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Covid-19: 108 +ve,
Covid-19: 108 +ve, four teachers among infected in Ludhiana district (The
Tribune: 20210308)
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Covid-19: 108 +ve, four teachers among infected in Ludhiana district
A city resident gets vaccinated against Covid. Inderjeet Verma
A total of 108 persons from this district and 31 from other districts tested positive for Covid
today, taking the total number of active cases in the district to 27,940.
Click here for the latest developments on Covid-19 epidemic
Meanwhile, the number of active cases has gone up to 839 (+108).
Among those testing positive were four teachers of government schools (two from Koom Kalan
and one each from Mullanpur and Sahnewal).
One patient from Moga succumbed to the virus, but the number of deaths in the district
remained at 1,036.
Among those testing positive today 13 were in contact with infected persons, 30 from OPDs,
38 from flu corner (ILI), 16 (tracing in process), two health workers and one AMC.
The total number of samples taken during the last 24 hours were 4,195 and the reports of 2,034
were awaited.
Weblink where residents can check real time status of vacant and filled beds in all hospitals:
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India Covid tally crosses
India Covid tally crosses 1.12 crore with 18,711 new cases (The Tribune:
20210308)
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Recovery rate drops to 96.95 per cent; death toll climbs to 1,57,756
India Covid tally crosses 1.12 crore with 18,711 new cases
A medic takes samples from a man for COVID-19 testing, at APMC market in Navi Mumbai.
— PTI
New cases of coronavirus infection in India were recorded above 18,000 for the second
consecutive day taking the country's tally of COVID-19 cases to 1,12,10,799, the Union Health
Ministry said on Sunday.
The active cases registered an increase for the fifth consecutive day. The COVID-19 active
caseload increased to 1,84,523 which now comprises 1.65 per cent of the total infections.
The recovery rate has dropped further to 96.95 per cent, the ministry data stated.
A total of 18,711 new infections were registered in a day, while the death toll increased to
1,57,756 with 100 daily new fatalities, the data updated at 8 am showed. On January 29, 18,855
new infections were recorded in a span of 24 hours.
The number of people who have recuperated from the disease surged to 1,08,68,520 which
translates to a national COVID-19 recovery rate of 96.95 per cent, while the case fatality rate
stands at 1.41 per cent.
India's COVID-19 tally had crossed the 20-lakh mark on August 7, 30 lakh on August 23, 40
lakh on September 5 and 50 lakh on September 16. It went past 60 lakh on September 28, 70
lakh on October 11, crossed 80 lakh on October 29, 90 lakh on November 20 and surpassed
the one-crore mark on December 19.
According to the ICMR, 22,14,30,507 samples have been tested up to March 6 with 7,37,830
samples being tested on Saturday.
The 100 new fatalities include 47 from Maharashtra, 16 from Kerala and 12 from Punjab.
A total of 1,57,756 deaths have been reported so far in the country including 52,440 from
Maharashtra followed by 12,517 from Tamil Nadu, 12,359 from Karnataka, 10,919 from Delhi,
10,277 from West Bengal, 8,729 from Uttar Pradesh and 7,173 from Andhra Pradesh

9 apes at San Diego Zoo get Covid vax
Eight western lowland gorillas were infected with the virus (The Tribune:
20210308)
https://www.tribuneindia.com/news/coronavirus/9-apes-at-san-diego-zoo-get-covid-vax221858

Four orangutans and five bonobos received the Covid-19 injections in January and February
Nine great apes at the San Diego Zoo have been vaccinated against the novel coronavirus after
some gorillas were infected with the disease.
Four orangutans and five bonobos received the Covid-19 injections in January and February,
the zoo confirmed earlier this week.
The vaccinations followed a January outbreak at the zoo's Safari Park, reports Xinhua news
agency.
Eight western lowland gorillas were infected with the virus, probably due to exposure to a
zookeeper who had tested positive for Covid-19, officials said.
The gorillas' symptoms were mild and limited to coughing, congestion and fatigue.
They have fully recovered, according to the zoo.
According to the US Centers for Disease Control and Prevention (CDC), several animals in
zoological facilities have tested positive for the novel coronavirus earlier, including large cats
and great apes.
Several lions and tigers in a New York zoo, a puma in South Africa, tigers in a Tennessee zoo,
snow leopards at a Kentucky zoo, and gorillas at a California zoo have tested positive for the
virus after showing signs of illness.
A cougar and tiger at a Texas facility that exhibits wild animals also tested positive.
It is suspected that these animals became sick after being exposed to employees with Covid19, despite the staff following health precautions, the US CDC said.

