rounds of routine immunization for various reasons. Vaccination will be 
provided against seven vaccine preventable diseases, i.e. diphtheria, whooping 
cough, tetanus, polio, tuberculosis, measles and hepatitis-B. In addition, 
vaccination against Japanese Encephalitis and Haemophilus influenza type b will be 
provided in selected districts/states of the country.  
Pregnant women will also be immunised against tetanus. In the first phase, 
rounds were conducted in identified 201 high focus districts of 28 states. Four 
special vaccination campaigns, of more than a week, from April to July 2015 were 
conducted, starting from 7th of each month, with intensive planning and monitoring 
of these campaigns. As per the data available, during the four rounds of Mission 
Indradhanush, 9.4 lakh sessions were held, during which 1.89 crore vaccines were 
administered to the children and pregnant women. During these immunization 
rounds 75.5 lakh children were vaccinated and a total of 19.7 lakh children were fully 
vaccinated. Also, a total of 20.8 lakh pregnant women were vaccinated with tetanus 
toxoid vaccine, along with, a total of 16.7 lakh ORS packets and 56.8 lakh zinc tablets 
distributed to the children during these four rounds. 
Adolescent Health 
According to 2011 census data, there are 253 million adolescents in the age group 
10-19 years, which comprise little more than one-fifth of India’s total population. 
This age group comprises of individuals in a transient phase of life requiring 
nutrition, education, counselling and guidance to ensure their development 
into healthy adults. Considering demographic potential of this group for high 
economic growth, it’s critical to invest in their education, health, and development. 
Government of India has recognized the importance of influencing health-seeking 
behavior of adolescents. The health situation of this age group is a key determinant 
of India’s overall health, mortality, morbidity and population growth scenario. 
Therefore, investments in adolescent reproductive and sexual health will 
yield dividends in terms of delaying age at marriage, reducing incidence of teenage 
pregnancy, meeting unmet contraception need, reducing the maternal mortality, 
reducing STI incidence and reducing HIV prevalence. It will also help India realize 
its demographic dividends, as healthy adolescents are an important resource for the 
economy 
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Rashtriya Kishor Swasthya Karyakram (RKSK) 
In order to ensure holistic development of adolescent population, the Ministry of 
Health and Family Welfare launched Rashtriya Kishor Swasthya Karyakram (RKSK) 
on 7th January 2014 to reach out to 253 million adolescents - male and female, 
rural and urban, married and unmarried, in and out-of-school 
adolescents with special focus on marginalized and undeserved groups . 
The programme expands the scope of adolescent health programming in India - 
from being limited to sexual and reproductive health, it now includes in its ambit 
nutrition, injuries and violence (including gender based violence), non-
communicable diseases, mental health and substance misuse. The strength of the 
program is its health promotion approach. It is a paradigm shift from the existing 
clinic-based services to promotion and prevention and reaching adolescents in their 
own environment, such as in schools, families and communities.  
Key drivers of the program are community based interventions like, outreach 
by counselors; facility based counselling; Social and Behavior Change 
Communication; and strengthening of Adolescent Friendly Health Clinics across 
levels of care. 
Adolescent often do not have the autonomy or the agency to make their own 
decision. RKSK takes cognizance of this and involves parents and community. Focus 
is on reorganizing the existing public health system in order to meet the service 
needs of adolescents. Under this a core package of services includes preventive, 
promotive, curative and counselling services, routine check-ups at primary, 
secondary and tertiary levels of care is provided regularly to adolescents, married 
and unmarried, girls and boys during the clinic sessions. 
 

 
Iron deficiency Anaemia adversely affects transport of oxygen to tissues and results 
in diminished work capacity and physical performance. During adolescence, iron 
deficiency anaemia can result in impaired physical growth, poor cognitive 
development, reduced physical fitness and work performance and lower 
concentration on daily tasks. Iron deficiency in adolescent girls influences the entire 
life cycle. Anaemic girls have lower pre-pregnancy stores of iron and pregnancy is 
too short a period to build iron stores to meet the requirements of the growing 
foetus. 
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Objective 
The Ministry of Health and Family Welfare, Government of India has launched the 
Weekly Iron and Folic Acid Supplementation (WIFS) Programme to reduce the 
prevalence and severity of nutritional anaemia in adolescent population (10-19 
years). 
Target groups Weekly Iron and Folic Acid supplementation programme will be 
planned and implemented for the following two target groups in both rural and 
urban areas:  
A. Adolescent girls and boys enrolled in government/government 
aided/municipal schools from 6th to 12th classes.  
B. Adolescent Girls who are not in school. The WIFS programme will also 
cover married adolescent girls. Pregnant and lactating adolescent girls will be given 
IFA supplements, according to current guidelines for antenatal and postnatal care 
through the existing health system of NRHM. 
 

 
The Adolescent Reproductive and Sexual Health (ARSH) and the Adolescence 
Education Programme (AEP) are core components of national health programmes 
that address adolescent health. 
This scheme for promotion of menstrual hygiene builds on and strengthens 
interventions for adolescent girls by creating a forum for discussion on adolescent 
health related issues such as early age at marriage, nutrition, gender issues, 
contraceptives, self-esteem and negotiation skills, making available information and 
products related to improved menstrual hygiene. 
In India, menstruation and menstrual practices are clouded by taboos and socio-
cultural restrictions for women as well as adolescent girls. Limited access to 
products for sanitary hygiene, and lack of safe sanitary facilities could prove to be 
barriers to increased mobility and the likelihood of resorting to unhygienic practices 
to manage menstruation.  
Anecdotal evidence suggests that the lack of access to menstrual hygiene (which 
includes sanitary napkins, toilets in schools, availability of water, privacy and safe 
disposal) could constrain school attendance and possibly contribute to local 
infections during this period. Therefore, creating awareness and increasing access to 
the requisite sanitary infrastructure related to menstrual hygiene is important. 
Objectives of the Programme 
The programme will be focused in rural areas with the following objectives:  
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• To increase awareness among adolescent girls on menstrual hygiene, build self-

esteem, and empower girls for greater socialisation  
• To increase access to and use of high quality sanitary napkins by adolescent girls 

in rural areas  
• To ensure safe disposal of sanitary napkins in an environment friendly manner. 
Under the scheme a pack of 6 sanitary napkins is provided under the NRHM’s brand 
‘Freedays’. 

 
These napkins are sold to the adolescents girls at Rs. 6 for a pack of 6 napkins in the 
village by the Accredited Social Health Activist (ASHA). On sale of each pack, the 
ASHA gets an incentive of Rs. 1 per pack besides a free pack of sanitary napkins per 
month. 
Adolescent Friendly Health Clinics (AFHCs) 
Through Adolescent Friendly Health Clinics (AFHCs), counselling and curative 
services are provided at primary, secondary and tertiary levels of care on fixed days 
and fixed time with due referral linkages. Commodities such as Iron & Folic Acid 
tablets and non-clinical contraceptives are also made available in the clinics for the 
adolescents. Capacity building of service providers in the six thematic areas is vital 
for effective and successful implementation of RKSK. Counselling services for 
adolescent on important health areas such as nutrition, puberty, RTI/STI prevention 
and contraception and delaying marriage and child bearing are being provided 
through recruitment and training of dedicated counsellors. 
Commodities available at AFHC  

• Weekly Iron & Folic Acid Supplementation & Albendazole 
• Sanitary napkins 
• Contraceptives 
• Medicines 

 Information (IEC & IPC) at AFHC 
1. Counselling on nutrition, menstrual disorders, personal hygiene, menstrual 

hygiene, use of sanitary napkins, use of contraceptives, sexual concerns, 
depression, sexual abuse, gender violence, substance misuse and promoting 
healthy behavior to prevent non communicable diseases 

Aspire IASThe name associated with excellence 

10/70 Old  Rajeneder Nagar N.Delhi          www.aspireias.com          8010068998/9999801394 



21 

Newspaper Analysis Programe TM  
Additional Note-7 (UPSC PTcumMAINS-2020) 

(Health policies) 
2. Posters/booklets/pamphlets, wall writing and visuals 

Curative Services available at AFHC 
• Treatment of severe malnutrition 
• Treatment of common RTI/STI problems 
• Treatment of menstrual disorders 
• Treatment for sexual concerns of males and female 
• Mental health service/management of depression 
• Treatment of non-communicable diseases and other common ailments 
• Management of injuries related to accidents and violence 
• Management of substance misuse 
• Treatment of non-communicable diseases like hypertension, stroke, cardio-

vascular diseases and diabetes 
To make the clinics adolescent friendly, states have branded the clinics in the name 
of ‘Maitri’ in Maharashtra, ‘Udaan’ in Uttrakhand, ‘Sneha’ in Karnataka 
and so on. The objective of it being addressing the stigma behind accessing the 
adolescent services.  
National Disease Control Programmes (NDCPs) 
National Iodine Deficiency Disorders Control Programme 
Iodine is an essential micro nutrient. It is required at 100-150 micrograms daily 
for normal human growth and development. The disorders caused due to deficiency 
of nutritional iodine in the food/diet are called iodine deficiency disorders (IDDs). 
Iodine Deficiency Disorders are a worldwide major public health problem. These 
affect a large segment of populations in all continents of our planet and have been 
with us from generation. As per information available, more than 1.5 billion people 
all over the world are at risk of IDD. 
Objective 
The important objectives and components of National Iodine Deficiency Disorders 
Control Iodine Deficiency Disorders Control Programme (NIDDCP) are as follows:- 

• Surveys to assess the magnitude of the Iodine Deficiency Disorders. 
• Supply of iodated salt in place of common salt. 
• Resurvey after every 5 years to assess the extent of Iodine Deficiency Disorders 

and the impact of lodated salt. 
• Laboratory monitoring of iodated salt and urinary iodine excretion. 
• Health education & Publicity. 

