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Þ  Ĥ ȯ 
Ǒ ¡ ȣ ¡ ȣȲसेहत के ͧ f भी \ Í  ȡहै Ȫ ȡȲǑ ȡ[  का ख ्याल,  ȡ ɅÈ ȡ¡ ɇइसके लाभ (Dainik
Jagran:20190124)

https://www.jagran.com/world/america-thinking-about-romantic-partner-may-help-keep-bpin-control-18881500.html

Ȫ ȡȲǑ  ȡ[  को याद करने से Þ  Ĥ ȯ  (बीपी) को Ǔ  Ȳǒğ करने  Ʌमदद ͧ   Ȣहै । मन को
शांत रखने  Ʌसाथी का खयाल भी उतना ¡ ȣĤ ȡȢहै , िजतना `  ȧ` ǔè Ǔ @
 ȡͧ Ȳ  , ĤȯĚ @Ȫ ȡȲǑ  ȡ[  का ख ्याल Ǒ के ͧ f ¡ ȣ  ¡ ȣȲसेहत के ͧ f भी \ Í  ȡ है । एक
ताजा \ Ú   के  Ǖ ȡǒ तनाव के ¢  ɉ ɅȪ ȡȲǑ ȡ[  को याद करने से Þ  Ĥȯ  (बीपी) को
Ǔ  Ȳǒğ करने  Ʌमदद ͧ   Ȣ है । मन को शांत रखने  Ʌसाथी का खयाल भी उतना ¡ ȣ Ĥ ȡ Ȣ है ,
िजतना `  ȧ` ǔè Ǔ @
शोध के दौरान 102  Ȫ ɉको  ȡͧ  ͩ  ȡगया। सभी को एक तनावभरा काम करने को कहा गया।
इसके तहत ` Û¡ Ʌअपना एक पैर कुछ दे र  Ƚ ȯपानी  Ʌरखना था। \  ȯǐ ȡ  ȧ  ǗǓ ͧ [ ȣ ऑफ
f ǐ Ȫ ȡके  Ȱ£ ȡǓ  ɉने इस चन
ु ौती से पहले और बाद  Ʌसभी Ĥ Ǔ  ȡͬ  ɉका Þ  Ĥ ȯ , Ǒ  ȧ
धड़कन और धड़कन  Ʌउतार-चढ़ाव का \ Ú   ͩ  ȡ@इसके बाद ऐसे सभी ĤǓ  ȡͬ  ɉको, िजनके
जीवन  Ʌकोई Ȫ ȡȲǑ साथी है , उनके सामने तीन अलग-अलग तरह  ȧǐǔè Ǔ  ȡȲरखी गई।

चन
ु ौती के दौरान ^  Ʌसे कुछ  Ȫ ɉके सामने उनके साथी को चप
ु चाप बैठे रहने को कहा गया। कुछ
Ĥ Ǔ  ȡͬ  ɉसे अपने Ȫ ȡȲǑ साथी के बारे  Ʌसोचने के ͧ f कहा गया। ¡ ȣȲतीसरे  [से अपने उस
Ǒ के ͩĐ  ȡ  ȡɉके बारे  Ʌसोचने को कहा गया।
  Ȣ ɉने ɋ ȡ ȡ
 Ȱ£ ȡǓ  ɉ ने पाया ͩ िजन  Ȫ ɉ के सामने उनके Ȫ ȡȲǑ  ȡ[  `  ǔè  थे या ǔ Û¡ ɉ ȯउनके
बारे  Ʌसोचा था, चन
ु ौती के दौरान उनका बीपी कम रहा। ¡ ȣȲअपने Ǒ   के कामकाज के बारे  Ʌ
सोचने वाले तीसरे  [के ĤǓ  ȡͬ  ɉका बीपी \ ȯ¢ ȡ Ǚ Ï  ȡȡपाया गया।
Ǒ  ȧधड़कन और धड़कन  Ʌउतार-चढ़ाव के मामले  Ʌ Ȣ ɉसमूह के ĤǓ  ȡͬ  ɉ Ʌकोई ͪ ȯ
अंतर  ¡ ȣȲͧ  ȡ@पहले के \ Ú   ɉ  Ʌभी सामने आ चक
ु ा है ͩ साथी  ȧ ` ǔè Ǔ या उसका
ख ्याल तनाव के दौरान å ǔÈ  ȧ  Ǔ ͪͬ  ɉ पर असर डालता है ।  ǗǓ ͧ [ ȣ के  Ȫ ȡ ȸ और
\ Ú   के अगुआ काइले बोरासा ने कहा ͩ \ Ú   से èç है ͩ बीपी के मामले  Ʌसाथी  ȧ
`  ǔè Ǔ और उसका ख ्याल Ȫ ɉसमान Ǿ  से Ĥ ȡȢ¡ ɇ@
\ Ú   से  Ǖ Ʌ ȯनए ȡè ȯ
` Û¡ ɉ ȯकहा ͩ इस \ Ú   से कुछ हद तक यह समझने  Ʌमदद ͧ  ȣहै ͩ अपने साथी से बेहतर
Ȫ ȡȲǑ संबंध ͩ

Ȣ ȧसेहत पर कैसे  ȡȡ×  असर डालता है । बोरासा ने कहा, 'इस \ Ú   से

पता चलता है ͩ Ȫ ȡȲǑ संबंध  Ȫ ɉको तनाव से Ǔ  ȯ Ʌमदद करता है और  ȡͫ [ Ȫ ȯè Ǖ 
 Ǔ ͪ ͬ  ɉको Ǔ  Ȳǒğ रखता है ।'
 ͪç  Ʌअलग-अलग ` Ĩ के  Ȫ ɉपर इस तरह का \ Ú   ͩ  ȡजा सकता है । अलग-अलग ` Ĩ
के  Ȫ ɉ Ʌभी अगर नतीजे इसी तरह के ͧ   ȯ¡ ɇ, तो Ǔ ǔæ  तौर पर यह खोज रोजाना तनाव का
सामना करने ȡ ɉके जीवन को बेहतर करने का ȡè ȡतलाशने  Ʌमददगार हो सकती है ।

 [ ȣ
नौ घंटे  ȧ  [ ȣ, Ǔ  ȡ ȡपैर का सबसे बड़ा ɪ Ǘ  (Dainik Jagran:20190124)

https://epaper.jagran.com/epaper/article-24-Jan-2019-edition-delhi-city-page_4-8487-54064.html

जागरण संवाददाता, नई Ǒã ȣ: साढ़े नौ घंटे  ȧ  [ ȣके बाद सर गंगाराम \ è  ȡ के ȨÈɉने
18   ȸ युवक के जांघ और  Ǘã¡ ȯके बीच के Ǒ¡ è ȯसे 12 ͩ  Ȫका ɪ Ǘ  Ǔ  ȡ ȡहै ।
 ȡ  ȡȣके अनुसार 18 ȸ Ĥ Ȣ कुमार  ǕÜ ȡ ȧȡɃ जांघ  Ʌɪ Ǘ  था। िजसके इलाज के ͧ f
Ĥ  Ȣ कई \ è  ȡ ɉ  Ʌगए जहां उनको पैर काटने  ȧ सलाह ȣ गई। इसके बाद Ĥ Ȣ को सर
गंगाराम \ è  ȡ  Ʌ26 Ǒ Ȳ  को ¡ ɬȢरोग ͪ ȡ  Ʌ  ȸकराया गया। जहां ȨÈɉने