Health spending
How govt plans to push health spending to target of GDP’s 2% (Hindustan
Times: 20210308)
https://epaper.hindustantimes.com/Home/ArticleView

India’s official policymakers have long recognised that spending on public health care ought
to be at least 2% of gross domestic product (GDP), first proposed by the 11th five-year plan
(2007-12), but the country has been struggling to spend even less than half of it.
The NK Singh-led 15th Finance Commission (FC)’s recommendations on health, accepted by
the Union government in its action-taken report, have called for many first-time financial and
non-financial measures to re-prioritise public health expenditure to reach a targeted 2.5% of
gross domestic product by 2025.
Despite decades of strong economic growth, the country’s spending on health care is barely
1% of GDP, way below Brics peer nations, resulting in serious supply-side deficits of facilities
and professionals.
According to the Rural Health Survey 2018-19, there is an 85.6% shortfall of surgeons, 75%
deficit of obstetricians and gynaecologists, 87.2% of physicians, and 79.9% shortfall of
paediatricians in the primary health sector in rural areas.
Based on the recommendations of the 15th FC, a significant portion of federal health care grants
will for the first time be routed through urban local bodies, or municipalities, and, at the rural
level, through panchayats, the government’s action-taken report shows.
The grants for the health sector have been divided into two parts. One, grants worth ₹70,051
crore meant exclusively for local governments (municipalities and panchayats). Two, sectoral
grants aggregating to ₹31,755 crore for the states.
Also, during the 15th FC’s award period (2021-26), unconditional grants-in-aid for health care
alone will work out to 0.1% of GDP for the first time. The target of 2% of GDP for provisioning
public health care was first proposed by the 11th five-year plan (2007-12). The target was
reiterated by the National Health Policy 2017. Yet, total expenditure on health was just 0.96%
in 2018-19.
In another first, the 15th FC has reserved a majority of health grants for the primary sector.
“We recommend that primary health care should be the number one commitment of each and
every state and that primary health expenditure should be increased to two-thirds of total health
expenditure by 2022,” the commission’s report stated.
“The total grants-in-aid support to the health sector over the award period works out to
₹1,06,606 crore which is 10.3% of the total grants in aid recommended by us. This forms about
0.1% of gross domestic product. The grants for the health sector will be unconditional,” the
commission’s report said.
The commission has calculated that states should allocate 8% of their annual budgets to achieve
the overall spending target.
For critical-care hospitals, the 15th FC has recommended ₹15,265 crore. This includes ₹13,367
crore for general states, and ₹1,898 crore for North-east states.

Given regional disparities, the commission devised an innovative “per capita health
expenditure distance method”, similar to the income distance method, to award the shares.
To decide on a state’s share of resources, finance commissions usually rely on parameters such
as income distance, population size, geographical location and forest cover, etc, which are then
assigned weightages. Income distance is the difference between average per capita incomes
and the per capita income of an individual state in question. It gives the most direct measure of
how rich or poor a state is.
The grants states will receive on the basis of this innovative “expenditure distance” formula
will be sufficient to cover the full capital cost of building 205 hundred-bed hospitals and 157
fifty-bed hospitals, according to the 15th FC report.
“The recommendations are revolutionary and, if implemented, will revolutionise the sector
because of the focus on primary health care,” said Dr Dorairaj Prabhakaran, vice-president,
research and policy, at the Public Health Foundation of India.
However, Prabhakaran said the large disparities in capacities of states could still be a stumbling
block. “Some better-placed states will definitely implement, utilise and add to the funds while
less developed states may return some of the funds unutilised, as seen in the past,” he said.

Health Care
Shots will stay free at all Delhi govt hospitals (Hindustan Times: 20210308)
https://epaper.hindustantimes.com/Home/ArticleView

An elderly man gets vaccinated against Covid-19 at Sanjeevani Hospital in Daryaganj.
The Covid-19 vaccination centres in Delhi government facilities are likely to continue with the
free jabs even after the drive opens up for everyone, irrespective of their age or health
comorbidities, a senior government official said on Sunday.
Appropriate allocation of funds in this regard will be made in the upcoming Delhi budget that
is likely to be presented this week, he added .
The budget session of the Delhi government starts on Monday and it is scheduled to continue
till March 16. HT has learnt that the economic survey and outcome budget 2020-21 is likely to
be tabled on Monday, while the 2021-22 state budget — the seventh by the Aam Aadmi Party
(AAP) — will be tabled on Tuesday.
The Delhi government had proposed a ₹65,000 crore budget outlay for 2020-21, the highest
till date and around 8.33% higher than the previous financial year’s expenditure. The total
outlay in the AAP government’s first budget, presented in 2015-16, was ₹41,500 crore.