National Vector Borne Disease Control Programme 
For the prevention and control of vector borne diseases in India 
• Malaria,  
• Dengue,  
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• Lymphatic Filariasis,  
• Kala-azar,  
• Japanese Encephalitis and  
• Chikungunya  
Revised National TB Control Programme  
Revised National Tuberculosis Control Program (RNTCP) is the state-run 
tuberculosis (TB) control initiative of the Government of India. As per the National 
Strategic Plan 2012–17, the program has a vision of achieving a "TB free India", 
and aims to achieve Universal Access to TB control services. The program provides, 
various free of cost, quality tuberculosis diagnosis and treatment services across the 
country through the government health system. 
The large scale implementation of the Indian government’s Revised National TB 
Control Program (RNTCP) (sometimes known as RNTCP 1) was started in 1997. The 
RNTCP was then expanded across India until the entire nation was covered by the 
RNTCP in March 2006. At this time the RNTCP also became known as RNTCP II. 
RNTCP II was designed to consolidate the gains achieved in RNTCP I, and to initiate 
services to address TB/HIV, MDR-TB and to extend RNTCP to the private sector. 
RNTCP uses the WHO recommended Directly Observed Treatment Short Course 
(DOTS) strategy and reaches over a billion people in 632 districts/reporting units.  
The initial objectives of the RNTCP in India were: 

• to achieve and maintain a TB treatment success rate of at least 85% among 
new sputum positive (NSP) patients 

• to achieve and maintain detection of at least 70% of the estimated new sputum 
positive people in the community 

New sputum positive patients are those people who have never received TB 
treatment before, or who have taken TB drugs for less than a month. They have also 
had a positive result to a sputum test, which diagnoses them as having TB 
What is Multi-drug-resistant 
tuberculosis? 
Multi-drug-resistant tuberculosis 
(MDR TB) is caused by strains of the 
tuberculosis bacteria resistant to the 
two most effective anti-tuberculosis 
drugs available - isoniazid and 
rifampicin. MDR TB can only be 
diagnosed in a specialized laboratory. 
 
National Mental Health Programme 
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The Government of India has launched the National Mental Health Programme 
(NMHP) in 1982, keeping in view the heavy burden of mental illness in the 
community, and the absolute inadequacy of mental health care infrastructure in the 
country to deal with it. 
NMHP has 3 components: 

• Treatment of Mentally ill 
• Rehabilitation 
• Prevention and promotion of positive mental health. 

Objectives 
1. To ensure availability and accessibility of minimum mental health care for all in 

the forseeable future, particularly to the most vulnerable and underprivileged 
sections of population. 

2. To encourage application of mental health knowledge in general health care and 
in social development. 

3. To promote community participation in the mental health services development 
and to stimulate efforts towards self-help in the community. 

Mental Health Policy 
The National Mental Health Policy, announced in October, 2014, is based, inter-alia, 
on the values and principles of equity, justice, integrated and evidence based care, 
quality, participatory and holistic approach to mental health.  
World Health Organisation has predicted that about 20 percent of India’s 
population would suffer from some form of mental illness by 2020. The 
country has only about 3,500 psychiatrists. Therefore, the government is confronted 
with the problem of lowering this gap significantly over the next decade 
Its goals and objectives include the following:  
 to reduce distress, disability, exclusion, morbidity and premature mortality 

associated with mental health problems across life-span of a person,  
 to enhance understanding of mental health in the country,  
 to provide universal access to mental health care,  
 to increase access to mental health services for vulnerable groups,  
 to reduce risk and incidence of suicide and attempted suicide,  
 to ensure respect for rights and protection from harm of persons with mental 

health problems, and reduce stigma associated with mental health problems  
 to enhance availability and distribution of skilled human resources for mental 

health.  
 
The Government has approved the continued implementation of the National 
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Mental Health Programme during the 12th Five Year Plan period with additional 
components. 

Union Budget 2016-17   
Health 
• 2.2 lakh renal patients added every year in India. Basic dialysis equipment gets 

some relief. 
 
• A new health protection scheme for health covers upto 1 lakh per family. 
 
• National Dialysis Service Programme with funds through PPP mode to 

provide dialysis at all district hospitals. 
• Senior citizens will get additional healthcare cover of Rs 30,000 under the new 

scheme 
 
• PM Jan Aushadhi Yojana to be strengthened, 300 generic drug store to be 

opened 
Jan Aushadhi-Generic Drugs  

 
 
The Bureau of Pharma Public Sector Undertakings of India (BPPI) under 
Department of Pharmaceuticals, Ministry of Chemicals and Fertilizers has been 
selling quality generic medicines at affordable prices in the name of Jan Aushadhi 
medicines since 2008. The scheme is being revisited by expanding medicines 
basket.  
 
To ensure quality, samples of each batch of medicines are tested from NABL 
accredited laboratory before put to sale.  To expand the network of sale and to reach 
out to all sections of the Society, it has been decided to permit sale of Jan Aushadhi 
Medicines through private retailers in addition to Government hospitals and Jan 
Aushadhi Stores.  
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To ensure regular and adequate supply of medicines, apart from procurement of 
medicines from the CPSUs, BPPI supplements supply by direct purchase of 
medicines from private sector companies through open tender process, as per the 
guidelines issued by Central Vigilance Commission. 
 
            The Government has launched ‘Jan Aushadhi Scheme’ to make available 
quality generic medicines at affordable prices to all, especially the poor, 
throughout the country, through outlets known as Jan Aushadhi Stores (JASs).   
 
 Under the Jan Aushadhi Scheme, the State Governments are required to 

provide space in Government Hospital premises or any other suitable 
locations for the running of the Jan Aushadhi Stores (JAS).  

  Bureau of Pharma PSUs of India (BPPI) is to provide one-time assistance of  
Rs.2.50 lakhs as furnishing and establishment costs, start up cost for setting up 
a Jan Aushadhi Outlet.   

 
Who is eligible? 
 
Any NGO/Charitable Society/Institution/Self Help Group with experience of 
minimum 3 years of successful operation in welfare activities, can also open the Jan 
Aushadhi store outside the hospital premises.   
 
A margin of 16% on the sale price is built in the MRP of each drug.  In addition, 
the JAS are eligible for incentive linked to sale of medicines @ 10% of 
monthly sales amount, subject to a ceiling of Rs.10,000/- pm for a period of first 12 
months.  In case of Stores opened in North Eastern States and other difficult 
areas i.e., Naxal affected areas/Tribal areas etc., the rate of incentive is15% of 
monthly sale amount, subject to a ceiling of Rs.15,000/- per month. 
 

 
Analysis of Jan Aushadi 
Scheme  
  The Public Health Foundation of 
India (PHFI) was asked to study the 
Scheme and suggest remedial 
measures.  PHFI in their report 
pointed out the following factors 
which were mainly responsible for 
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the scheme not being successful: 
  

i. Over dependence on support 
from State Government. 

ii. Poor Supply Chain 
management. 

iii. Non-prescription of Generic 
Medicines by the doctors. 

iv. State Governments launching 
free supply of drugs. 

v. Lack  of awareness among the 
public 

  
Remedial measures taken for 
implementation of the scheme are 
summarized as under:- 
  

a) Increasing the number of 
products from 361 to 504 
medicines and 161 surgical 
and consumable items 

b) Improving the supply chain 
mechanism through 
appointing Distributors and 
C&F agents in different States. 

c) Increasing the number of 
functional stores. 

d) Strengthening the Operating 
Agency i.e., BPPI through 
augmenting of manpower. 

e) Relaxation in the eligibility 
criteria of Operating Agency 
for JAS. 

 
 
Budget 2016: Government sets out to open 3,000 Jan Aushadhi stores in 
2016-17 (The Economic Times, Feb. 2016) 
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Aiming to provide generic drugs at affordable prices, Finance Minister Arun Jaitley 
today said the government will open 3,000 Jan Aushadhi stores in 2016-17 across 
the country.  
Presenting the Budget 2016-17, the minister said: "Making quality medicines at 
affordable prices has been a challenge. We will reinvigorate the supply of generic 
drugs. 3,000 stores under the Prime Minster's Jan Aushadhi Yojna will be opened 
during 2016-17."  
Jan Aushadhi: in need of a right 
(BusinessLine , April 2015)  
An earnest-sounding voice answers the 
Jan Aushadhi hotline number and 
assures the person calling that more 
stores are being planned by the 
Government in districts across the 
country. That response was to the 
caller’s query if there was a Jan 
Aushadhi (JA) store in Mumbai. As it 
happens, there is one in Maharashtra, 
but in Pune! 
It’s been over six years since the 
Government set up its first JA store in 
Amritsar with the aim of supplying less 
expensive generic drugs to consumers. 
But, the project has been struggling, 
despite several revival plans 
announced by the top brass at the 
Department of Pharmaceuticals. 
About 100-odd JA stores presently 
operate largely in North India. Another 
50 have been closed and the. And latest 
reports speak of 1,000 more stores by 
mid-June. 
So will the plan take wing this time? 
Experts who have dissected the 
struggling JA project, identify key 
problem areas — prescription patterns 
(whether the medicine is suggested by 
brand name or the generic-chemical 
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name) and supply-chain management 
(involving sourcing, warehousing, etc). 
This impacts the availability and 
quality of medicine reaching the 
consumer, they point out. 
Prescription problems 
The JA idea was to supply quality 
generic drugs at rock bottom prices by 
removing the several intermediaries 
between the drugmaker and consumer. 
But there was an over-dependence on 
pharmaceutical Public Sector Units 
(PSU), observes a senior health 
economist with the Public Health 
Foundation of India. 
Though relying on Government-owned 
drugmakers is desirable, problems 
arose because they did not supply the 
entire basket of essential medicines. 
And this resulted in shortages and 
stockouts at the JA stores. 
In damage control mode, the 
Government roped in non-government 
organisations, tinkered with the 
revenue model, etc, but prescription 
patterns continued to trip-up the plan. 
Unless medicines are prescribed by 
generic names, it will not drive patients 
to buy these chemically similar 
versions of branded products. In fact, 
the revenues these shops make in a 
month are comparable to what a 
regular chemist makes in a day, the 
economist observes. 
Amit Mookim, Country Principal 
(South Asia) at IMS Consulting Group, 
echoes similar thoughts. Supply-chain 
management and prescription patterns 
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are essential for the plan to supply 
generic drugs at a fraction of the 
market price to succeed. 
Question of choice 
The over-dependence on Central PSUs 
led to reduced selection of drugs at the 
JA store. So consumers moved to a 
better stocked chemist if their 
medicine was not available at JA. The 
Government needs to assess the 
commercial viability of these stores, 
the real-estate cost, operational costs 
in storing and selling such medicines, 
etc, he points out. Consumer 
awareness on generics, its benefits and 
the existence of JA stores is also low, 
observes Mookim. There is some 
headway here, with a mobile 
application now helping consumers get 
the generic name of a particular drug, 
he adds. 
Other issues, such as competition from 
organised chemists, etc, are secondary. 
The primary need of JA stores is to be 
well-equipped with quality and cost-
effective drugs, he says. Medicines 
need to be sourced from multiple 
vendors and this robust supply chain 
needs to be supported with a change in 
prescription patterns, he suggests. 
Business wise 
Meanwhile, JA is scouting for a Chief 
Executive. And though healthworkers 
are not optimistic that it will help 
revive JA, pharma industry 
representatives point out that it might, 
if Government pays good money to 
attract resourceful people for the top 
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job. 
JA needs to be run like a business, 
possibly by someone who understands 
the consumer goods sector and 
intricacies of supply chain 
management, observes Mookim. 
Taking it a step further, he suggests, 
that the Government should look at 
innovative partnerships like the 
Passport office–TCS alliance. In JA’s 
case, he says, it could include private 
medical practitioners into the net to 
prescribe generics, since they are the 
first port of call when someone is 
unwell. 
Conceptually, the JA idea is appealing, 
says the PHFI economist. But, if the 
Government cannot do it in India — 
lauded as pharmacy to the world — 
then no one else can, he points out. 
 