 [ ȣ

करके Ĥ  Ȣ के पैर से 12 ͩ  Ȫके ɪ Ǘ  को Ǔ  ȡ  ȯके साथ पैर कटने से बचा ͧ  ȡ@ȨÈɉके
 Ǖ ȡǒ  यह पैर से Ǔ  ȡ ȡगया अब तक का सबसे बड़ा ɪ Ǘ  है और इसे Ǔ  ȡ  ȯके दौरान  ȡğ
एक बोतल È  ȧ Ǿ  पड़ी।
2012 से  Ȣ ȡȣ से Ȣͫ°  थे Ĥ Ȣ : ĤȢ के  Ǘã¡ ȯऔर जांघ के बीच  Ʌ37
Ʌ ȣ Ȣ चौड़ा और 12

Ʌ ȣ Ȣ लंबा, 18

Ʌ ȣ Ȣ मोटा ɪ Ǘ  था। ɪ Ǘ  वाला Ǒ¡ è ȡ2012 से बढ़ता जा रहा था।

इसके ͧ f ]  Ⱦ ȯͫÈ ,  Ȱè Ǖ 

 [ ȣ, Ü ȡǔè

 [ ȣ और f  ȯǔè ͧ  Ȫ Ȩ Ȣ ͪ ȡ के

ͬ ͩ ×  ɉ को  ȡͧ  ͩ  ȡगया। Ȱè Ǖ  एंड f Ȳ Ȫè Ǖ 

 [ डॉ. \ Ȳ ȣ

ȡǔ×  ने बताया

ͩ पैर के ȡ ȧǑ¡ è ȯको È दे ने ȡ ȣ Ȫͧ  ȡf Ȳभी ɪ Ǘ  के अंदर से जा ¡ ȣथी।

Docs remove tumour from teen’s thigh, prevent amputation (The Hindu:20190124)

https://www.thehindu.com/news/cities/Delhi/docs-remove-tumour-from-teens-thigh-preventamputation/article26074044.ece

Team of seven surgeons took nearly 10 hours to excise the growth; patient could walk 3 days
after surgery

Doctors at Sir Ganga Ram Hospital successfully removed a tumour, roughly the size of a
shoe box, from the left thigh of an 18-year-old youth and managed to save his leg from
amputation.
“The patient, Praveen Kumar Gupta, came to us on December 26, 2018, and said that
swelling had appeared on his left thigh in 2012, and gradually increased in size till it
measured 37 cm x 18 cm x 12 cm. It was so huge and painful that he was not able to walk or
sit properly,” said Brajesh Nandan, Orthopaedic Onco-Surgeon, Sir Ganga Ram Hospital.
“Due to pressure on the nerves and blood vessels, there was weakness and loss of sensation in
the limb. Mr. Gupta approached many hospitals, which advised amputation of the leg, for
which he was not ready,” said Dr. Nandan.
Saving the limb
Doctors said the challenge was not only to successfully remove the tumour but also save the
limb.
To solve this issue, a medical board was formed comprising Departments of Orthopaedics,
Vascular Surgery, Plastic Surgery and Anaesthesiology.
“Preservation of the limb along with successful removal of the tumour was a big challenge.
According to reported literature, this was the largest tumour ever removed from inside the
thigh, without compromising the limb. Before this, a tumour measuring 32 cm x 13.5 cm x
5.5 cm was removed from a patient by the University of Miami in 2014,” noted a release
issued by the hospital on Wednesday.
Blood supply
“The tumour had a rich blood supply, making it highly vascular in nature. Before the
removal, our team performed a procedure called pre-operative embolisation, a night before
surgery. We blocked the blood supply to the tumour to reduce blood loss during the surgical
excision. The main challenge was that blood supply of the tumour was adjoining the main
blood supply of the lower limb. Any untoward incident could have led to disastrous
amputation. Using road-map guidance software, we successfully blocked the main blood
vessel supplying blood to the tumour without compromising blood supply to the limb,” said
Ambrish Satwick, Vascular and Endovascular Surgeon, Sir Ganga Ram Hospital,
After cutting blood supply to the tumour, the patient was taken for surgery, which was
performed on January 3, 2019, by a team of seven surgeons.
“We dissected the tumour, which was strongly adherent to surrounding vital structures, blood
vessels and nerve. The team encountered a lot of blood vessels supplying blood to the tumour
during the surgery. They were carefully tied,” noted the release.
“This was a challenging case for anaesthesia because it was a long surgery performed in the
prone position (lying on abdomen), which has its own problems. Blood loss was anticipated,
but managed with meticulous surgical and anaesthetic technique,” said Jayashree Sood,

chairperson, Department of Anaesthesiology, Pain and Perioperative Medicine, Sir Ganga
Ram Hospital.
The surgery took nine-and-a-half hours and only one unit of blood was transfused.
The patient recovered well after the surgery and started walking with the help of some aid
just three days after the operation, stated the hospital.

Health Expenditure
Moving away from 1% (The Hindu:20190124)

https://www.thehindu.com/opinion/op-ed/moving-away-from-1/article26072622.ece

Sluggish health spending can be reversed with a substantial increase in the allocation for
health in the Union Budget
India’s neighbours, in the past two decades, have made great strides on the development
front. Sri Lanka, Bangladesh and Bhutan now have better health indicators than India, which
has puzzled many. How could these countries make the great escape from the diseases of
poverty earlier than their much bigger neighbour? India’s health achievements are very
modest even in comparison to large and populous countries such as China, Indonesia or
Brazil.
Framing the right prescription for health expenditure
Clear trends
Therefore, it is imperative to understand why India is not doing as well as these countries on
the health front. Looking at other developed and transitional economies over many years, two
important trends can be discerned: as countries become richer, they tend to invest more on
health, and the share of health spending that is paid out of the pocket declines. Economists
have sought to explain this phenomena as “health financing transition”, akin to demographic
and epidemiologic transitions. The point to be noted is that similar to these transitions, the
health financing transition is not bound to happen, though it is widespread.
As with the other two transitions, countries differ in terms of timing to start the transition,
vary in speed with which they transition through it, and, sometimes, may even experience
reversals. Economic, political and technological factors move countries through this health
financing transition. Of these, social solidarity for redistribution of resources to the less