In the 2021-22 budget, the government is likely to further increase the total outlay, said the
senior government official.
This will be the first budget by the state government after the Covid-19 pandemic struck the
Capital, with the infection and the consequent nationwide lockdown severely denting the state
government’s revenue collection by at least 42%, finance department officials said.
The 2020-21 budget had been tabled on March 23, even as Delhi planned a week-long
lockdown, and plans for a nation-wide lockdown loomed.
“Covid-19 vaccines will remain free for all in the government centres. Funds for the same will
be allocated in the budget in this regard,” said the first government official.
Currently, Delhi has 402 vaccine centres spread across 192 locations. Of the total locations –
136 are in private hospitals and 56 are in government hospitals. The drive is currently open for
health workers, front line workers, people aged over 60 years and people aged between 45 and
59 years with specific comorbidities as listed by the Central government. While the inoculation
drive was launched across India on January 16, vaccine shots for the last two groups only
started on March 1. Delhi, so far, has administered the first dose of Covid-19 vaccines to 75,673
people aged over 60 years and 11,095 shots to people with comorbidities aged between 45 and
59 years , government data showed.
In a report published in HT on Wednesday, health minister Satyendar Jain said the government
would take two to three months to cover the first dose for these groups. While there are 2.1
million people aged over 60 years in Delhi, government data showed, there is still no clear
estimate of people aged 45-59 years with comorbidities from the Central government’s list.
Dr K Srinath Reddy, president of Public Health Foundation of India, said: “Extensive vaccine
coverage is needed even for persons below 60 years, because of a high prevalence of
comorbidities in younger age groups. Many people with those health conditions are unaware
of them, especially in the lower socio-economic groups. Both to protect such people and to
slow down the transmission, vaccines have to be administered free of cost in government
hospitals.”
The theme of the upcoming budget of the Delhi government will be “patriotism” and there is
likely to be an allocation of funds for a series of events to he held across the city over a span
of 75 weeks – starting this Thursday with a programme in Connaught Place – to celebrate 75
years of independence in India in August next year and installing national flags across the city,
said the senior government official.
The senior official said that the upcoming budget is also likely to have a proposal for setting
up a new Sainik school in Delhi, apart from allocation of funds for Delhi’s own state education
board which chief minister Arvind Kejriwal had announced on Saturday.

Covid Vaccination (The Asian Age: 20210308)
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Healthcare
What we must consider before digitising India’s healthcare (The Indian
Express: 20210308)
https://indianexpress.com/article/opinion/columns/national-digital-health-mission-harshvardhan-healthcare-sector-7218715/

Technologists and technocrats should be careful to not define ‘public good’ as what they can
conveniently deliver, and instead understand what is actually required.

Developing a comprehensive understanding of the considerations related to health data
infrastructure may also inform the general concerns of e-governance and administrative
digitisation in India, which have not been all smooth sailing.
The National Digital Health Mission – announced by the Prime Minister on Independence Day
— aims to develop the backbone needed for the integrated digital health infrastructure of India.
As the COVID-19 pandemic has shown, a well-functioning personal health data infrastructure
can play a key role in public health management. Developing countries like India, with
significant health challenges, perhaps need such an infrastructure the most. This can help not
only with diagnostics and management of health episodes, but also with broader public health
monitoring, socio-economic studies, epidemiology, research, prioritising resource allocation
and policy interventions. Digitisation can’t be a substitute for the fundamentals — for example,
investment in nutrition and welfare, primary healthcare services and healthcare professionals –
but it can certainly make healthcare more organised, efficient, and effective.
However, before we start designing databases and APIs and drafting laws, we must be mindful
of certain considerations for design choices and policies to achieve the desired social
objectives.
First, the theory of pathways to “public good” needs to be carefully developed. This should not
be based on mere claims and opinions but on rigorous scrutiny and peer review. There must be
a careful examination of how exactly digitisation may facilitate better diagnosis and
management, and an understanding of the data structures required for effective epidemiology.
We must articulate how we may use digitisation and data to understand and alleviate health
problems such as malnutrition and child stunting, the precise data we require to better
understand crucial maternal- and childcare-related problems, how digitisation and precise data
might help better manage and plan our vaccination programmes or the healthcare system in
general, and how implementation programmes may affect different communities — especially
marginalised ones — in different ways.
Second, the potential tensions between public good and individual rights must be examined, as
must the suitable ways to navigate them. Any data infrastructure endeavour that fails to avoid
possible exclusions and hardships due to digitisation, or effectively address privacy concerns
and incorporate ex-ante privacy protection, is bound to get mired in controversies and endless
litigations. Moreover, for the balancing to be sound and for determining the level of due
diligence required, it is imperative to clearly define the operational standards for privacy
management. Privacy cannot be protected by mere forceful proclamations of privacy-bydesign. Conflating privacy with security, as is typical in careless approaches, will invariably
lead to problematic solutions. In fact, most attempts at building health data infrastructures
worldwide — including in the UK, Sweden, Australia, the US and several other countries —
have led to serious privacy-related controversies and have not yet been completely successful.
Third, and relating to the previous point, is digital identity. Even if we define and use a sectorspecific identity, the question of when and how to link it with that of other sectors remains —
for example, with banking or insurance for financial transactions, or with welfare and education