 
Goal 3: Ensure healthy lives and promote well-being for all at all ages 
Since the creation of the Millennium Development Goals there have been historic 
achievements in reducing child mortality, improving maternal health and tackling 
HIV/AIDS, tuberculosis, malaria and other diseases. In 15 years, the number of 
people newly infected by HIV each year has dropped from 3.1 million to 2 million 
and over 6.2 million lives were saved from malaria. Since 1990, maternal mortality 
fell by 45 percent, and worldwide there has been an over 50 percent decline in 
preventable child deaths globally.   
Despite this incredible progress, AIDS is the leading cause of death among 
adolescents in sub-Saharan Africa, and 22 million people living with HIV are not 
accessing life-saving antiretroviral therapy. New HIV infections continue to rise in 
some locations and in populations that are typically excluded or marginalised. 
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Chronic and catastrophic disease remains one of the main factors that push 
households from poverty into deprivation. Non-communicable diseases 
(NCDs) impose a large burden on human health worldwide. Currently, 63% of 
all deaths worldwide stem from NCDs – chiefly cardiovascular diseases, 
cancers, chronic respiratory diseases and diabetes. The cumulative 
economic losses to low- and middle-income countries from the four diseases are 
estimated to surpass US$ 7 trillion by 2025. Additionally, there continues to be 
underinvestment in the social circumstances and environmental factors affecting 
health. The job on HIV and health is far from done. 
Recognizing the interdependence of health and development, the Sustainable 
Development Goals (SDGs) provide an ambitious, comprehensive plan of action for 
people, planet and prosperity and for ending the injustices that underpin poor 
health and development outcomes. 
SDG 3 aspires to ensure health and well-being for all, including a bold commitment 
to end the epidemics of AIDS, tuberculosis, malaria and other communicable 
diseases by 2030. It also aims to achieve universal health coverage, and provide 
access to safe and effective medicines and vaccines for all. Supporting research and 
development for vaccines is an essential part of this process as well as expanding 
access to affordable medicines. 
Promoting health and well-being is one of 17 Global Goals that make up the 2030 
Agenda for Sustainable Development. An integrated approach is crucial for progress 
across the multiple goals. 
Goal 3 Targets  

• By 2030, reduce the global maternal mortality ratio to less than 70 per 
100,000 live births 

• By 2030, end preventable deaths of newborns and children under 5 years of 
age, with all countries aiming to reduce neonatal mortality to at least as low as 
12 per 1,000 live births and under-5 mortality to at least as low as 25 per 1,000 
live births 

• By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected 
tropical diseases and combat hepatitis, water-borne diseases and other 
communicable diseases 

• By 2030, reduce by one third premature mortality from non-communicable 
diseases through prevention and treatment and promote mental health and 
well-being 

• Strengthen the prevention and treatment of substance abuse, including 
narcotic drug abuse and harmful use of alcohol 
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• By 2020, halve the number of global deaths and injuries from road traffic 

accidents 
• By 2030, ensure universal access to sexual and reproductive health-care 

services, including for family planning, information and education, and the 
integration of reproductive health into national strategies and programmes 

• Achieve universal health coverage, including financial risk protection, access to 
quality essential health-care services and access to safe, effective, quality and 
affordable essential medicines and vaccines for all 

• By 2030, substantially reduce the number of deaths and illnesses from 
hazardous chemicals and air, water and soil pollution and contamination 

• Strengthen the implementation of the World Health Organization Framework 
Convention on Tobacco Control in all countries, as appropriate 

• Support the research and development of vaccines and medicines for the 
communicable and noncommunicable diseases that primarily affect 
developing countries, provide access to affordable essential medicines and 
vaccines, in accordance with the Doha Declaration on the TRIPS Agreement 
and Public Health, which affirms the right of developing countries to use to the 
full the provisions in the Agreement on Trade Related Aspects of Intellectual 
Property Rights regarding flexibilities to protect public health, and, in 
particular, provide access to medicines for all 

• Substantially increase health financing and the recruitment, development, 
training and retention of the health workforce in developing countries, 
especially in least developed countries and small island developing States 

• Strengthen the capacity of all countries, in particular developing countries, for 
early warning, risk reduction and management of national and global health 
risks 

ANALYSIS 
SDGs: big agenda, big 
opportunities for India    (The 
Hindu , May 2016) 
The year 2016 marks an end of the era 
of Millennium Development Goals 
(MDGs), which drove the global 
development agenda since the new 
millennium. The MDGs have paved the 
way for Sustainable Development 
Goals (SDGs) that the world will strive 
to achieve over the next fifteen years. It 
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is an opportune moment to reflect on 
the successes and the lessons learnt 
from the MDG era and the possible 
way forward for achieving the 
ambitious and inclusive agenda of 
SDGs in the health sector. 
Lessons learnt 
First, high-level political commitment 
globally and nationally drove much of 
the progress towards MDGs. We need 
nothing less for the SDGs. Second, 
while MDGs helped improve the 
overall health of nations, the focus was 
on the aggregate targets ignoring 
inequities within countries. To 
understand the real progress and 
challenges there is a need to 
disaggregate data by gender, economic 
status and geographical area. Thirdly, 
neither the economic benefits of good 
health nor the direct financial 
consequences of ill-health were 
sufficiently captured by MDGs. We 
know that nations require a healthy 
population to prosper. When people do 
fall sick, high out-of-pocket 
expenditures on healthcare lead to 
financial hardship and diminish the 
ability of the population to contribute 
to the economy. In India, nearly 60 
million people fall into poverty just 
paying for healthcare, while many 
more abstain or delay seeking 
healthcare due to financial difficulties. 
Fourthly, MDGs did not capture the 
importance of prevention, early 
detection and response to disease 
threats. The growing 
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noncommunicable disease (NCD) 
epidemic and consequent premature 
deaths could be prevented by reducing 
lifestyle risk factors, specifically 
tobacco use, food intake, inactivity, and 
alcohol consumption. In addition, 
diseases like SARS, Ebola, MERS and 
Zika pose threats to global health 
security and have the potential to 
cripple countries. MDGs missed this 
important issue. 
Lastly, it is not only about ‘more money 
for health, but also more health for 
money’; the MDGs focused on 
addressing specific disease and 
symptoms, which led to fragmentation, 
duplication and inefficiencies in the 
health systems. WHO estimates that 
nearly 20-40 per cent of all health 
resources are wasted. 
The way forward 
Unlike MDGs, which had three 
dedicated health goals, the SDG 
agenda has only one health goal (SDG-
3) which aims to ‘ensure healthy lives 
and promote well-being for all in all 
ages’. The 13 broad targets under 
health goal are in-tune with current 
global epidemiological reality. Besides 
the unfinished MDG agenda of 
reducing maternal and child mortality 
and tackling the communicable 
disease, the SDG-3 also aims to tackle 
the epidemic of NCDs, substance abuse 
and ill-effects of environmental 
hazards. Health is also interlinked to 
several other SDGs related to poverty, 
gender equality, education, food 
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security, water sanitation etc. 
The unprecedented scope of SDGs 
provides immense opportunity to bring 
health at the centre of economic 
growth agenda, which is PM Modi’s 
topmost priority. Universal Health 
Coverage (UHC), which is an explicit 
target under SDG-3, can act as the 
anchor to guide and inform SDG goals 
in health. 
It is interesting that these thoughts 
have their roots in what was envisioned 
by Mahatma Gandhi. He said, “Recall 
the face of the poorest and weakest 
man you have seen, and ask yourself if 
this step you contemplate is going to be 
any use to him.” It is this thinking, 
which was reflected in the MDGs and is 
now even more central in the SDGs. 
Towards sustainable 
development 
India can progress towards sustainable 
development in health if it follows the 
following five steps. 
First, health must be high on the 
national and state agenda, as it is the 
cornerstone for economic growth of the 
nation. This requires high political 
commitment and collective long-term 
efforts by ministries beyond the 
Ministry of Health to invest in health. 
The proposal in India’s draft National 
Health Policy 2015 to raise public to 
health expenditure to 2.5 per cent of 
the GDP by 2020 is commendable. 
Second, India should invest in public 
health and finish the MDG agenda 
through further improvements in 
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maternal and child health, confronting 
neglected tropical diseases, eliminating 
malaria, and increasing the fight 
against tuberculosis. For all these 
challenges, it is clear what needs to be 
done; programmes and interventions 
need to be taken to scale, with a central 
emphasis on equity and quality of 
services. 
Third, accelerate the implementation 
of universal health coverage. UHC is 
important to prevent people slipping 
into poverty due to ill health and to 
ensure everyone in need has access to 
good quality health services. To 
complement tax revenue based health 
financing, incremental expansion of 
prepayment and risk pooling 
mechanisms such as Social Health 
Insurance are worth considering. UHC 
is at the core of SDGs and in the 
interest of people and governments. 
Fourth, build robust health system in 
all aspects and strengthen both the 
rural and urban components, with 
comprehensive primary health care at 
its centre. Given the magnitude of the 
private sector in India, more effective 
engagement with private healthcare 
providers is vital. Appropriate 
contracting modality, which is an 
important feature under the Social 
Health Insurance or RSSY, can be 
worked out and private sector can be 
instrumental in complementing the 
public sector as demonstrated by 
different country experiences, 
including Thailand and Philippines. 
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Finally, develop a strong system for 
monitoring, evaluation and 
accountability. It is absolutely essential 
to regularly review and analyse the 
progress made for feeding into policy 
decisions and revising strategies based 
on the challenges. 
In conclusion, the SDGs have the 
potential to create a world where no 
one is left behind. 
The SDGS also make it possible to 
achieve what the WHO constitution 
mandates: attainment by all peoples of 
the highest possible level of health. 
NATIONAL HEALTH POLICY-2017 
The Union Cabinet chaired by the Prime Minister Shri Narendra Modi in 
its meeting on 15.3.2017, has approved the National Health Policy, 2017 
(NHP, 2017).  The Policy 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. 
  