advantaged is the key element in pushing for public policies that expand pooled funding to
provide health care. Out-of-pocket payments push millions of people into poverty and deter
the poor from using health services. Pre-paid financing mechanisms, such as general tax
revenue or social health insurance (not for profit), collect taxes or premium contributions
from people based on their income, but allow them to use health care based on their need and
not on the basis of how much they would be expected to pay in to the pooled fund.
Breathing life into health care in India
Hence, most countries, which includes the developing ones, have adopted either of the above
two financing arrangements or a hybrid model to achieve Universal Health Care (UHC) for
their respective populations. For example, according to the World Health Organisation’s
recent estimates, out-of-pocket expenditure contributed only 20% to total health expenditure
in Bhutan in 2015 whereas general government expenditure on health accounted for 72%,
which is about 2.6% of its GDP. Similarly, public expenditure represents 2%-4% of GDP
among the developing countries with significant UHC coverage, examples being Ghana,
Thailand, Sri Lanka, China and South Africa.
Low spending, interventions
Unlike these countries, India has not invested in health sufficiently, though its fiscal capacity
to raise general revenues increased substantially from 5% of GDP in 1950-51 to 17% in
2016-17. India’s public spending on health continues to hover around 1% of GDP for many
decades, accounting for less than 30% of total health expenditure. Besides low public
spending, neither the Central nor the State governments have undertaken any significant
policy intervention, except the National Health Mission, to redress the issue of widening
socioeconomic inequalities in health. But the NHM, with a budget of less than 0.2% of GDP,
is far too less to make a major impact. And worryingly, the budgetary provision for the NHM
has decreased by 2% in 2018-19 from the previous year.
Providing health for all
Last year, the Union government launched the Pradhan Mantri Jan Arogya Yojana with much
fan-fare but only ₹2,000 crore was allocated to this so called ‘game-changer’ initiative. This
assumes importance as the National Health Policy 2017 envisaged raising public spending on
health to 2.5% of GDP by 2025. Certain key indicators suggest that public health expenditure
has stagnated since the National Democratic Alliance came to power in 2014.
As a percentage of GDP, total government spending (Centre and State) was a mere 0.98% in
2014-15 and 1.02% in 2015-16. Although the revised estimate of government expenditure for
2016-17 and budget estimate for 2017-18 show an apparent increase in allocation (1.17 and
1.28%, respectively), actual expenditure might turn out to be quite less. This could be
explained by looking at the difference between the revised allocation and actual expenditure
for the years 2014-15 and 2015-16. Actual expenditure dropped by 0.14 and 0.13 percentage
points, respectively.

Assuming that the trend did not change in the last couple of years, India’s public expenditure
on health would be around 1.1% even in 2017-18. This ‘sticky public health spending rate’ of
1%, which does not increase despite robust economic growth for years, is partly due to a
decline in the Centre’s expenditure, which fell from 0.40% of GDP in 2013-14 to 0.30% of
GDP in 2016-17 (As per 2018-19 budget allocation, 0.33% of GDP).
Increase allocation
If this sluggish public health spending has to be reversed, there is a need for a substantial
increase in the allocation for health in the forthcoming Union Budget. However, the rise in
government health spending also depends on health spending by States as they account for
more than two-thirds of total spending.
Hence, both the Centre and States must increase their health spending efforts, which would
reduce the burden of out of pocket expenditure and improve the health status of the
population. Else, the 2019 Budget would also see public health spending sticking at 1% of
GDP. This would mean India, would, without doubt, miss the 2025 target, and thereby fail to
achieve UHC in a foreseeable future.

Healthcare
Rural healthcare needs long-term remedy (The Tribune:20190124)

https://www.tribuneindia.com/news/comment/rural-healthcare-needs-long-termremedy/718292.html

While corporate hospitals offer latest equipment, well-qualified doctors and patient-friendly
services to rich clients, the sick or injured villagers are left in the lurch. A model that
envisages the primary health centre as a social enterprise for well-being of citizens is the way
forward.
WHILE health preservation and awareness are almost non-existent all over the country,
medical treatment is scanty and unscientific in villages. With 70 per cent of the population
living in rural areas and the level of medical facilities low, the mortality rates due to diseases
are high. Most villagers get deplorable facilities in public hospitals as well as private clinics.
The government has limited capability to fulfil the basic health needs of the rural folk,
including nutrition, sanitation, prevention of sickness, promotion of wellness, vaccination and
the administration of primary medical care.

The primary health centres (PHCs) lack infrastructure, a credible referral system, and a
manpower policy. Blaming or bonding the doctors for not serving in rural areas, but not
providing them even basic amenities such as accommodation, electricity and water, and
security, cannot improve the situation. While PHCs hardly function, rural medical
practitioners, who provide 80 per cent of the outpatient care, are largely uneducated.
With one doctor for every 11,000 people, India falls far below the World Health Organisation
standard of 1:1,000. The problem is particularly stark in villages. It is hard to change patients’
behaviour and get them to visit the PHC instead of the village quack. These quacks charge for
injections that have low efficacy and are potentially harmful. Unethical practices such as
unnecessary surgeries and kickbacks for referrals are well known. Regulatory bodies such as
medical councils are unwilling to fulfil their responsibilities; the legal system is ill-equipped
to handle the burden of medical litigation; and the aggrieved patients and their relatives
cannot afford the high costs.
Major problems at the level of primary healthcare are: absenteeism of the staff; shortage of
qualified doctors; non-availability of proper infrastructure, including equipment, medicines
etc.; and low motivation of the public to visit the PHCs.
The Bhore Committee (1946) had recommended integration of preventive and curative
services and development of primary healthcare on priority. The Alma Ata Declaration of
‘Health for all by 2000’, signed in 1978, was endorsed by the government. The Constitution’s
93rd Amendment, accepting education as a fundamental right, has strengthened the case for
‘right to healthcare’, if not the ‘right to health’. The National Health Policy-2017 mentions
the growing incidences of catastrophic expenditure due to healthcare costs, especially in the
rural areas. The need to strengthen public health facilities is paramount.
Rural healthcare continues to be on the sickbed. The government’s efforts have been
inadequate. When seriously ill, the villagers either rush to sorcerers and hermits or throng the
cities, overcrowding institutions such as AIIMS or PGI.
Health issues confronted by rural people are many and diverse — from severe malaria to
uncontrolled diabetes and multidrug-resistant TB, from badly infected wounds to cancer,
besides drug addiction, smoking and alcoholism. Post-partum maternal illness is a common
problem that contributes to maternal mortality. Most women suffer from protein-iron-calcium
deficiency with resultant anaemia in over 50 per cent of them, dehydration in 60-70 per cent
of the people, malnourishment in 45 per cent cases among under-five children, and lack of
immunisation in 58 per cent of the children. Besides, 69 per cent of the rural population has
no access to potable water and 99.5 per cent is deprived of basic sanitation and suffers from
infectious diseases. It is also estimated that mental ailments affect about 20 per cent of the
villagers.
While corporate hospitals offer latest equipment, highly qualified doctors and patient-friendly
services to the rich clients, sick or injured villagers are left in the lurch, with nowhere to go
even for first aid.

The Punjab Government’s recent resolve to strengthen public health services and try out the
PPP model for OPD treatment on a pilot basis is laudable, especially when medical care at
PHCs is inadequate. However, fleecing of patients needs to be prevented. The move should
reduce the cost of treatment for the poor, if not make the tests and medicines free for them.
Another step is to promote a healthy lifestyle so that the need for medical treatment is
reduced. In this direction, the Tandarust Punjab project has been conceived well. Multidepartment involvement in bringing healthcare to the people is the right strategy.
While Punjab’s public health delivery system operates at three levels —primary, secondary
and tertiary — private practitioners provide clinic-based practice in low-risk cases. Public
health facilities increased up to the mid-1980s in the state mainly due to an increased
allocation of funds and a pro-rural policy of the state government. Subsequently, the health
budget and attention towards rural care dipped in the public sector and the gap was filled by
RMPs.
The fact that the poor have to pay for treatment from their own pocket underlines the collapse
of the rural public healthcare system. The treatment in high-profile hospitals of the cities
traps the patients in a web of tech-centric medical system that is confusing, intimidating and
expensive. The physician-patient fee for service model or the health insurance model bring
unethical practices and push the costs sky high. For a normal headache, MRI/CT scan is
prescribed. These models do not suit our rural folk. A social perspective model that envisages
the PHC as a social enterprise for the well-being of citizens is the right choice. It also means
the greatest good for the greatest numbers.