for transactions and analytics. Indiscriminate linking may break silos and create a digital
panopticon, whereas not linking at all will result in not realising the full powers of data
analytics and inference.
Fourth, we need to work out the operational requirements of the data infrastructure in ways that
are informed by, and consonant with, the previous points. In other words, the design of the
operationalisation elements must follow the deliberations on above points, and not run ahead
of them. This requires identifying the diverse data sources and their complexity — which may
include immunisation records, birth and death records, informal health care workers,
dispensaries, primary health care centres, anganwadis and schools, government and private
hospitals at the primary, secondary and tertiary levels, imaging and other diagnostic centres,
personal health equipment, self-declared records of lifestyle indicators and habits, and perhaps
also genetic data along with profiling information. It also requires an understanding of their
frequency of generation, error models, access rights, interoperability, sharing and other
operational requirements. There also are the complex issues of research and non-profit uses of
data, and of data economics for private sector medical research.
Finally, “due process” has always been a weak point in India, particularly for technological
interventions. Building an effective system that can engender people’s trust not only requires
managing the floor of the Parliament and passing a just and proportional law, but also building
a transparent process of design and refinement through openness and public consultations. It
will be imperative to consider all concerns, avoid “crony expertism” and reject half-baked and
poorly-conceived designs. In particular, technologists and technocrats should take care to not
define “public good” as what they can conveniently deliver, and instead understand what is
actually required. While we can understand the urge to move forward quickly, given the urgent
need to improve health outcomes in the country, deliberate care is needed.
Developing a comprehensive understanding of the considerations related to health data
infrastructure may also inform the general concerns of e-governance and administrative
digitisation in India, which have not been all smooth sailing.
This article first appeared in the print edition on March 8, 2021 under the title ‘In digital health,
equity first’. Banerjee is professor, computer science and engineering, IIT Delhi; Sagar is
founding head, School of Public Policy, IIT Delhi
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Herd immunity
Coronavirus | Kerala’s delayed approach towards herd immunity (The
Hindu: 20210308)
https://www.thehindu.com/sci-tech/health/keralas-delayed-approach-towards-herdimmunity/article34007278.ece

Unlike the rest of India, Kerala has maintained the same level of daily testing despite a
reduction in number of cases
From mid-February, a spike in daily new cases was reported from a few States including
Maharashtra. For days on end, the Health Ministry kept repeating the message that Kerala too
was “witnessing an upsurge of daily new cases”. Even as

Alzheimer’s
JNCASR team develops potential drug candidate for Alzheimer’s (The
Hindu: 20210308)
https://www.thehindu.com/sci-tech/science/jncasr-team-develops-potential-drug-candidatefor-alzheimers/article34007349.ece

The team observed that the small molecule TGR63 reduced amyloid plaques in mice brains
and reversed cognitive decline
Researchers from Jawaharlal Nehru Centre for Advanced Scientific Research (JNCASR),
Bengaluru, have developed a small molecule that helps disrupt and reduce formation of
amyloid plaques in the brains of mice with Alzheimer’s Disease. The group is planning to take
this molecule, which is a potential drug candidate, forward for clinical studies. The results of
their study were published in the journal Advanced Therapeutics.