This Policy looks at problems and solutions holistically with private 
sector as strategic partners. It seeks to promote quality of care, focus is 
on emerging diseases and investment in promotive and preventive 
healthcare. The policy is patient centric and quality driven. It addresses 
health security and make in India for drugs and devices. 
  
The main objective of the National Health Policy 2017 is to achieve the 
highest possible level of good health and well-being, through a 
preventive and promotive health care orientation in all developmental 
policies, and to achieve universal access to good quality health care 
services without anyone having to face financial hardship as a 
consequence. 
  
In order to provide access and financial protection at secondary and 
tertiary care levels, the policy proposes free drugs, free diagnostics and 
free emergency care services in all public hospitals. 
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The policy envisages strategic purchase of secondary and tertiary care 
services as a short term measure to supplement and fill critical gaps in 
the health system. 
  
The Policy recommends prioritizing the role of the Government in 
shaping health systems in all its dimensions. The roadmap of this new 
policy is predicated on public spending and provisioning of a public 
healthcare system that is comprehensive, integrated and accessible to 
all. 
  
The NHP, 2017 advocates a positive and proactive engagement with the 
private sector for critical gap filling towards achieving national goals.  It 
envisages private sector collaboration for strategic purchasing, capacity 
building, skill development programmes, awareness generation, 
developing sustainable networks for community to strengthen mental 
health services, and disaster management. The policy also advocates 
financial and non-incentives for encouraging the private sector 
participation. 
  
The policy proposes raising public health expenditure to 2.5% of the GDP 
in a time bound manner. Policy envisages providing larger package of 
assured comprehensive primary health care through the Health and 
Wellness Centers'. This policy denotes important change from very 
selective to comprehensive primary health care package which includes 
geriatric health care, palliative care and rehabilitative care services. The 
policy advocates allocating major proportion (upto two-thirds or more) 
of resources to primary care followed by secondary and tertiary care. 
The policy aspires to provide at the district level most of the secondary 
care which is currently provided at a medical college hospital. 
  
The policy assigns specific quantitative targets aimed at reduction of 
disease prevalence/incidence, for health status and programme impact, 
health system performance and system strengthening. It seeks to 
strengthen the health, surveillance system and establish registries for 
diseases of public health importance, by 2020. It also seeks to align 
other policies for medical devices and equipment with public health 
goals. 
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The primary aim of the National Health Policy, 2017, is to inform, 
clarify, strengthen and prioritize the role of the Government in shaping 
health systems in all its dimensions- investment in health, organization 
and financing of healthcare services, prevention of diseases and 
promotion of good health through cross sectoral action, access to 
technologies, developing human resources, encouraging medical 
pluralism, building the knowledge base required for better health, 
financial protection strategies and regulation and progressive assurance 
for health. The policy emphasizes reorienting and strengthening the 
Public Health Institutions across the country, so as to provide universal 
access to free drugs, diagnostics and other essential healthcare. 
  
The broad principles of the policy is centered on Professionalism, 
Integrity and Ethics, Equity, Affordability, Universality, Patient 
Centered & Quality of Care, Accountability and pluralism. 
  
It seeks to ensure improved access and affordability of quality secondary 
and tertiary care services through a combination of public hospitals and 
strategic purchasing in healthcare deficit areas from accredited non--
governmental healthcare providers, achieve significant reduction in out 
of pocket expenditure due to healthcare costs, reinforce trust in public 
healthcare system and influence operation and growth of private 
healthcare industry as well as medical technologies in alignment with 
public health goals. 
  
The policy affirms commitment to pre-emptive care (aimed at pre-
empting the occurrence of diseases) to achieve optimum levels of child 
and adolescent health. The policy envisages school health programmes 
as a major focus area as also health and hygiene being made a part of the 
school curriculum. 
  
In order to leverage the pluralistic health care legacy, the policy 
recommends mainstreaming the different health systems. Towards 
mainstreaming the potential of AYUSH the policy envisages better 
access to AYUSH remedies through co-location in public facilities. Yoga 
would also be introduced much more widely in school and work places 
as part of promotion of good health. 
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The policy supports voluntary service in rural and under-served areas 
on pro-bono basis by recognized healthcare professionals under a 
'giving back to society’ initiative. 
  
The policy advocates extensive deployment of digital tools for improving 
the efficiency and outcome of the healthcare system and proposes 
establishment of National Digital Health Authority (NDHA) to regulate, 
develop and deploy digital health across the continuum of care. 
  
The policy advocates a progressively incremental assurance based 
approach. 
  
Background: 
  
The National Health Policy, 2017 adopted an elaborate procedure for its 
formulation involving stakeholder consultations. Accordingly, the 
Government of India formulated the Draft National Health Policy and 
placed it in public domain on 30thDecember, 2014. Thereafter following 
detailed consultations with the stakeholders and State Governments, 
based on the suggestions received, the Draft National Health Policy was 
further fine-tuned. It received the endorsement of the Central Council 
for Health & Family Welfare, the apex policy making body, in its Twelfth 
Conference held on 27th February, 2016. 
  
The last health policy was formulated in 2002. The socio economic and 
epidemiological changes since then necessitated the formulation of a 
New National Health Policy to address the current and emerging 
challenges. 
 
PT POINTS 
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 
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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. 
Goal 
The policy envisages as its goal the attainment of the highest possible level of health 
and well-being for all at all ages, through a preventive and promotive health care 
orientation in all developmental policies, and universal access to good quality health 
care services without anyone having to face financial hardship as a consequence. 
This would be achieved through increasing access, improving quality and lowering 
the cost of healthcare delivery. 
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. 
Specific Quantitative Goals and Objectives 
Health Status and Programme Impact 

1. Life Expectancy and healthy life 
• 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. 
2. Mortality by Age and/ or cause 

• 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. 
3. Reduction of disease prevalence/ incidence 

• 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 
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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. 

Health Systems Performance 
1. Coverage of Health Services 

• 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. 

2. Cross Sectoral goals related to health 
• 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. 
• National/ State level tracking of selected health behaviour. 

Health Systems strengthening 
1. Health finance 

• 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. 
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• Decrease in proportion of households facing catastrophic health 

expenditure from the current levels by 25%, by 2025. 
2. Health Infrastructure and Human Resource 

• 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. 

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

3. Health Management Information 
• 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. 

Policy thrust 
1. 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. 

2. 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 

3. Organization of Public Health Care Delivery - The policy proposes seven key 
policy shifts in organizing health care services. 

 
NON COMMUNICABLE DISEASES  
(World Health Organisation) 
 
Noncommunicable diseases (NCDs), also known as chronic diseases, are not passed 
from person to person. They are of long duration and generally slow progression. 
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The 4 main types of noncommunicable diseases are cardiovascular diseases (like 
heart attacks and stroke), cancers, chronic respiratory diseases (such as chronic 
obstructed pulmonary disease and asthma) and diabetes. 
NCDs already disproportionately affect low- and middle-income countries where 
nearly three quarters of NCD deaths – 28 million – occur. 
 
Who is at risk of such diseases? 
All age groups and all regions are affected by NCDs. NCDs are often associated with 
older age groups, but evidence shows that 16 million of all deaths attributed to 
noncommunicable diseases (NCDs) occur before the age of 70. Of these "premature" 
deaths, 82% occurred in low- and middle-income countries. Children, adults and the 
elderly are all vulnerable to the risk factors that contribute to noncommunicable 
diseases, whether from unhealthy diets, physical inactivity, exposure to tobacco 
smoke or the effects of the harmful use of alcohol. 
These diseases are driven by forces that include ageing, rapid unplanned 
urbanization, and the globalization of unhealthy lifestyles. For example, 
globalization of unhealthy lifestyles like unhealthy diets may show up in individuals 
as raised blood pressure, increased blood glucose, elevated blood lipids, and obesity. 
These are called 'intermediate risk factors' which can lead to cardiovascular disease, 
a NCD. 
 
Risk factors 
 
Modifiable behavioural risk factors 
Tobacco use, physical inactivity, unhealthy diet and the harmful use of alcohol 
increase the risk of NCDs. 

• Tobacco accounts for around 6 million deaths every year (including from the 
effects of exposure to second-hand smoke), and is projected to increase to 8 
million by 2030. 

• About 3.2 million deaths annually can be attributed to insufficient physical 
activity. (1) 

• More than half of the 3.3 million annual deaths from harmful drinking are 
from NCDs 1. 

• In 2010, 1.7 million annual deaths from cardiovascular causes have been 
attributed to excess salt/sodium intake. 

 
Metabolic/physiological risk factors 
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These behaviours lead to four key metabolic/physiological changes that increase the 
risk of NCDs: raised blood pressure, overweight/obesity, hyperglycemia (high blood 
glucose levels) and hyperlipidemia (high levels of fat in the blood). 
In terms of attributable deaths, the leading metabolic risk factor globally is elevated 
blood pressure (to which 18% of global deaths are attributed) (1) followed by 
overweight and obesity and raised blood glucose. Low- and middle-income countries 
are witnessing the fastest rise in overweight young children. 
 
What are the socioeconomic impacts of NCDs? 
 
NCDs threaten progress towards the UN Millennium Development Goals and post-
2015 development agenda. Poverty is closely linked with NCDs. The rapid rise in 
NCDs is predicted to impede poverty reduction initiatives in low-income countries, 
particularly by increasing household costs associated with health care. Vulnerable 
and socially disadvantaged people get sicker and die sooner than people of higher 
social positions, especially because they are at greater risk of being exposed to 
harmful products, such as tobacco or unhealthy food, and have limited access to 
health services. 
In low-resource settings, health-care costs for cardiovascular diseases, cancers, 
diabetes or chronic lung diseases can quickly drain household resources, driving 
families into poverty. The exorbitant costs of NCDs, including often lengthy and 
expensive treatment and loss of breadwinners, are forcing millions of people into 
poverty annually, stifling development. 
In many countries, harmful drinking and unhealthy diet and lifestyles occur both in 
higher and lower income groups. However, high-income groups can access services 
and products that protect them from the greatest risks while lower-income groups 
can often not afford such products and services. 
Prevention and control of NCDs 
 
To lessen the impact of NCDs on individuals and society, a comprehensive approach 
is needed that requires all sectors, including health, finance, foreign affairs, 
education, agriculture, planning and others, to work together to reduce the risks 
associated with NCDs, as well as promote the interventions to prevent and control 
them. 
An important way to reduce NCDs is to focus on lessening the risk factors associated 
with these diseases. Low-cost solutions exist to reduce the common modifiable risk 
factors (mainly tobacco use, unhealthy diet and physical inactivity, and the harmful 
use of alcohol) and map the epidemic of NCDs and their risk factors. 
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Other ways to reduce NCDs are high impact essential NCD interventions that can be 
delivered through a primary health-care approach to strengthen early detection and 
timely treatment. Evidence shows that such interventions are excellent economic 
investments because, if applied to patients early, can reduce the need for more 
expensive treatment. These measures can be implemented in various resource levels. 
The greatest impact can be achieved by creating healthy public policies that promote 
NCD prevention and control and reorienting health systems to address the needs of 
people with such diseases. 
Lower-income countries generally have lower capacity for the prevention and 
control of noncommunicable diseases. 
High-income countries are nearly 4 times more likely to have NCD services covered 
by health insurance than low-income countries. Countries with inadequate health 
insurance coverage are unlikely to provide universal access to essential NCD 
interventions. 
 