Swine flu ward set up, but no specialist at Muktsar hospital (The Tribune:20190124)

https://www.tribuneindia.com/news/punjab/swine-flu-ward-set-up-but-no-specialist-atmuktsar-hospital/718267.html

The health authorities have set up a six-bed special ward for swine flu patients at the Civil
Hospital here, but not having any specialist to treat them. A MD (medicine) doctor is required
to treat such patients, but the post is lying vacant.
A four-year-old boy of Shamkhera village, Muktsar, has died of swine flu at a private
hospital in Ludhiana and three others from the district are getting treatment in other towns.
Family members of such patients claimed the treatment is costly and if the state government
provides facilities at district hospitals, it will help them.

Dr Sukhpal Singh, Civil Surgeon, Muktsar, said, “The post of MD (Medicine) doctor has
been lying vacant since long. We have made makeshift arrangements and asked the specialist
doctors at the Civil Hospitals in Malout and Gidderbaha to visit here every Wednesday.”
Sources in the department said nearly half of the doctors’ posts have been lying vacant at the
district hospital here. However, the situation is much better at the Civil Hospitals in Malout
and Gidderbaha.

Swine Flu
Delhi records third
Times:20190124)
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NEWDELHI: Delhi has reported 168 cases of swine flu this year, the third highest number
reported in the country after Rajasthan and Gujarat, government data shows. However,
nobody has died of the disease in the national capital.
Rajasthan is the worst affected with 31 of the 49 deaths due to the viral infection reported
from the state so far this year. It is followed by Gujarat, where 210 cases of Influenza (A),
H1N1, also known as swine flu, have been reported.
So far, 1,694 swine flu cases have been reported across the country with Rajasthan alone
accounting for 789 of them, the data shows.
With the numbers going up, the Delhi government put out an advisory with Dos and Don’ts
on Friday. However, experts in the Union health ministry called it a focal outbreak and said
there was nothing “major to worry about”.
“There has been a marked increase in the number of flu patients coming in to our hospital
over the last two weeks. In fact, some were complicated cases of swine flu which had to be
admitted and put on ventilator support,” said Dr Suranjit Chatterjee, senior consultant of
internal medicine at Indraprastha Apollo hospital.
Children under the age of five, people over the age of 60, pregnant women, and those who are
immune-compromised — because of certain disease medications are at risk , city doctors
said.

“It is being treated as your regular or seasonal influenza as people have developed immunity
against the infection. There is no major reason to worry even if there are a few localised
outbreaks,” said a senior official, requesting anonymity.
“It is a self-limiting disease, requiring symptomatic treatment mostly,” he said.
High levels of pollution combined with the changing temperatures have also led to further
aggravation of the problem, health experts said.
“Any kind of flu, including swine flu, is self limiting meaning it goes away on its own after
some time. But, high levels of pollution are aggravating the respiratory symptoms and it is
taking longer to heal,” said Dr Rommel Tickoo, senior consultant of internal medicine at Max
super speciality hospital, Saket.

Crime against Women
In five years, crime against women up by 30% in state (The Tribune:20190124)

https://www.tribuneindia.com/news/haryana/in-five-years-crime-against-women-up-by-30in-state/718296.html

Increase in kidnapping, abduction cases as well
Haryana has witnessed an exponential rise in crime against women in five years (2013-17),
with cases going up by 30 per cent. The cases of kidnapping and vehicle theft have also
increased by a whopping 45 per cent and 25 per cent, respectively, during this period.
The data has been provided to Harinder Dhingra, an RTI and human rights activist, by the
Haryana Police.
Dhingra had sought information on crime against women, sexual harassment, assault,
kidnapping, abduction, domestic violence, dowry death, abetment to suicide and vehicle theft
in five years.
The RTI reply brought out that 7,796 cases of crime against women were registered in 2013,
while in 2014, the number reached 8,139. There were 8,602 such cases in 2015, 9,066 in
2016 and 10,110 in 2017.
The reply further indicated an increase of 58.2 per cent in cases of assault on government
officers. The total number of such cases increased from 630 in 2013 to 997 in 2017.

There has also been an increase in the cases of kidnapping and abduction in the state. In all,
3,129 such cases were reported in 2013, 4,450 in 2014, 5,658 in 2015, 4,000 in 2016 and
4,540 in 2017.
The number of dowry death cases, however, has come down by 7.9 per cent. As many as 265
dowry death cases were registered in 2013, 292 in 2014, 242 in 2015, 260 in 2016 and 244 in
2017.
Vehicle thefts have witnessed a surge of 21.5 per cent in five years. As many as 13,356 such
cases were registered in the state in 2013, while in 2014, 14,634 vehicles were reported
stolen. Similarly, 14,330 cases were registered in 2015, 15,638 in 2016 and 16,234 in 2017.
The DGP, BS Sandhu, admitted a rise in crime cases, but refused to comment on the steps
being taken by the police, citing the model code of conduct due to the Jind byelection.
“Since the model code of conduct, I cannot comment on the steps being taken by the police as
it is related to government policies,” said the DGP.

Air Pollution
As rain abates, Delhi’s air quality dips again (The Indian Express:20190124)

https://indianexpress.com/article/cities/delhi/as-rain-abates-delhis-air-quality-dips-again5553064/

According to Central Pollution Control Board data, the city saw an air quality index value of
212 as opposed to 98 on Tuesday.
Delhi weather today: AQI in capital back to ‘unhealthy’, more rains predicted
Delhi rain brings temperature down but leaves waterlogged roads, cave-ins in its wake
Dense fog engulfs Delhi, flight operations at IGI airport disrupted
As rain abates, Delhi's air quality dips again
A day after heavy rain brought down pollution levels in the city, the air quality deteriorated to
the ‘poor’ level again on Wednesday.
According to Central Pollution Control Board data, the city saw an air quality index value of
212 as opposed to 98 on Tuesday.

According to the SAFAR forecast, the condition will get worse in the coming days. The two day forecast says that the concentration of pollutants will increase and will take Delhi’s air
quality into the ‘very poor’ category. Wind speed, which was favourable over the past two
days, also reduced on Wednesday, leading to more pollution as well as dense fog in the
morning.
The two -day forecast says that the concentration of pollutants will increase and will take
Delhi’s air quality into the ‘very poor’ category.
The fog cover persisted between 8 am and 10 am and visibility dropped to between 100 and
150 metres. “Dense fog occurred suddenly at a time when the western disturbance was
moving away and the cloud cover had just cleared. Such sudden formation of dense fog — a
rare occurrence — has been difficult to predict,” said RK Jenamani, in charge of the IGI
Airport Met Centre.
According to the IMD forecast, Thursday, Saturday and Sunday are expected to see very
dense fog in the morning hours. Friday could see light rain.
Officials said the minimum temperature is expected to dip to 6 degrees Celsius on Thursday
morning.
“The minimum temperature is expected to dip to 4 degrees Celsius starting Sunday. The
maximum is also going to be in the range of 17 to 19 degrees Celsius,” he said.