WHO response 
Under the leadership of the WHO more than 190 countries agreed in 2011 on global 
mechanisms to reduce the avoidable NCD burden including a Global action plan for 
the prevention and control of NCDs 2013-2020. This plan aims to reduce the 
number of premature deaths from NCDs by 25% by 2025 through nine voluntary 
global targets. The nine targets focus in part by addressing factors such as tobacco 
use, harmful use of alcohol, unhealthy diet and physical inactivity that increase 
people's risk of developing these diseases. 
The plan offers a menu of “best buy” or cost-effective, high-impact interventions for 
meeting the nine voluntary global targets such as banning all forms of tobacco and 
alcohol advertising, replacing trans fats with polyunsaturated fats, promoting and 
protecting breastfeeding, and preventing cervical cancer through screening. 
 
In 2015, countries will begin to set national targets and measure progress on the 
2010 baselines reported in the Global status report on noncommunicable 
diseases 2014. The UN General Assembly will convene a third high-level meeting 
on NCDs in 2018 to take stock of national progress in attaining the voluntary global 
targets by 2025. 
 
We live in an ageing world, in which better public health has resulted in longevity. 
By 2030, those over 60 will outnumber those under 15, with the fastest growth in the 
developing world. However, this demographic change has led to an epidemiological 
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transition. The predominance of infectious diseases is shifting to non-communicable 
or chronic disease.  
Non-communicable diseases (NCDs) are the disease of the 21st century and include 
a range of chronic conditions, including cancer, diabetes, cardiovascular disease, 
hypertension, as well as Alzheimer's and other dementias. They are commonly 
thought of as "diseases of affluence". But in reality, four-fifths of deaths from NCDs 
are in low- and middle-income countries and older people in developing countries 
are particularly at risk.  
According to the recent report by Lancent, some of the crucial reasons regarding the 
non-communicable diseases are high intake of sodium, high second hand smoking, 
indoor and outdoor pollution, lifestyle changes i.e. changes in the nutrition basket 
etc.  
 
India's stand  
According to the report published by the WHO, India ranks very high among the 
nations struck by the rising wave of ―premature deaths‖ caused by non-
communicable diseases, mainly heart and blood ailments. The report said that 
cardiovascular diseases, cancer, chronic respiratory problems, blood pressure and 
diabetes are an offshoot of growing affluence of the middle classes as well as 
worsening health conditions among people below poverty line in India.  
Non communicable disease increases the burden on the family and the government. 
A comprehensive national programme to prevent and control non-communicable 
diseases such as diabetes, cancer, cardiovascular diseases and stroke is a part of the 
12th Plan period covering all 640 districts of the country. The programme will focus 
on health promotion, prevention of exposure to risk factors, early diagnosis, 
treatment of common non-communicable diseases and rehabilitation services 
keeping in mind the mantra of 'Prevention is better than cure'.  
The health survey conducted by GOI with the help of Ministry of health is providing 
awareness and deduction of non-communicable disease using anthropometric 
parameters like body weight, BMI (body mass index), height and waist 
circumference, and also tested fasting blood sugar, followed by blood sugar after a 
glucose load (known diabetics exempted), and cholesterol for all participants.  
GOI also provides various kinds of awareness programme with the help of WHO. 
According to their recommendation regular checkup within 6 months, 400 gms of 
intake of the anti-oxidant and also increase in potassium intake to build better 
immunity of the body.  
Using recent technology like the mobile phones to spread awareness is the new step 
taken by GOI along with WHO. Where the telecommunication companies utilize 
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things like caller tunes to spread awareness of the non-communicable disease 
(Donate your caller tune programme). 
 
WHO Framework Convention on Tobacco Control 
The WHO Framework Convention on Tobacco Control (WHO FCTC) is the first 
international treaty negotiated under the auspices of WHO. It was adopted by the 
World Health Assembly on 21 May 2003 and entered into force on 27 February 
2005.  
The WHO FCTC was developed in response to the globalization of the tobacco 
epidemic and is an evidence-based treaty that reaffirms the right of all people to the 
highest standard of health.  
 
The core demand reduction provisions in the WHO FCTC are contained in articles 6-
14: 
• Price and tax measures to reduce the demand for tobacco, and 
• Non-price measures to reduce the demand for tobacco, namely: 

• Protection from exposure to tobacco smoke; 
• Regulation of the contents of tobacco products; 
• Regulation of tobacco product disclosures; 
• Packaging and labelling of tobacco products; 
• Education, communication, training and public awareness; 
• Tobacco advertising, promotion and sponsorship; and, 
• Demand reduction measures concerning tobacco dependence and cessation. 

The core supply reduction provisions in the WHO FCTC are contained in articles 15-
17: 

• Illicit trade in tobacco products; 
• Sales to and by minors; and, 
• Provision of support for economically viable alternative activities. 

 
Get ready for plain packaging of 
tobacco products ( The Hindu) 
 
Following Australia’s example, 
for this year's World No Tobacco 
Day on May 31 the World Health 
Organisation is calling on countries to 
“get ready for plain packaging of 
tobacco products”. Plain packaging 
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refers to “measures to restrict or 
prohibit the use of logos, colours, 
brand images or promotional 
information on packaging other than 
brand names and product names 
displayed in a standard colour and font 
style (plain packaging)”. 
Against all odds, Australia was the first 
country to successfully introduce plain 
packaging in 2012 and has since seen a 
decline in smoking. 
The WHO’s call for action comes at a 
time when the tide is firmly turning 
against the tobacco companies. For 
instance, during the first week of May 
this year, the tobacco companies lost a 
long-run legal challenge against the 
European Union rules that force them 
to print graphic images on both sides 
that cover two-thirds of a cigarette 
packet. 
It didn’t stop there. The Court said that 
the 28 member states can go beyond 
the requirements of the European 
directive and introduce plain 
packaging. According to a May 28 
editorial in The Lancet, the European 
Court of Justice said last month that 
the new EU law on plain packaging was 
legal. 
France, Ireland, and the U.K. have 
passed legislation that makes plain 
packaging mandatory from May 20 this 
year. All cigarette packets 
manufactured in these countries will 
have to be plain, standardised in the 
same drab green colour with the 
product name on the pack in a 
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standard font. 
Encouraging results 
A little more than three years after 
Australia introduced plain packaging, 
and on the eve of the introduction of 
plain packaging in the U.K., Australia 
has reported that its plain packaging 
experiment is working well. 
A post-implementation report 
published in February this year by 
Australia said: “The measure has 
begun to achieve its public health 
objectives of reducing smoking and 
exposure to tobacco smoke in Australia 
and it is expected to continue to do so 
into the future.” 
Between December 2012 and 
September 2015, plain packaging 
together with enlarged graphic 
warnings and 25 per cent tax increase 
since 2010 reduced average smoking 
prevalence among Australians aged 14 
years and over by 0.55 percentage 
points. This reduction is would result 
in at least 118,000 fewer smokers. 
Also, experimental studies, surveys and 
focus group studies have also found 
that plain packaging achieves its 
objectives — deter young people from 
taking up smoking in the first place 
than making smokers to quit. 
“Tobacco packaging is a mobile 
billboard promoting consumption of 
tobacco products. Tobacco packaging 
makes products more attractive, 
advertises and promotes tobacco 
consumption, distracts from health 
warnings and deceives people into 

Aspire IASThe name associated with excellence 

10/70 Old  Rajeneder Nagar N.Delhi          www.aspireias.com          8010068998/9999801394 



51 

Newspaper Analysis Programe TM  
Additional Note-7 (UPSC PTcumMAINS-2020) 

(Health policies) 
thinking that some products are less 
harmful than others,” notes the WHO 
in a recently published report. 
“If you strip back the decoration, gloss 
and misleading elements of tobacco 
packaging, you are left with little more 
than a box of deadly and addictive 
products that kills approximately 6 
million people a year and harms the 
health of many more. Plain packaging 
helps reveal the grim reality of tobacco 
products,” the WHO report adds. 
Uneven success 
Although some countries have 
successfully taken on the Big Tobacco 
by introducing plain packaging, 
globally tobacco control has been very 
uneven. The “least compliant countries 
are often the ones with the highest 
rates of tobacco use,” notes the 
editorial. Hence it wants the global 
community to “remain vigilant to 
ensure a robust and even 
implementation of strategy across all 
countries”. 
For instance, in the case of India, small 
and locally produced bidis are being 
displaced by cheap manufactured 
cigarettes, says a March 14, 2015 paper 
in The Lancet. 
Despite tremendous pressure from 
tobacco companies India stood its 
ground by introducing pictorial 
warning covering 85 per cent of the 
front and back sides of all tobacco 
products. The next step for India 
should be to go in for plain packaging. 
There is every reason for India to 
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introduce plain packaging as nearly 1 
million people die each year due to 
tobacco-related diseases. And like 
Australia, the taxes should be raised 
steeply to deter young people from 
smoking and chewing tobacco 
products. 
 
 
Hookah bars violating COTPA with impunity (The Hindu) 
 

 
The mushrooming hookah bars across the city, which are frequented by minors, will 
be under the scanner for violation of the Cigarette and other Tobacco Products 
(Prohibition of Advertisement and Regulation of Trade and Commerce, Production, 
Supply and Distribution) Act (COTPA) 2003. 
The development comes nearly a month after the high court clarified the ambiguity 
over the operation of hookah bar, and allowed authorities to take action against 
hookah joints that violate COTPA provisions even as it ruled that hookah bars do not 
require separate trade licences. 
Restaurants and lounge bars serving hookah to minors or serving hookah without 
pictorial warning, will be targeted for violations, sources in the State Anti-Tobacco 
Cell said. Also, action will be initiated on hookah bars that serve the hookah along 
with food in a common space, sources said. The hotels or lounge bars that are found 
advertising on social media would also be fined, sources said. 
Meanwhile, a visit by this correspondent to several hookah bars in the central 
business district revealed that most of these bars violated the COTPA with impunity. 
Hookah bars were found serving hookahs in different flavours ranging from kiwi to 
chocolate to several minors gathered in groups. The prices for one pot which could 
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be shared among four to five people for one and half hours ranged between Rs. 400 
to Rs. 600. 
Dr. Rao said that there was a need for the Police and the Health Departments to act 
quickly to check on the proliferation of hookah bars as it could have terrible effect on 
passive smokers. 
A less singeing hike (Budget 2016-17) 
The Finance Minister Arun Jaitley said the excise duty on various tobacco products 
other than beedi was being increased by 10-15 per cent. This according to him was 
“to discourage consumption of tobacco and tobacco products”. But compared with 
last year, the rate of increase in excise duty has been less. 
“It’s one shot prescription to make tobacco products, particularly cigarettes, more 
affordable,” said Rijo John, Assistant Professor at IIT Jodhpur and a public health 
policy expert. “Compared with the last five budgets, the percentage increase has 
been lowest this year.” 
The excise duty is levied on tobacco products under three different heads — 
basic excise duty, national calamity contingency duty and additional 
excise duty or health cess. Unlike other years, in the case of cigarettes, this year’s 
budget has not increased the basic excise duty; all the increase has been restricted to 
additional excise duty or health cess. 
Though the increase in the additional excise duty per thousand sticks appears to be 
nearly 400 per cent(from Rs.70 per thousand sticks to Rs.260) in the case of filter 
cigarettes exceeding 65 mm but not exceeding 70 mm, the net excise duty works out 
to only 10 per cent. 
“The increase has been 10 per cent for cigarettes of all lengths and whether filter or 
non-filter and 15 per cent for gutka, chewing tobacco and jarda scented tobacco,” he 
said. No increase in excise duty has been proposed for beedis this year too. 
This despite the fact that beedi consumption constitutes 35-40 per cent of total 
tobacco use in India; the number of beedis smoked is much higher than cigarettes. 
The continuation of differential taxes based on filter or non-filter and four different 
tiers based on cigarette lengths defeats the very purpose of increased tobacco 
taxation. 
‘AYUSH pilot project on non-
communicable diseases’ (The 
Hindu) 
Union Minister of State for AYUSH 
(Ayurveda, Yoga and Naturopathy, 
Unani, Siddha and Homeopathy) 
Shripad Yasso Naik said that a pilot 
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project has been taken up in six states 
including Andhra Pradesh, to address 
the rising non-communicable diseases. 
The project is aimed at bringing in any 
two of the medicinal streams, say 
Ayurveda and Siddha or Unani and 
Homeopathy etc., to address non-
communicable diseases like diabetes, 
cancer etc. The AYUSH practitioners 
will screen patients across a given 
district and refer the chronic cases to 
the nearby hospitals. 
“The common binding factor for these 
streams is Yoga. This is a two-pronged 
strategy to popularise AYUSH as well 
as make its benefits reach the society”, 
Mr. Naik told the media after 
inaugurating Kasyapa Ayurvedic and 
Yoga Research Centre here on 
Thursday. 
Listing out the activities taken up to 
promote the AYUSH in a big way, the 
Minister referred to the MoUs signed 
with as many as 20 countries on 
Ayurvedic treatment and the 
institution of Ayurveda chairs in 25 
universities. 
“We have requested the Prime Minister 
to release an additional Rs.2,500 crore 
to the Ministry in view of the enhanced 
activities”, he added. Mr. Naik said that 
more patients from foreign countries 
were evincing interest in Ayurveda, 
going by the fact that 35 to 40 p.c. of 
beds in major Ayurvedic hospitals and 
spas were filled with foreigners. 
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Non-communicable diseases in a 
changing world (The Hindu) 
For many health care planners around 
the world, non-communicable diseases 
such as diabetes, hypertension, stroke 
and cardiovascular problems have 
hardly been a priority. South-East 
Asian countries are no exception. Like 
so many other developing and 
transitional countries, they have been 
rightly preoccupied with the 
communicable diseases that were the 
core concern of epidemiologists and 
public health workers over much of the 
last century. 
New diseases 
But the focus on communicable 
diseases has prevented many health 
planners from paying sufficient 
attention to a rapidly growing health 
feature of our societies — new, non-
communicable diseases (known as 
NCDs). These health problems are 
emerging, and, in some cases, 
becoming more prominent than 
communicable diseases that we 
continue to confront. 
Diabetes, hypertension, stroke and 
cardiovascular diseases, all of which 
are disabling and life-threatening, have 
increased in South-East Asian 
countries silently and relatively 
unnoticed. Today they constitute a 
growing threat to national health and 
national health-care systems. In South-
East Asia, deaths from NCDs are far in 
excess of those from communicable, 
maternal, perinatal and nutritional 
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conditions combined. Costly in terms 
of long-term care, these diseases call 
for a type of social and financial 
investment that many countries will 
have difficulty making unless they 
quickly begin to re-prioritise their 
efforts and funding. 
Social, lifestyle component 
The fact that most if not all the major 
non-communicable diseases have a 
strong social and lifestyle component 
calls for new thinking and preventive 
action. Dietary patterns have changed 
fundamentally in our region, and there 
is now a real danger that the diets of 
both children and adults will produce 
serious health challenges. 
In some cases it is simply a case of 
over-eating. There is also the issue of 
eating foods that lead to obesity, and 
that are linked to related problems 
such as diabetes and heart disease. 
Exercise is another feature of lifestyle. 
Today, we walk less and exercise less, 
and we simply do not use up the 
calories that we are taking in. Even 
children have become more sedentary, 
and schools have failed to provide the 
physical activity that would reduce the 
risk of obesity. Today our region is 
faced with a growing epidemic of 
children who are grossly overweight 
and who are facing serious disabilities 
and illnesses as a result. 
Migrants 
Around the world, there is growing 
evidence that migrants are especially 
vulnerable to a variety of non-
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communicable diseases, such as type 2 
diabetes, cardiovascular and chronic 
respiratory diseases, reproductive 
problems and mental health issues. In 
a region that has seen massive 
movements of people from rural to 
urban areas and across borders, this 
raises special concerns. 
Irrespective of the causes, however, 
prevention of NCDs must be given high 
priority. This will not simply be the 
task of ministries of health. Other 
sectors, such as education and labour, 
food and nutrition, transport and 
communications, must all come 
together to design interventions that 
encourage people to remain physically 
active and to raise awareness of what 
they need to do to avoid these diseases. 
We will also have to think of new staff 
who can work at the community level 
— educating, informing and motivating 
people of all ages and in all walks of life 
to be proactive in preventing the onset 
of these diseases. This challenge will 
have to be taken up in schools, in the 
workplace, and in the home. Health-
promoting activities and behaviours 
will have to become a part of our 
everyday life and awareness. 
Tools are available 
But prevention will not be enough. 
Major non-communicable diseases 
have already taken root in many of our 
countries and must be urgently dealt 
with as systematically and rapidly as 
possible. The tools are available. Early 
diagnosis of diseases such as diabetes 
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can, with effective treatment, avert 
potentially life-threatening and 
disabling consequences. For this to 
happen, routine screening or check-
ups and timely treatment of NCDs will 
have to be given far more priority than 
it has before. This will in turn mean 
redesigning many of our health 
policies, services and health care 
financing plans. 
Non-communicable diseases also call 
for long-term commitments to care, 
and this can be very costly if the care 
remains hospital-based. We must think 
of new ways of care–giving, and care-
givers who are trained in community 
public health and capable of working 
with families in the home environment. 
This is not to say that we can neglect 
the many communicable diseases that 
still plague our countries, for we must 
remain committed to their prevention 
and control. 
But at the same time, we must accept 
that the South-East Asian region is 
now faced with a double burden of 
disease, and unless we adapt our 
policies and plans to this reality, we 
will face growing morbidity and 
mortality from NCDs, highly elevated 
health care costs, and disabilities that 
will reduce workforce productivity and 
the quality of life of our citizens. 
 
 
Universal health coverage (UHC) 
What is universal health coverage? 
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Universal health coverage (UHC) means that all people receive the health services 
they need without suffering financial hardship when paying for them. The full 
spectrum of essential, quality health services should be covered including health 
promotion, prevention and treatment, rehabilitation and palliative care. 
UHC requires coverage with key interventions that address the most important 
causes of disease and mortality. A main objective of UHC is for the quality of health 
services to be good enough to improve the health of those receiving services. 
If people have to pay most of the cost out of their own pockets, the poor will be 
unable to obtain many of the services they need and even the rich will be exposed to 
financial hardship in the event of severe or long-term illness. Forms of financial risk 
protection that pool funds (through tax, other government revenues, and/or 
insurance contributions) to spread the financial risks of illness across the 
population, and allow for cross subsidy from rich to poor and from healthy to ill, 
increase access to both needed services and financial risk protection. 
UHC cannot be achieved in all countries overnight, but all countries can take actions 
to move more rapidly towards it, or to maintain the gains they have already made. In 
countries where health services have traditionally been accessible and affordable, 
governments are finding it increasingly difficult to respond to the ever-growing 
health needs of the populations and the increasing costs of health services. 
Key factors in determining which services are prioritized by countries are: 
epidemiological context, health systems, level of socioeconomic development and 
people’s expectations. 
Universal coverage is firmly based on the 1948 WHO Constitution, which declares 
health a fundamental human right and commits to ensuring the highest attainable 
level of health for all. 
Dispelling myths about UHC 

• UHC is not just health financing, it should cover all components of the health 
system to be successful: health service delivery systems, health workforce, 
health facilities or communications networks, health technologies, information 
systems, quality assurance mechanisms, governance and legislation. 

• UHC is not only about assuring a minimum package of health services, but 
also about assuring a progressive expansion of coverage of health services and 
financial risk protection as more resources become available. 

• UHC does not mean free coverage for all possible health interventions, 
regardless of the cost, as no country can provide all services free of charge on a 
sustainable basis. 
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• UHC is comprised of much more than just health; taking steps towards UHC 

means steps towards equity, development priorities, social inclusion and 
cohesion. 