New study to identify PM2.5 constituents (Hindustan Times:20190124)

http://paper.hindustantimes.com/epaper/viewer.aspx

NEW DELHI: Every time pollution spikes in Delhi, one of the major pollutants identified is
particulate matter (PM) 2.5. But what constitutes it are yet to be identified.
The Delhi tableau on display at Rajpath during the dress rehearsal for the Republic Day
Parade, on Wednesday.
A Delhi-based environment think tank along with the Delhi Pollution Control Committee
(DPCC) would be carrying out a study to figure out just that.
The study will identify how contributions from different pollution sources are changing every
hour in select locations.
The three-month pilot study would identify elements that comprise PM2.5 – the finer and
more harmful of particulate matter that pollutes Delhi’s air.

Experts said if it is found that sodium particle is present in the air, then it can be concluded
that contributions are coming from sea salt. If there is chromium, then it could be coming
from steel manufacturing units.
When pollution spikes in a certain areas, scientists would be able to zero in on source just by
looking at the markers. “The pilot study will come out with signatures to identify major
sources of pollution in real time. Once we have established it for various sources of pollution,
the real time analysis will help us identify the source of pollution, which will then help in
taking corrective action,” Chandra Bhushan, deputy director general of Centre for Science
and Environment, said.
Experts said various measures under the graded response action plan (GRAP) are enforced
when pollution spikes, without any idea as to the source. The actions are mainly based on
age-old static source apportionment studies.
“This is an opportunity to move from static one-time source apportionment to dynamic
source identification and realtime mitigation. It can inform ongoing efforts and processes to
implement the GRAP and the comprehensive action plan for a more effective impact,”
Anumita Roychowdhury, executive director (research and advocacy) of CSE, said.
The study will be carried out using a real time particulate matter and elemental analyser,
developed by Japanese instrumentation company Horiba, that gives a continuous analysis of
PM2.5 concentration.
The present study has some limitations. It would be shortterm that would not include seasonal
effects and annual events such as firecrackers on Diwali and crop stubble burning.

HIV/AIDS
Delhi govt planning travel passes for HIV patients, HC told (The Indian
Express:20190124)

https://indianexpress.com/article/cities/delhi/delhi-govt-planning-travel-passes-for-hivpatients-hc-told-5553049/

This was disclosed in an affidavit before a Delhi High Court bench of Chief Justice Rajendra
Menon and Justice V K Rao, which in September last year had directed the government to
consider if travel passes/cards can be granted to such people.

The issue of granting travel concessions to AIDS patients had come up during hearing of a
PIL initiated by the HC after it received a letter from an AIDS victim, seeking enhancement
of the Rs 1,000 pension given to him.
To help people with HIV/AIDS, the Delhi government is working on modalities to grant
travel concessions for those who visit any of the 11 Anti Retroviral Treatment (ART) centres
in the capital.
This was disclosed in an affidavit before a Delhi High Court bench of Chief Justice Rajendra
Menon and Justice V K Rao, which in September last year had directed the government to
consider if travel passes/cards can be granted to such people.
Delhi government additional standing counsel Gautam Narayan said, “In a meeting held
under chairmanship of Chief Secretary, Delhi, on January 2, 2019, it was decided to work out
the modalities in consultation with DTC/ transport department for payment of a fixed amount
to cover the fare for scheduled visits to ART centres in Delhi by PLHIV, in the form of
topping of Common Mobility Cards for beneficiaries and seeking approval of competent
authority for the financial grant.”
The issue of granting travel concessions to AIDS patients had come up during hearing of a
PIL initiated by the HC after it received a letter from an AIDS victim, seeking enhancement
of the Rs 1,000 pension given to him.
The court had appointed advocate Ajay Verma as an amicus to assist them in the matter. He
apprised the bench that Tamil Nadu and Karnataka provide free travel passes to such persons,
while Kerala and Gujarat had several schemes, including access to subsidised food.
On the court’s direction to have a system that would automatically release pension to such
people, just like various subsidies are transferred to bank accounts, the affidavit said the
“benefit of Financial Assistance Scheme (FAS) is conditional and being provided only on
regular visit to ATR centre…”
It further stated that FAS benefits are released quarterly based on a certificate issued by the
nodal officer of the ART centre concerned.

Diet/Nutrition
Women who eat meat less prone to disease: study (The Indian Express:20190124)

https://indianexpress.com/article/lifestyle/health/women-who-eat-meat-less-prone-to-diseasestudy-5553067/

Results show that women from Kashmir who consumed up to five non-vegetarian meals a
week were found to be at a lesser risk of these diseases irrespective of whether they were
suffering from PCOS or were healthy, in comparison to women in Delhi who followed a
vegetarian diet.
A total of 144 women were suffering from PCOS and 320 were healthy. They were divided
on the bases of their dietary preferences — vegetarianism and non-vegetarianism. The
findings have left researchers bewildered. (Representational Image)
A joint study by doctors at AIIMS, Delhi, and Sher-i-Kashmir Institute of Medical Sciences
(SKIMS) on dietary habits of women suggested that those who consume non-vegetarian
meals are less prone to diseases such as diabetes, cardiac ailments, cancer and obesity as
compared to those on a vegetarian diet.
The survey was conducted on women between the ages of 18 and 40 years and is funded by
the Department of Bio Technology (DBT), Government of India.
A total of 464 women enrolled from Delhi and Kashmir between 2015 and 2018. Women
who consumed meat (203) were selected from Kashmir, while those who were vegetarian
(261) were from Delhi. This included women who were healthy as well as those suffering
from polycystic ovarian syndrome (PCOS).
A total of 144 women were suffering from PCOS and 320 were healthy. They were divided
on the bases of their dietary preferences — vegetarianism and non-vegetarianism. The
findings have left researchers bewildered.
Results show that women from Kashmir who consumed up to five non-vegetarian meals a
week were found to be at a lesser risk of these diseases irrespective of whether they were
suffering from PCOS or were healthy, in comparison to women in Delhi who followed a
vegetarian diet.
First described in 1935, PCOS causes irregular menstrual cycles, excessive body or facial
hair and polycystic ovaries in women. PCOS increases the risk of having three types of
cancer — ovarian, endometrial and breast.
All women underwent a detailed clinical assessment using a common proforma and methods
of evaluation at both centres.

They were examined on the basis of their menstrual history, drug intake, 72-hour dietary
recall, blood pressure, height, weight, lipid profile, liver function, kidney function and
inflammatory marker (hs-CRP, TNF-a, IL-6, resistin, adiponectin). Higher TNF-a means
increased risk of having the lifestyle disease, while adiponectin is considered to be the
protective marker.
“It is a well- known fact that a Mediterranean diet has low risk of heart disease, diabetes,
cancer and obesity. We thought that an Indian vegetarian diet would be equally healthy, but
in this study, the results were contrary. We checked the inflammatory markers and insulin
resistance in both categories and found that the parameters were better in women from
Kashmir who consumed non-vegetarian food,” said Dr Ashraf Ganie, Professor of
Endocrinology and Metabolism at SKIMS, who lead the study at AIIMS, Delhi, when he was
Associate Professor of Endocrinology and Metabolism. Insulin resistance is a condition in
which the body produces it, but does not use it effectively.
Researchers are also exploring if the genetic and pollution patterns in both states have any
role to play. “Insulin resistance is a common link between these diseases. We will further
study if the diets have some components which are pro-inflammatory. Other factors such as
pollution levels and genetic drift will be considered in the second phase of our study,” Dr
Ganie added.

Anganwadi workers
Those we take for granted (The Indian Express:20190124)

https://indianexpress.com/article/opinion/columns/those-we-take-for-granted-indiasustainable-development-anganwadi-panchayat-pwd-5552953/

Anganwadi workers, teachers, nurses are paid low salaries, their work devalued
The writer is assistant professor (Economics), School of Liberal Studies, Ambedkar
University.
Anganwadi workers provide a long list of services, ranging from teaching pre-schoolers to
visiting homes of young children for nutrition and health counselling. Despite that, these
workers get about Rs 5,000 a month, which is less than the minimum wages. (File Photo)
Frontline workers providing basic services through various government programmes form the
backbone of the country’s social welfare system. India’s ability to achieve its SDGs or to
have a healthy skilled workforce that contributes towards economic progress or social and

human development depends to a large extent on the performance of teachers, nurses,
anganwadi workers, panchayat secretaries and PWD staff. That is perhaps why they have
been at the receiving end of the criticism for shortfalls in the country’s social indicators.
Unfortunately, while the blame is easily apportioned, there is not enough attention paid to the
conditions under which they work or the value that is attributed to their work.
These workers face a number of obstacles in doing their daily jobs — lack of infrastructure,
poor training, interminable bureaucratic reporting responsibilities, no supportive supervision,
absence of clear accountability structures (to the community they serve as well as to the
higher-ups), poor grievance redress mechanisms and for a majority, less than commensurate
remuneration. These concerns are usually covered up in the narrative of rampant absenteeism
and poor attention to core responsibilities. It is based on the assumption that all government
employees are paid according to the Pay Commission scales. Nothing could be further from
the truth, at least as far as the frontline government employees are concerned.
Let us take the example of anganwadi workers. There are almost 14-lakh anganwadi workers
in the country providing health and nutrition services to over eight crore beneficiaries. They
provide a long list of services, ranging from teaching pre-schoolers to visiting homes of
young children for nutrition and health counselling. Despite the importance of the work, their
positions are considered “honorary” and their emoluments kept out of all norms of minimum
wages and pay grades. In most parts of the country, anganwadi workers get about Rs 5,000 a
month, which is less than the minimum wages and even these small salaries are often
irregular and delayed. A study of six states by the Centre for Equity Studies in 2016 revealed
that 35 per cent of the workers had not received their previous month’s salary, 50 per cent of
the workers felt that the funds they received for running the day-to-day activities of the centre
were inadequate and 40 per cent reported spending their own money to keep the centre’s
activities going.
Another example is that of government school teachers. With salaries presumed at Rs 4050,000 a month and upwards, their lack of commitment to teaching is seen as unpardonable.
While there is truth in the fact that teachers devote less than desired time to teaching, what is
less understood are the reasons for this. The reality is that low financial allocations to the
education sector have meant that state governments cannot afford to hire teachers at the Pay
Commission scales. Therefore, over the years, they have hired fewer teachers, leading to
huge vacancies, or resorted to various forms of contractualisation that allows them to
circumvent the norms. As a result, salaries, in fact, range from Rs 3,700 per month to Rs
50,000 per month, for the same post and quantum of work in the same school. A case filed by
teachers in Gujarat, showed that some of them were being paid less than even the minimum
wages. Despite the Gujarat High Court ordering a revision of their pay scales, the matter had
to come to the Supreme Court, where it has been awaiting a judgment for four years.
In a recent visit to a Nutrition Rehabilitation Centre (NRC) in Madhya Pradesh, a staff nurse
appointed on a full-time basis (also doing night shifts) was found to have a salary of just Rs
10,000 a month — information that is not available in the public domain. Similarly, RTIs
filed by one of the authors, on the salary structures of teachers across all states, has come a

cropper. It appears that this basic information is not collected in any systematic manner by
any of the states, or by any national data collection agency.
After the RTE banned contract teachers, non-regular teachers were no longer referred to as
contract or para teachers, but in fact continue to function as such. Their contracts are
“permanent”, but their terms are not that of a regular government employee. And, like the
anganwadi, school teachers are saddled with a host of administrative work. The spectre of
shortages, non-teaching duties and low pay indicate a rapid de-professionalisation of teaching
and de-valuing of their core responsibilities.
If the crisis of performance in these sectors is to be addressed a closer look at their
governance architectures is necessary.

WHO 2019 threats list
Pollution, drug resistance, dengue: What’s on WHO 2019 threats list (The Indian
Express:20190124)

https://indianexpress.com/article/explained/explained-pollution-drug-resistance-denguewhats-on-who-2019-threats-list-5553008/

What do the ten threats to global health in 2019 mean for India, and where does the country
stand on tackling each?
Explained: Pollution, drug resistance, dengue: What’s on WHO 2019 threats list
The average life expectancy in the country would have been 1.7 years higher if air pollution
levels were lower than the minimum level causing health loss.
The World Health Organisation (WHO) has released a list of “Ten threats to global health in
2019”, which would “demand attention from WHO and health partners”. What do these mean
for India, and where does the country stand on tackling each?
Air pollution, climate change
This is the gravest risk, with nine out of 10 people breathing polluted air across the world.
India, with 18% of the world’s population, sees a disproportionately high 26% of the global
premature deaths and disease burden due to air pollution. According to estimates by the India
State-Level Disease Burden Initiative, published in The Lancet Planetary Health last month,
over half the 12.4 lakh deaths in India attributable to air pollution in 2017 were of individuals

of age under 70. And the average life expectancy in the country would have been 1.7 years
higher if air pollution levels were lower than the minimum level causing health loss.
Noncommunicable diseases
Noncommunicable diseases such as diabetes, cancer, and heart disease kill 41 million every
year — over 70% of deaths worldwide — including 15 million premature deaths of people
ages 30-69. The NCD sword has long hung over India, earning it monikers such as “diabetes
capital of the world”. Initial data from the Pradhan Mantri Jan Arogya Yojana (PMJAY)
health coverage programme has confirmed this trend — until December 8, 22% of claims had
been sanctioned for angioplasty, and 9% for coronary artery bypass graft. India’s current
estimated cancer burden — over 1.5 million new cases — is predicted to nearly double in 20
years with age-adjusted mortality rates of 64.5 per 1,00,000 people.
Global influenza pandemic
“The world will face another influenza pandemic — the only thing we don’t know is when it
will hit and how severe it will be,” says the WHO. “Global defences are only as effective as
the weakest link in any country’s health emergency preparedness and response system.” Until
January 13, 1,694 cases of swine flu had been reported in the country this year, with 49
deaths. In 2018, 14,992 cases and 1,103 deaths were reported countrywide.
Fragile, vulnerable settings
More than 1.6 billion people (22% of the global population) live in places where protracted
crises (through a combination of challenges such as drought, famine, conflict, and population
displacement) and weak health services leave them without access to basic care. The massive
distress in India’s farm sector has engendered waves of internal migration for work. This
migrant population often live in unhygienic conditions with very little access to basic care —
a major argument for PMJAY’s national portability. Natural calamities routinely bring health
crises in their wake — the Kerala floods last year were followed by a leptospirosis outbreak.
The Rohingya migration crisis unfolding in Bangladesh could send ripples into India.
Antimicrobial resistance
“The ability of bacteria, parasites, viruses and fungi to resist (antibiotics)… threatens to send
us back to a time when we were unable to easily treat infections such as pneumonia,
tuberculosis, gonorrhoea, and salmonellosis,” says the WHO. India’s battle against drugresistant tuberculosis underlines this threat. Antimicrobial resistance (AMR) is what a
pathogen develops upon non-lethal exposure to a drug, which usually happens when patients
do not complete the full dosage prescribed. It is also a result of rampant over-the-counter sale
of medications without the prescription of a registered medical practitioner. India, China, and
the Russian Federation accounted for 47% of the global incidence of MDR/RR (rifampicin
resistant) TB in 2016. India now has an AMR policy but implementation is poor.
Weak primary healthcare