Strong health systems for UHC 
Moving towards UHC requires strengthening health systems in many countries. An 
important component of UHC is health financing where attention needs to be paid 
to raising sufficient funds, minimizing out of pocket payments through prepayment 
and pooling, and using available funds (including donor funding where relevant) 
efficiently and equitably. 
Countries must also have a health workforce that can support an affordable, 
efficient, well-run health system that meets priority health needs through quality 
people-centred integrated care. Good governance, sound systems of procurement 
and supply of medicines and health technologies and well-functioning health 
information systems are other critical elements. 
UHC emphasizes not only what services are covered, but also how they are covered 
through focusing on people-centred health care and integration of care. A shift in 
health service delivery is necessary to better tailor services to the individuals of the 
population they serve. Health systems should be organized around the needs and 
expectations of people in terms of holistic long-term health to help them better 
understand their own health-care needs. 
Integrated health services mean a delivery that enables people to receive a 
continuum of health promotion, disease prevention, diagnosis, treatment, disease-
management, rehabilitation and palliative care services, through the different levels 
and sites of care within the health system over the course of a lifetime. Members of a 
community are then better equipped to take preventative measures on their own 
creating cost-saving efficiency in the long term. 
Benefits of implementing UHC 
UHC maintains and improves health. Good health allows children to learn and 
adults to earn. This helps people escape from poverty and provides the basis for 
long-term economic development. 
At the same time, financial risk protection in health prevents people from being 
pushed into poverty because unexpected illness requires them to use up their life 
savings, sell assets, or borrow – destroying their futures and often those of their 
children. 
Can progress be monitored? 
Monitoring progress towards UHC should focus on both coverage of the population 
with essential quality health services and on financial protection against catastrophic 
out-of-pocket health payments. Special attention should be given to the most 
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disadvantaged population groups, such as the poorest individuals or those living in 
remote rural areas. 
Monitoring should be placed within a broader health systems performance 
framework which allows health workers, medicines, technologies to be tracked, and 
impacts on health and financial security to be measured. 
It is important for countries to measure their progress towards UHC. Given each 
unique country-specific context the measuring indicators may be focused on 
different areas. There is also value in a global framework for monitoring UHC that 
uses standardized measures that are internationally recognised so that they are 
comparable across borders and over time. 
WHO response 
WHO is supporting countries to develop their health systems to move towards, and 
to sustain, UHC, and to monitor progress. 
WHO along with the World Bank has developed a framework to track the progress of 
UHC. By monitoring UHC countries can check objectives and focus on areas that 
need extra attention. The framework has 3 overall indicators: 

• health service coverage; 
• financial risk protection; and 
• equity or coverage for the entire population. 

The purpose of measuring these indicators is to progressively achieve UHC for all 
countries. 
This is but one of the many forms of partnership around strengthening health 
systems in the search for UHC. This need, despite large inflows of disease-specific 
funding in recent years, has been starkly illustrated by the Ebola outbreak. Other 
forms of partnership include: 

• International Health Partnerships (IHP+) 
• Alliance for Health Policy and Systems Research 
• Providing for Health (P4H) 
• Global Health Workforce Alliance 
• UHC Partnership 

Universal health coverage: Dr. Shreenath Reddy HLEG recommendation  
 
Progressive strengthening of public facilities is the only way to reach medical 
services to the population as a whole.  
“The best form of providing health protection would be to change the economic 
system which produces ill health, and to liquidate ignorance, poverty and 
unemployment. The practice of each individual purchasing his own medical care 
does not work. It is unjust, inefficient, wasteful and completely outmoded ... In our 
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highly geared, modern industrial society, there is no such thing as private health — 
all health is public. The illness and maladjustments of one unit of the mass affects 
all other members. The protection of people's health should be recognised by the 
Government as its primary obligation and duty to its citizens.”  
These are the words of the distinguished Canadian surgeon, Norman Bethune, who, 
in 1936, called for universal health protection in which health services would be 
provided to all through public funds. He pointed out that the major causes of ill 
health among the poor in Canada, at that time, were: financial inability to pay, 
ignorance, apathy and lack of medical service. These are true of present-day India, 
where health insecurity continues to increase with growing economic prosperity.  
 
WHAT IS UHC?  
Universal health coverage (UHC) has now been widely adopted by Canada and many 
other developing countries both as a developmental imperative and the moral 
obligation of a civilised society. India embraced this vision at its independence. 
However, insufficient funding of public facilities, combined with faulty planning and 
inefficient management over the years, has resulted in a dysfunctional health system 
that has been yielding poor health outcomes. India's public spending on health — 
just around 1.2 per cent of GDP — is among the lowest in the world. Private health 
services have grown by default, without checks on cost and quality, escalating 
private out-of-pocket health expenditures and exacerbating health inequity. While 
the National Rural Health Mission and the several government funded health 
insurance schemes have provided a partial response, out-of-pocket expenditure still 
remains at 71 per cent of all spending, without coverage for outpatient care, 
medicines and basic diagnostic tests.  
 
The High Level Expert Group (HLEG) established by the Planning 
Commission has submitted a comprehensive framework for providing UHC in 
India. A health entitlement card should assure every citizen access to a national 
health package of essential primary, secondary and tertiary care, both inpatient and 
outpatient. The HLEG is very clear that services included under UHC must be tax 
funded and cashless at delivery. User fees are to be abolished because they are 
inefficient, inadequate and iniquitous. Contributory social insurance is not 
appropriate for countries like India where a large segment of the workforce — close 
to 93 per cent — is in the unorganised sector and vast numbers are below or near the 
poverty line.  
 
FOUR PRIORITIES  

Aspire IASThe name associated with excellence 

10/70 Old  Rajeneder Nagar N.Delhi          www.aspireias.com          8010068998/9999801394 



63 

Newspaper Analysis Programe TM  
Additional Note-7 (UPSC PTcumMAINS-2020) 

(Health policies) 
 
 Increase both Plan and Non-Plan public expenditure in the Centre and the States 

taken together to 2.5 per cent of the GDP by the end of the 12th Plan.‖ However, 
even the doubling of public financing will not be adequate to support all the 
components of a fully evolved UHC. Priorities need to be defined.  

  A determined effort to strengthen our public health systems.‖ Primary health 
care must be improved, starting with sub-centres, the first health post for the 
community. By staffing them with well-trained non-physician health care 
providers, both facility-based and outreach services can be provided without 
being doctor dependent. District hospitals too should be strengthened to provide 
high quality secondary care, some elements of essential tertiary  care and training 
to different categories of health care providers.  

 The second priority should be to improve the size and quality of our health 
workforce. Without this, the promise of UHC will remain an empty entitlement. 
Since primary health care is our first priority, resources must be devoted to the 
production of competent and committed community health workers for the 
frontline, mid-level health workers or AYUSH doctors for the sub-centres, and 
general and specialist nurses as well as non-specialist doctors for primary health 
centres. More specialists are needed for higher levels of health care including the 
district hospitals. New nursing and medical colleges should be preferentially set 
up in States which presently have very few, linking them to district hospitals. 
Public health competencies must be increased through inter-disciplinary 
education which is aligned to health system needs. Improved management of all 
of these human resources must involve better incentives for recruitment and 
retention, cadre review and creation of well-defined career tracks.  

  The third priority should be to provide essential medicines and diagnostics 
free of cost at all public facilities.  

 At the same time, referral linkages and patient transport services should be 
improved to integrate primary, secondary and tertiary health care in the public 
system. Difficult to reach areas and vulnerable population groups should receive 
special attention, even as the principle of universality must be applied while 
designing health services.  

  The fourth priority must be to put in place the necessary public systems for 
UHC. Regulatory systems need strengthening — from hospital accreditation to 
health professional education and from drug licensing to mandatory adoption of 
standard management guidelines for diagnosis and treatment of different disease 
conditions at each level of health care.  
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 A national inter-operable Health Information Network is needed to improve 

governance, accountability, portability, storage of health records and 
management. Community participation must be supported to actively engage 
people in the design, delivery, monitoring and evaluation of health programmes.  

 And finally, larger investments should be made in health promoting 
programmes in other sectors such as water, sanitation, nutrition, environment, 
urban design and livelihood generation.  

 
ROLE OF THE PRIVATE SECTOR 
  
The Kolkata Group led by Amartya Sen, in its 2011 Public Declaration, pointed to the 
many limitations of the private sector in health. ―Influential policymakers in India 
seem to be attracted by the idea that private health care, properly subsidised, or 
private health insurance, subsidised by the State, can meet the challenge. However, 
there are good analytical reasons why this is unlikely to happen because of 
informational asymmetry (the patient can be easily fooled by profit-seeking 
providers on what exactly is being provided) and because of the ‗public goods' 
character of health care. There are also major decisional problems that lead to the 
gross neglect of the interests of women and children in family decisions.‖ It is also 
well known that insurance schemes (whether funded by the Central and State 
governments) at best provide limited health care and at worst divert a large part of 
the health budget to expensive hospitalised tertiary and secondary care, to the great 
neglect of primary care.  
Clearly, there is no alternative to a progressive strengthening of the public facilities 
and thereby reduce people's dependence on private providers. However, the public 
system may need to ―contract-in‖ the services of willing private providers, to fill 
gaps in its capacity to deliver all the services assured under UHC. Such ―contracted-
in‖ private providers will have to deliver cashless services and would be compensated 
on the basis of pre-determined cost per package of health services rather than ―fee 
for service‖ for each visit or procedure. In such an arrangement, the private sector 
acts as an extension of the public sector where needed and will not compete for the 
same set of services for the same people.  
Conclusion  
It is time to recognise that everyone, not just the poor, needs to be protected against 
rising health costs that can impoverish any family. We are on the threshold of a 
historic transition to guarantee health security for all Indians. UHC will greatly 
reduce out-of-pocket expenditures and provide much needed relief to people. Apart 
from improving people's health, adopting UHC is likely to generate millions of new 
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jobs, enhance productivity, and promote equity. Statesmanship must assert itself to 
create a national framework of UHC that is capable of State-specific adaptations. It 
is time to give the people of India the efficient, affordable and equitable health 
system they desire, deserve and demand.  
Spending for a healthy India  
 
An increase in public expenditure on health from an estimated 1.4 per cent of GDP 
to 2.5 per cent by the end of the Twelfth Plan can, if it is used wisely, bring about a 
revolution in health care. Prime Minister Manmohan Singh's resolve to boost 
government spending can potentially make high quality care accessible to all. 
Universal health coverage, including cashless treatment, is to be achieved through 
greater expenditure and a system of strong regulatory oversight outlined by the 
Planning Commission's High Level Expert Group (HLEG). Arguably, with a 
significant increase in public funding, India can move towards its own model of 
Britain's famed National Health Service. There is some scepticism about the 
country's ability to shift to a good tax-funded plan for universal health coverage, but 
as the HLEG points out, the trajectory of economic growth makes this the opportune 
moment. Apprehensions raised by special interests against health reform are, 
naturally, self-serving and should not cloud the vision. What should be borne in 
mind is that the HLEG has not suggested the scrapping of the private health sector 
but its participation in the UHC plan on a contracted-in basis, with tight monitoring 
of costs and protocols.  
 
The need for publicly-funded universal health coverage is beyond argument. At 
present, private out-of-pocket health expenditure constitutes 3.3 per cent of GDP, or 
around 67 per cent of the total spending. Moving towards universalisation of care 
can cut it to about 33 per cent by 2022. Clearly, a policy approach that relies 
primarily on for-profit health insurance and services cannot provide universal cover, 
as the experience in the United States has demonstrated. The key to universalisation 
lies in including everyone in the risk pool, through a system of means-tested 
compulsion and taxation. Making such a plan work requires extensive reform of 
standards, protocols and oversight bodies for both public and private sectors. Here, 
the HLEG has provided a road map that envisages setting up of public health cadres 
for services and management at the national and state levels, standard setting, and a 
timeline for merger of existing government-led health insurance schemes such as the 
Rashtriya Swasthya Bima Yojana and those operating at the State level. An increase 
in outlay on medicines from 0.1 per cent of GDP to 0.5 per cent for public 
procurement can ensure free universal access to essential drugs. This measure, 
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suggested for implementation through contracted private chemists, among others, is 
also vital to cut out-of-pocket expenditure. The States, which are increasingly 
looking towards private health insurance to fund health care for the poor, should 
find the HLEG recommendations more sound.  
 
Getting India’s health care system out of the ICU  
Most people would agree that one‘s income or caste or gender should not bar one‘s 
ability to get decent quality health care when one falls ill. A poor person should not 
have to borrow heavily, sell off her meagre assets, or decide not to get treated at all 
because she can‘t afford the cost of care. Unfortunately, this is exactly what happens 
to many people today. Far too many households fall below the poverty line trying to 
cope with the high cost of health care. Even for middle class families, the rising cost 
of staying healthy can put a serious strain on the budget. The health care system is 
seriously broken despite the existence over many decades of primary, secondary and 
tertiary health centres and public hospitals open to all. And despite the rapid growth 
of high end corporate hospitals that get free public land and other subsidies in 
return for the (often broken) promise of reserving a share of beds for poor people.  
 
Ensuring universal health care is a major concern of governments the world over. 
The rapid growth of high end technologies for diagnosis and treatment, and the fact 
that people are living longer and are more likely to need health support when they 
age, has become a challenge even in countries like the U.K., long known for its ability 
to guarantee decent and affordable care through a National Health Service. Here in 
India, however, technology and aging are not yet the main problems. Consistent 
public underinvestment in health — barely above 1% of GDP — is a major reason 
why health care is so unaffordable for so many people. This puts us near the bottom 
of all countries for this measure. Around 70% of total health spending is out of 
pocket, and around 70% of that is on drugs. Poor people go less and less to public 
facilities to which they would go earlier because they almost never have the free 
drugs they are supposed to provide. This is a great irony for a country that has 
gained respect in Africa for making drugs affordable through our export of generics 
to them.  
 
Generic drugs  
An important low hanging fruit identified by the High Level Expert Group (HLEG) 
on Universal Health Coverage (UHC) set up by the Planning Commission is to 
provide generic drugs through the public system. The HLEG also recommended in 
its report submitted in October 2011 that health care should be available to all 
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citizens with a smart card and should be cashless at the point of service. An UHC 
system should provide a combination of preventive, promotive, curative and 
rehabilitative care through a package of primary, secondary and tertiary services. An 
emphasis on prevention and promotion at the primary level would be both cost 
effective and best in terms of health outcomes. 
  
Higher public spending  
 
The HLEG called for stepping up public investment in health to reach 2.5% of GDP 
by the end of the 12 Five Year Plan, and argued that a strengthened public sector 
must be the bedrock of reforms. But how to deal with the fact that public facilities 
themselves ignore public health, often lack adequate staff and equipment, and treat 
patients with scant respect? More investment must be backed up by the creation of a 
public health cadre, the recognition of a three year medical qualification in order to 
increase the availability of qualified professionals, and more staff at the lowest level. 
And a strong set of management reforms to improve quality and performance of 
public facilities must be urgently implemented.  
 
The HLEG‘s support for public investment in health is backed by the experience of 
many countries — Europe, Canada, Brazil, Thailand, Mexico, to name a few. But one 
cannot ignore the reality of the private health sector or the fact that it can and ought 
to be made to play its part in the move towards universal health coverage. At 
present, private facilities, under a veneer of respectful treatment, can be hugely 
expensive, and often do not provide appropriate or high quality clinical services. 
Ensuring that private health providers play a responsible role requires that we move 
away from ad hoc and unregulated public-private partnerships (PPPs) and also away 
from the practice of giving subsidies and freebies like land and tax-breaks to the 
private sector without any effective mechanisms to ensure accountability. An 
important recommendation of the HLEG is to set up independent and effective 
Health Regulatory and Development Authorities at both national and state levels 
that would supervise the quality of services delivered by both public and private 
sector providers. These bodies would ensure among other things that standard 
treatment guidelines form the basis of clinical care across both sectors, with 
adequate monitoring to improve the quality of care and control costs. They would 
also ensure grievance redress mechanisms by linking up with measures to ensure 
citizen participation and accountability. This has been done very effectively in 
countries that are at the forefront of the move towards universal health care such as 
Thailand and Brazil, and must be implemented in India. 

Aspire IASThe name associated with excellence 

10/70 Old  Rajeneder Nagar N.Delhi          www.aspireias.com          8010068998/9999801394 



68 

Newspaper Analysis Programe TM  
Additional Note-7 (UPSC PTcumMAINS-2020) 

(Health policies) 
 
Major policy against HIV-AIDS:  
“Reaffirm India’s commitment in ending epidemic by 2030”  
Application: Decentralized government, Use of e-technology in health 
sector; 
Government recently released “India HIV Estimations 2015-Technical Report” and 
launched Distance Learning Program on Opioid Substitution Therapy (OST), 
Integrated HIV TB e-learning module, PPTCT ART Linkage Software (PALS) and 
HIV Sensitive Social Protection Portal.  
The Government of India has taken major policy decisions towards strengthening 
the fight against the epidemic. National AIDS Control Program will continue as a 
Central Sector Scheme.  
The success of India’s HIV/AIDS Control Program is recognized globally and the 
country has been able to bring consistent decline in HIV prevalence, in the 
incidences of new infections, and also in the number of AIDS-related deaths. Inspite 
of concrete success, there is no scope for complacency. Newer vulnerabilities 
continue to emerge. So, there is need to expand the scope of our services. Further, 
since the world has adopted the goal of ending this epidemic by 2030, much greater 
efforts would be required. All development partners like UN Agencies, USAID, 
WHO, World Bank etc. and civil society should come together and join hands in this 
fight against HIV, so that epidemic can be ended by 2030.  
Stigma and discrimination towards HIV is of paramount importance, to enable 
persons infected and affected with HIV to access health services and live a life of 
dignity. As provided by Art 21 of the constitution Right to life and personal liberty. 
There is the need for equal participation, inclusion and collective efforts. India has 
extended support to the African countries in their fight against HIV-AID which 
reflects India’s global commitment.  
Youth can play bigger role to change the mind-set of people by creating more 
awareness and dispelling misconceptions surrounding the diseases. Government of 
India wants to people to come together to end this epidemic by 2030. 
The contribution of evidence-based planning, involvement of stakeholders and 
communities, judicious deployment of resources and focused intervention in the 
success India has had to reduce HIV-AIDS infection. We need to be alert and 
continue with our effort. 
The HIV Estimation-2015 shows that India has been successful in achieving the 
MDG-6 of halting and reversing the HIV epidemic by 2015.  
The fact that new infections have declined by 66% from 2000 and 2015, and AIDS-
related deaths fallen by 54% from 2007 to 2015, is a concrete proof that India has 
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delivered on its global commitment in achieving MDG-6. While India’s success story 
continues, the current estimates highlight the key challenges that will need to be 
addressed with urgency as the program moves ahead to achieve NACP IV goals in 
the short term and to end the AIDS epidemic in the longer term. The slow-down 
identified in the rate of decrease of new HIV infections in last few years is a key 
issue, while scope of improvements in ART and PPTCT coverage exists.  
 
What is OST? 
The Opioid Substitution Therapy (OST) is one of the components under the 
harm reduction strategy and is evidence based medical treatment for dependence on 
opioid drugs. It is a highly effective intervention for reducing drug related harms 
among IDUs particularly prevention of transmission of HIV and other blood borne 
diseases. OST is provided by trained physicians both in NGO as well as Public health 
settings.  
To increase the capacity building of physicians through distance learning an Opioid 
Substitution Therapy (OST) distance learning program has been developed for 
building the capacities of service providers engaged in delivery of Opioid 
Substitution Therapy (OST).  
 
Background: 
WHAT do AIDS mean? 
AIDS stands for Acquired Immune Deficiency Syndrome: 

 Acquired means you can get infected with it; 
 Immune Deficiency means a weakness in the body's system that fights 

diseases. 
 Syndrome means a group of health problems that make up a disease. 

AIDS is caused by a virus called HIV, the Human Immunodeficiency Virus. If you 
get infected with HIV, your body will try to fight the infection. It will make 
"antibodies," special molecules to fight HIV. 
Being HIV-positive, or having HIV disease, is not the same as having AIDS. As HIV 
disease continues, it slowly wears down the immune system, Viruses, parasites, 
fungi and bacteria that usually don't cause any problems can make you very sick if 
your immune system is damaged. 
How do you get AIDS?  
Firstly a person will get infected with HIV and later on it is converted into AIDS. The 
blood, vaginal fluid, semen, and breast milk of people infected with HIV has enough 
of the virus in it to infect other people. Most people get the HIV virus by: 

  having sex with an infected person 
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  sharing a needle (shooting drugs) with someone who's infected 
  being born when their mother is infected, or drinking the breast milk of an 

infected woman 
 Getting a transfusion of infected blood used to be a way people got AIDS, but 

now the blood supply is screened very carefully and the risk is extremely low. 
 There are no documented cases of HIV being transmitted by tears or saliva, 

but it is possible to be infected with HIV through oral sex or in rare cases 
through deep kissing, especially if you have open sores in your mouth or 
bleeding gums.  

 Men who have Sex with Men (MSM) of all races and ethnicities remain the 
population most profoundly affected by HIV. 

. 
 
 
All the best 
Hope this document will help my students 
Jai Hind 

Class explanation- mind map 
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