Primary healthcare “ideally should provide comprehensive, affordable, community-based
care throughout life”, “yet many countries do not have adequate primary healthcare
facilities”, says the WHO. The primary care arm of Ayushman Bharat, with a proposed
1,53,000 health and wellness centres, has received less attention than PMJAY. Only about
5,000-odd centres are estimated to be functioning currently. Rural health statistics for 2017
show 8,286 posts of doctors in primary health centres are vacant (against a requirement of
27,124), and 1,974 of the total 25,650 PHCs have no doctors at all.
Vaccine hesitancy
“The reluctance or refusal to vaccinate despite the availability of vaccines threatens to reverse
progress made in tackling vaccine-preventable diseases,” says the WHO. “Vaccination…
currently prevents 2-3 million deaths a year, and a further 1.5 million could be avoided if
global coverage of vaccinations improved.” In India, diphtheria has seen a resurgence —
more than 24 children died in Delhi in September 2018, and 27 in Haryana’s Nuh in
December. Delhi High Court has recently underlined the requirement of parental consent in
vaccination — something traditionally thought of as being implied. Some experts fear the
court’s intervention will adversely impact vaccination drives.
Dengue
Dengue is endemic to India, “its season in… countries (like Bangladesh and India) is
lengthening significantly (in 2018, Bangladesh saw the highest number of deaths in almost
two decades), and the disease is spreading to less tropical and more temperate countries such
as Nepal…” WHO estimates 40% of the world is at risk of dengue, with around 390 million
infections annually. Until November 25, 2018, India saw 89,974 dengue cases and 144
deaths.
HIV
According to the WHO, the “epidemic continues to rage with nearly a million people every
year dying of HIV/AIDS. Since the beginning of the epidemic, more than 70 million people
have acquired the infection, and about 35 million people have died. Today, around 37 million
worldwide live with HIV”.
Many think HIV is one of the health success stories from India. In the 1990s, the country was
said to be sitting on an HIV-AIDS volcano waiting to erupt. That did not happen, and India
has now launched a test and treat policy, made HIV treatment the right of every indivudal
who needs it, and is a stakeholder in the WHO’s 90-90-90 target for HIV elimination. (By
2020, 90% of people living with HIV will know their status, 90% of people diagnosed with
HIV will receive sustained antiretroviral therapy, and 90% of people receiving antiretroviral
therapy will have viral suppression.) The HIV/AIDS Act, 2018 makes access to antiretroviral therapy an actionable legal right for Indians living with HIV/AIDS — about 21
lakh.
Ebola, other pathogens

While India has been spared Ebola so far, the WHO prioritises research & development for
several haemorrhagic fevers, Zika, Nipah, and SARS. Several Indian states battled Zika in
October-November 2018, and at least 17 people died of Nipah infection in Mallapuram and
Kozhikode of Kerala over April and May.

Malnutrition
India fails its malnourished young (Hindustan Times:20190124)

http://paper.hindustantimes.com/epaper/viewer.aspx

Village health workers report to two ministries. This hampers data-sharing and accountability
In a tiny village somewhere in northern India, three-year-old Leela is malnourished, but no
one knows. Her parents, poor labourers barely making ends meet, don’t notice. The
government health system hasn’t spotted the child. Across hundreds of villages, mothers and
children who need attention are routinely being missed out. That is a key reason why almost
36% of children under age five are underweight and over 50% of pregnant women are
anaemic, according to national health statistics.
In every village, government health and nutrition services are delivered through three women
health workers. The Accredited Social Health Activist (ASHA) mobilises the community
through home visits, and the anganwadi worker is responsible for nutrition needs of women
and children, and early childhood education. The ASHA and the anganwadi worker
independently share their information with the Auxiliary Nurse Midwife (ANM), who
delivers services such as immunisation, and antenatal care, basic diagnosis, treatment and
referral. These three women who have complementary health related responsibilities is an
enlightened system on paper. Where they team up, they are a powerful force.
The fundamental problem is structural. The anganwadi worker reports into the Integrated
Child Development Services (ICDS) system of the women and child development (WCD)
ministry, the ANM into the health ministry, and the ASHA to health (with a dotted line to
WCD). With two ministries controlling three women workers, there is inadequate data
sharing and weak accountability.
There are problems with data collection, recording and sharing, with practices varying across
states. In Rajasthan, the anganwadi worker and the ASHA do separate baseline surveys of the
village population – one looks at every household, and the other only at dwellings with
‘eligible couples’ in the age group 15-49. They even use different house numbers in their
records. Each of the AAA keeps voluminous registers, and their records are often unreliable.

There can be different ways of collecting data. In most states, the anganwadi worker assesses
malnutrition by weighing the child. In Rajasthan the ASHA does it measuring mid upper arm
circumference (MUAC). Common baseline, data collection and recording are essential if the
AAA workers are to zero in on cases like Leela.
Accountability for case identification fundamentally requires role clarity. ASHA’s and
anganwadi worker’s responsibilities overlap. The latter maintains information on anaemia,
blood pressure and other indicators which she could easily obtain from her health department
counterparts. This would allow her to discharge her primary functions of nutrition and early
childhood education provision more effectively. With overlapping functions, it is difficult to
hold workers accountable. The accountability issue extends upward through the system, since
the AAA workers have different supervisory systems, reporting into different ministries.
The first solution is better coordination, and best practices are to be found in a few states like
Tamil Nadu and Kerala. Certain states, and central government, are taking good steps. In
every village in Rajasthan, through the Rajsangam programme, ASHAs, ANMs and AWWs
are being trained to use a common ‘AAA platform’. They together map their villages, work
off a common database, and routinely share data. Poshan Abhiyan, a visionary central
government programme requires that several ministries (beyond health and woman and child)
take up joint activities for better nutrition.
Convergence activities are good, but ultimately, there must be a more incisive structural
solution -- bring ICDS within the purview of the health ministry and create a single chain of
command for health and nutrition workers and supervisors. Nutrition is ultimately a health
issue. Mother and child should receive a continuum of care from conception till the child
turns six. This system would also spur innovation. For instance, the Common Application
Software (CAS) has been introduced by the ICDS department. It is a wonderful product, and
its obvious evolution is into a ‘CAS2’—an integrated product that would link all three
workers in real time. We have created such an integrated app and field tested it and seen that
it makes a huge difference to workers morale as well as efficiency. The question is whether,
with two ministries involved, CAS2 will happen anytime soon.
Today there is talk about convergence in activities, but little debate about structural change.
Merger of ICDS with health could be painstaking, but the best solution. All stakeholders -media, influentials, communities -must raise the issue. The well-being of thousands of
Leela’s is at stake.

Women Health (The Asian Age:20190124)
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Alzheimer's disease
Alzheimer's: Could targeting this mechanism reverse memory decline? (Medical News
Today:20190124)

https://www.medicalnewstoday.com/articles/324263.php

A novel genetic approach that repairs broken connections between brain cells could lead to
treatments that restore memory capacity in Alzheimer's disease.
By using epigenetics, it may soon be possible to reverse memory loss in Alzheimer's disease.
The new approach reverses changes to gene expression that tend to occur in the later stages of
the disease.

Scientists at State University of New York at Buffalo demonstrated how the method was able
to reverse Alzheimer's memory decline in mice.
Much genetic research on the causes of Alzheimer's disease focuses on changes in the DNA
of genes.
The new study, however, focuses on epigenetics, which concerns mechanisms that can switch
genes on and off without disturbing their DNA code.
A paper about the work now features in the journal Brain.
"In this paper," says senior study author Zhen Yan, Ph.D., who is a professor in the
Department of Physiology and Biophysics, "we have not only identified the epigenetic factors
that contribute to the memory loss, we also found ways to temporarily reverse them in an
animal model of [Alzheimer's disease]."
Alzheimer's disease and loss of synapses
Alzheimer's disease is the leading cause of dementia. According to the World Health
Organization (WHO), between 60 and 70 percent of the 50 million people worldwide who are
living with dementia have Alzheimer's.
Most people who develop Alzheimer's disease begin to experience symptoms between the
ages of 60 and 70 years. They will have difficulty remembering, thinking, and carrying out
simple daily tasks. Eventually, they will not be able to live independently.
Alzheimer's: 9 new genetic risk factors found
Study reveals new genetic risk factors and potential biological mechanisms of Alzheimer's
disease.
Although experts do not fully understand the causes of Alzheimer's disease, they suggest that
it develops due to a combination of genes, environment, and lifestyle.
One of the distinguishing features of Alzheimer's disease is a type of brain damage that leads
to the loss of synapses, which are the junctions between neurons, or brain cells.
Signals from one cell pass to another by means of chemical messengers called
neurotransmitters, which cross a gap in the synapse.
Epigenetics and glutamate receptors
For communication across synapses to work effectively, brain cells need an abundance of
specialized proteins called receptors. One of these, the glutamate receptor, is crucial for shortterm memory and learning, says Yan.
It appears that the most significant decline in memory and thinking skills occurs in the later
stages of Alzheimer's disease, and a major reason for this seems to be the loss of glutamate
receptors.

"We found that in Alzheimer's disease," explains Yan, "many subunits of glutamate receptors
in the frontal cortex are downregulated, disrupting the excitatory signals, which impairs
working memory."
She adds that the epigenetic changes that occur in Alzheimer's tend to occur in the later
stages of the disease. This is when people struggle to retain new information and experience
"the most dramatic cognitive decline."
Various epigenetic mechanisms can switch genes on and off, or upregulate or downregulate
their expression.
For example, some mechanisms can put chemical tags on a gene's DNA or alter the structure
of its packaging to make parts of its DNA more or less accessible to cell processes.
Where the gene codes for a protein, upregulation or downregulation will lead to cells making
more or less of the protein.
The researchers discovered that the type of epigenetic mechanism that was causing a
reduction in glutamate receptors was a packaging-altering one that goes by the name of
"repressive histone modification."
They found evidence of increased repressive histone modification in the mouse model of
Alzheimer's and in postmortem tissues of people with the disease.
The epigenetic mechanism downregulates the gene and reduces the production of glutamate
receptors. This "leads to loss of synaptic function and memory deficits," says Yan.
New directions for brain disease treatments
As there are enzymes that control repressive histone modification, the findings suggest that
drugs that target them could be promising candidates for treating Alzheimer's.
In further work with the mouse models, the team confirmed that this was likely to be the case.
Injecting the animals with compounds that block the enzymes led to improvements in
working, spatial, and recognition memory that lasted for about 1 week.
The improvements also coincided with a "recovery of glutamate receptor expression and
function in the frontal cortex," remarks Yan.
Alzheimer's and other such brain diseases rarely link to just one gene. They are usually
polygenetic, that is, they involve many genes, each having only a small effect.
Yan says that because epigenetic processes often influence several genes, they could offer
more fruitful treatment targets for polygenetic conditions.
"An epigenetic approach can correct a network of genes, which will collectively restore cells
to their normal state and restore the complex brain function."
Zhen Yan, Ph.D.

Breast Cancer
Oolong tea extract may stave off breast cancer (Medical News Today:20190124)

https://www.medicalnewstoday.com/articles/324255.php

New research finds that oolong tea can damage breast cancer cells and that people who
consume large amounts of this tea have a lower risk of developing breast cancer.
Oolong tea may have secret cancer-fighting properties, a new study suggests.
Despite recent advances in screening procedures and treatment, breast cancer remains both
the most common form of this disease and the second leading cause of cancer death among
women.
According to estimates by the American Cancer Society, more than 250,000 women in the
United States developed breast cancer in 2017, and more than 40,000 died as a result.
In this context, researchers are still in need of more effective prevention and treatment
strategies. Moreover, given the side effects of chemotherapy, the need for nontoxic
alternatives is also dire.
With these aims in mind, scientists have investigated the potential benefits of green tea for
breast cancer and found that certain compounds have anti-cancer effects. However, few
studies have examined other types of tea and their role in breast cancer prevention.
Now, a study looks at the potential benefits of oolong tea. Chunfa Huang, Ph.D., who is an
associate research professor in the department of internal medicine at Saint Louis University
in Missouri, led the new research.
Huang and colleagues published their findings in the journal Anticancer Research.
Oolong tea damages breast cancer cells
Huang and team examined the effect of oolong tea extract on six breast cancer cell lines,
which included ER-positive, PR-positive, HER2-positive, and triple-negative breast cancer
cells.
The researchers treated these cells with different concentrations of green, oolong, black, and
dark tea extracts.
A new drug combo stops metastasis in mice.
Huang and team examined the viability of the cells and measured the DNA damage and
cleavage, as well as any other changes in the morphology of the cells.

The extracts of green and oolong tea stopped the growth of all types of breast cancer cell. In
contrast, black and dark tea extracts had no effect on the cells. Huang and team conclude:
"Oolong tea, same as green tea, can induce DNA damage and cleavage, play an inhibitory
role in breast cancer cell growth, proliferation, and tumorigenesis, and [it has] great potential
as a chemopreventive agent against breast cancer."
Oolong tea drinkers and breast cancer risk
Additionally, the scientists examined annual cancer registry data from China and the Fujian
province and found that people in the latter area were 35 percent less likely to have breast
cancer and 38 percent less likely to die from it compared with the national average.
They also noted that people who consumed large amounts of oolong tea on a regular basis
were 25 percent less likely to develop breast cancer compared with the average incidence in
the Fujian province and 50 percent less likely compared with the national average.
Finally, compared with the national average, high consumers of oolong tea were 68 percent
less likely to die prematurely.
"It is clear that more study is needed," Huang says. However, "[t]he lower incidence and
mortality in regions with higher oolong tea consumption indicate that oolong tea has great
potential for its anti-cancer properties."
"From our results," concludes Huang, "oolong tea, much like green tea, plays a role in
inhibiting breast cancer cell growth, proliferation, and tumor progression."

